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LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,  2’ 3' 4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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CORRESPONDENCE 

Th  is  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Merrill  Shaw  Urged  " Laying  on  of  Hands " 


Editor , northwest  medicine: 

A friend  who  was  preparing  to  move  cleaned  out 
his  files  and  sent  me  a clipping  from  a Seattle  news- 
paper of  March,  1958. 1 It  is  an  interview  with  Mer- 
rill Shaw,  who  was  dying  of  metastatic  cancer  (he 
died  a month  after  the  interview).  In  the  article  he 
is  quoted  “A  ny  doctor  forfeits  his  priesthood  of  medi- 
cine if,  when  he  knows  his  patient  is  beyond  help,  he 
discharges  the  patient  to  his  own  devices  ...  It  is 
then  that  the  patient  needs  the  sincere  showing  of  in- 
terest by  his  physician." 

I met  Merrill  when  he  was  interning  at  King 
County  Hospital.  I watched  with  pleasure,  his  service 
to  others.  His  concept  of  service  brought  him  to  of- 
fice in  the  National  Academy  of  General  Practice, 
and  in  1953,  the  presidency  of  the  King  County  Medi- 
cal Society. 

Merrill  gave  service.  He  did  not  abandon  his  termi- 
nal cancer  patients.  Quotations  illustrating  his  ‘giving 
of  self’  come  to  my  mind.  "Of  all  human  acts,  few 
can  match  the  quiet  splendor  of  the  moment  when 
the  pale  and  tremulous  fingers  of  the  sick  person  are 
grasped  in  the  firm,  reassuring  hands  of  a compas- 
sionate physician.  This  simple  act,  mutely  promising 
that  all  the  powers  of  modern  science  and  human 
thought  will  be  unsparingly  invoked  to  restore  health, 
is  among  the  finest  deeds  of  human  kind.  It  is  more 
than  ritual.  When  pain  and  fear  makes  a sick  person 
feel  that  all  is  lost,  the  laying  on  of  healing  hands 
brings  solace  and  hope.  Its  strength  can  even  turn  the 
tide  of  illness  and  amplify  the  curative  effect  of  the 
strongest  wonder  drug.  It  remains  today  as  it  always 
has  been — man's  oldest  medical  miracle.’’2 

Dr.  Shaw  was  not  content,  in  his  last  few  months, 
merely  to  receive.  In  a letter  (acted  upon  during  the 
March  1954  meeting  of  the  American  Academy  of 


General  Practice  he  urged  every  physician  to  see  that 
his  family  have  a personal  physician. 

In  the  1954  newspaper  article.  Dr.  Shaw  said, 
“ The  period  of  inactivity  after  a patient  learns  there 
is  no  hope  for  his  condition  can  be  a period  of  great 
productivity .’’ 

During  the  latter  months  of  his  life,  Merrill  used 
every  available  means  of  communication  in  urging 
his  medical  friends  to  continue  the  "laying  on  of 
hands,”3  and  to  give  comfort  and  solace  to  the  dying 
patient-friend. 

The  medical  profession  has  inspired  many  such 
as  Dr.  Shaw.  To  these  men,  life  is  of  courage  and 
giving.  Throughout  their  professional  life,  they  fol- 
low Osier’s  dictum  of  “Your  business  is  not  to  see 
what  lies  dimly  at  a distance,  but  to  do  what  lies 
closely  at  hand.”  And  as  Peabody  expressed  “the 
secret  of  the  care  of  the  patient  is  in  caring  for  the 
patient.”4 

K.  K.  SHERWOOD,  M.D. 
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Medical  Journals  for 
Doctor-to-Doctor  Program 

Editor,  northwest  medicine: 

We  have  already  received  some  offers  of  medical 
journals  from  Seattle.  Washington,  as  a result  of  our 
Doctor-to-Doctor  Program  announcement  published 
in  northwest  medicine,  October,  1967. 

Many  thanks  for  your  cooperation.  If  you  could 
repeat  the  announcement  from  time  to  time,  it  would 
be  a help  as  I have  found  notices  in  the  New  York 
State  Journal  of  Medicine  repeated  at  intervals,  have 
been  very  productive. 

We  appreciate  your  interest  and  shall  keep  you 
informed  of  any  interesting  developments. 

ADA  CHREE  REID,  M.D. 

Director,  Doctor-to-Doctor  Program 
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Diets  to 

reduce  cholesterol  levels 
can  show  a marked  improvement 
in  patient 
acceptance 
with 
Saffola 
products. 


Patients  enjoy  the  light,  delicate  flavor 
of  all  Saffola  products.  This  flavor  comes 
from  safflower  oil,  Saffola’s  principal 
ingredient.  Safflower  oil  produces 
superior  mayonnaise  and  margarine.  As 
a salad  and  cooking  oil,  it’s  unexcelled. 
And  safflower  oil  is  50%  higher  in 


poly-unsaturates  than  corn  oil. 

To  help  your  patients  adjust  to  a diet  low 
in  saturated  fats,  we  have  a special  Saffola 
recipe  booklet.  A supply  is  yours  for  the 
asking — from  Pacific  Vegetable  Oil 
Corporation,  World  Trade  Center,  San 
Francisco,  California  94111. 
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University  of  Colorado  School  of  Medicine,  Denver,  Colo- 
rado; and  Louise  M.  Nett,  R.N.,  Respiratory  Care  Nurse 
Specialist,  Respiratory  Care  Unit,  University  of  Colorado 
School  of  Medicine,  Denver,  Colorado.  108  pp.  Illustrated. 
Price  $5.50.  Charles  C Thomas,  Springfield,  111.  1967. 


Ciba  Foundation — The  human  adrenal  cortex:  its  function 
throughout  life.  Edited  by  G.E.W.  Wolstenholme  and  Ruth 
Porter.  146  pp.  Chart  illustrations.  Little,  Brown  & Com- 
pany, Boston.  1967. 


Ciba  Foundation  — Antilymphocytic  serum.  Edited  by 
G.E.W.  Wolstenholme,  O.B.E.,  M.A.,  F.R.C.P.,  F. I. Biol,  and 
Maeve  O’Connor,  B.A.  165  pp.  Illustrated.  Little,  Brown  & 
Co.,  Boston.  1967. 


Ciba  Foundation — Drug  responses  in  man.  Edited  by 
G.E.W.  Wolstenholme  and  Ruth  Porter,  257  pp.  Illustrated 
Little,  Brown  & Co.,  Boston.  1967 


Ciba  Foundation  — Myotatic,  kinesthetic  and  vestibular 
mechanisms.  Edited  by  A.V.S.  deReuck  and  Julie  Knight. 
331  pp.  Illustrated.  Little,  Brown  and  Co.,  Boston,  1967. 


Error  and  variation  in  diagnostic  radiology.  By  Marcus  J. 
Smith,  B.S.,  M.D.,  F.A.C.R.,  Radiologist,  St.  Vincent  Hos- 
pital, Santa  Fe;  Espanola  Hospital,  Espanola;  Embudo 
Presbyterian  Hospital,  Embudo;  Holy  Cross  Hospital,  Taos; 
Consulting  Radiologist,  U.S.  Public  Health  Service  Indian 
Hospital,  Las  Vegas  Hospital,  St.  Anthony’s  Hospital,  Las 
Vegas,  N.  Mexico.  191  pp.  Illustrated.  Price  $8.75.  Charles 
C Thomas,  Springfield,  111.  1967. 


anticostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7-6062 
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NOTES 


Frederick  Silber.  Managing  Editor  of  Medical  Tribune, 
talking  about  medical  writing  at  a conference  on  communication, 
says  "...  there  has  been  a marked  reaction  among 
professional  audiences  ...  to  stilted  and  esoteric 
presentations.  . . Writing  has  come  down  to  earth,  has 
become  more  journalistic,  if  you  will,  and  briefer." 

Ee  predicts  that  medical  writing  may  change  emphasis 
during  the  next  ten  years  but  that  need  for  written 
communication  will  not.  His  address  was  published  in  the 
New  York  State  Journal  of  Medicine,  October  15,  1967. 

Semanitics  and  Sexuality  may  seem  a bit  unnecessary 
to  each  other  but  semaniticists  seem  to  think  discussion 
of  problems  in  sexuality  are  being  inhibited  by  puritanic 
restrictions  on  communication.  They  plan  a conference  in 
San  Francisco,  February  23-25  at  the  Fairmont  Hotel. 

Lester  Kirkendall,  Ph.D. , Oregon  State  University  and 
Professor  S.  I.  Hayakawa,  will  lead  the  conference. 
Information  may  be  obtained  from  Faculty  Program  Center, 

San  Francisco  State  College,  San  Francisco  94132. 

"I  think  that  the  man  who  loves  his  family  is  more 
apt  to  be  a good  neighbor  than  the  man  who  does  not,  so  I 
think  the  most  useful  member  of  the  family  of  nations 
is  normally  a strong  patriotic  nation."  Theodore  Roosevelt. 

Applications  for  admission  to  medical  schools  totaled 
87,627  for  the  1966-67  freshman  class.  They  were  submitted 
by  18,250  individuals  and  9,123  were  accepted.  Medical 
College  Aptitude  Test  (MCAT)  scores  for  the  successful 
applicants  were  in  the  550  to  585  range.  Scores  for  the 
rejected  applicants  were  from  515  to  548.  Mean  scores  for 
rejects  were  higher  than  in  previous  years. 

Not  enough  schools? 

In  sharp  contrast  to  other  industries,  the  pharma- 
ceutical industry  pays  most  of  its  own  way  in  research. 
Government  sources  provided  only  3.4  per  cent  of  total 
research  expenditure  last  year.  Government  supported 
90  per  cent  for  the  aircraft  and.  missile  industry,  62 
per  cent  for  electrical  equipment,  and  27  per  cent  for 
motor  vehicles.  Research  and  development  on  a new  drug 
now  averages  $6.8  million.  It’s  not  difficult  to  under- 
stand the  slowdown  in  introduction  of  new  products. 

Increase  in  residence  construction  offers  substantial 
underpinning  to  business  in  the  Pacific  Northwest. 

October,  1967  was  the  best  since  1958  and  up  about 
50  per  cent  from  1966.  Home  building  will  increase 
demand  for  schools,  stores,  churches,  highways,  water  and 
sewer  systems  and  other  public  facilities.  Growth  is 
similar  in  Oregon,  Washington  and  Idaho,  but  greatest  in 
the  Puget  Sound  area. 

Malpractice  insurance  rates  are  jumping. 

Revised  rates  were  announced  November  22,  1967;  Oregon, 
up  20  per  cent;  Washington,  up  48  per  cent;  and  Idaho, 
up  10  per  cent. 

notes  continued  on  page  15 
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In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A H Robins  Company,  Richmond,  Va.  23220 


/HH^OBINS 


"Mans  best  f riencTin  wintertime  diarrheas 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITU  SSIN®-PE 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1 .4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  V a.  23220 


/I'H'DOBINS 
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treat  one . . . six  people  benefit 


The  brunt  of  senility  falls  on  the  family  as  much 
as  the  patient.  But  usually  within  one  or  two  days, 
'Thorazine'  can  control  senile  anxiety  and  fear . . . 
dispel  the  confusion  shown  by  nighttime  wandering 
and  chattering  . . . restore  appetite  and  interest  in 
personal  grooming.  Treat  the  senile  patient  with 
'Thorazine'— the  whole  family  can  benefit. 

Before  prescribing,  see  complete  information,  including 
adverse  effects  reported  with  phenothiazines  and  symp- 
toms and  treatment  of  overdosage,  in  SK&F  literature  or 
PDR.  The  following  is  a brief  precautionary  statement. 
Contraindications:  Comatose  states  or  the  presence 
of  large  amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may 
occur  (reduce  dosage  of  such  agents  when  used  con- 
comitantly). Use  with  caution  in  patients  with  chronic 
respiratory  disorders.  Antiemetic  effect  may  mask  over- 
dosage of  toxic  drugs  or  obscure  other  conditions.  Ad- 
minister in  pregnancy  only  when  necessary.  Because  of 

(c)  1967  Smith  Kline  4 French  Laboratories 


possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal 
congestion;  constipation;  amenorrhea;  miosis;  mild 
fever;  weight  gain;  hypotensive  effects,  sometimes  se- 
vere with  I.M.  administration;  epinephrine  effects  may 
be  reversed;  dermatological  reactions;  parkinsonism- 
like symptoms  on  high  dosages  (in  rare  instances,  may 
persist);  lactation  and  moderate  breast  engorgement  (in 
females  on  high  dosages);  and  less  frequently,  chole- 
static jaundice  (use  cautiously  in  patients  with  liver 
disease).  Adverse  reactions  occurring  rarely,  include: 
mydriasis;  agranulocytosis;  skin  pigmentation;  epithe- 
lial keratopathy;  lenticular  and  corneal  deposits  (after 
prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and 
200  mg.;  Spansule®  capsules,  30  mg.,  75  mg.,  150  mg., 
200  mg.  and  300  mg.;  Injection,  25  mg./cc.;  Syrup,  10 
mg./5  cc.;  Suppositories,  25  mg.  and  100  mg. 

Smith  Kline  & French  Laboratories 


in  senile  agitation . . . 


Thorazine9  chlorpromazine 
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notes  continued  from  page  10 


NASA  computer  programs  available.  Some  gain  from  the 
moondoggle  may  accrue  from  distribution  of  computer 
programs  prepared  for  NASA  at  the  computer  center 
established  by  the  University  of  Georgia.  It’s  called 
COSMIC,  for  Computer  Software  Management  and  Information 
Center.  Documents  run  from  $1.50  to  $15.00,  depending  on 
number  of  sheets  involved.  Complete  package  — documentation, 
source  deck,  and  listing  of  program  — $75.00.  Cost  to 
NASA  for  original  production  ran  from  $50  to  $5  -million. 

Fetal  damage  by  drugs  has  been  studied  by  an  investigator 
for  the  Food  and  Drug  Administration.  Abnormalities  of 
skeleton  and  limbs  were  caused  in  guinea  pigs  and  hamsters 
by  an  anticancer  agent.  Malformed  eye  cavities  and  other 
skull  defects  resulted  from  excess  vitamin  A.  Studies 
included  precise  determination  of  susceptible  stage  of 
fetal  growth. 

More  pay  for  senior  medical  and  dental  officers 
who  extend  tours  has  been  proposed  in  H.  R.  13510, 
passed  by  the  House  October,  1967.  Increase  would  be 
granted  to  officers  in  certain  critical  categories 
and  would  amount  to  four  months  pay  for  each  additional 
year  served.  The  proposal  is  part  of  a bill  that  would 
increase  pay  of  all  members  of  the  Armed  Forces 
by  4.5  per  cent. 

Another  example  of  de  Tocqueville ’ s 1831  forecast 
has  appeared  in  Washington.  A product  safety  commission 
is  proposed  in  S.  J.  Res.  33,  reported  favorably  by  the 
House  Interstate  and  Foreign  Commerce  Committee.  It 
extends  the  "immense  and  tutelary  power",  of  which 
he  spoke,  to  protecting  consumers  against  hazardous 
household  products.  This  is  precisely  what  he 
foresaw  when  he  said,  "For  their  happiness  such  a 
government  willingly  labors,  but  it  chooses  to  be  the 
sole  agent,  the  only  arbiter  of  that  happiness;-". 

Walter  Herrmann,  at  the  University  of  Washington 
School  of  Medicine,  has  received  a new  grant  of  $600,000 
to  extend  his  training  program  in  reproductive  biology. 
Twenty-three  physicians  and  scientists  have  completed 
fellowships  under  the  original  grant.  Most  are  from 
foreign  countries  and  have  returned. 

Total  HEW  appropriation  for  1968  is  $12.6  billion, 
up  from  $10.8  billion  expenditure  estimated  for  1967. 

Nothing  much,  of  course,  just  a couple  of  billion 
increase — itrs  just  government  money — who’s  going  to 
quibble?--it  doesn't  cost  us  anything. 

We  have  a brain  drain  too.  During  the  past  15  years 
the  percentage  of  physicians  in  full  time  private 
practice  has  decreased  from  75  to  62. 

H.  L.  H. 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 

fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalar  o.or- 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  mter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications : Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5.  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.012—  15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.012  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 
0.0252)  Cream  — 5,15  and  60  Gm.  tubes. 
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EDITORIAL 


A Fresh  And  Imaginative  Report 


Report  of  the  National  Adivisory  Commis- 
sion on  Health  Manpower  is  acclaimed  as 
being  fresh  and  imaginative.  University  of 
Washington  President  Odegaard  and  AMA 
President-elect  Dwight  Wilbor  served  as  mem- 
bers. Greenberg  ( Science , Dec  1)  contrasts  it  with 
the  “monotonously  predictable”  numbers  game 
of  the  usual  panel  of  experts  — always  conclud- 
ing by  calling  for  more  money.  While  the  lay 
press  has  singled  out  certain  trivial  sensational 
aspects,  on  the  whole  the  medical  profession 
should  commend  the  excellent  work  of  the  Com- 
mission. The  report  politely  treads  on  many  toes 
in  the  health  care  industry: 

There  is  a crisis  in  American  health  care. 
Unless  we  improve  the  system  through  which 
health  care  is  provided,  care  will  continue  to 
become  less  satisfactory,  even  though  there  are 
massive  increases  in  cost  and  in  numbers  of 
health  personnel.  This  report,  therefore,  deals 
primarily  with  what  can  and  should  be  done 
now.  . . . 

At  first  blush,  this  might  sound  as  if  we  are 
about  to  propose  the  creation  of  a master 
Federal  plan  for  national  health  care.  Not  so. 

We  are  convinced  government  alone  is  not  big 
enough  to  solve  the  problems  of  health  care  for 
the  American  people.  Our  recommendations 
require  that  the  resources  of  each  of  these 
powerful  forces  (the  professions,  voluntary 
agencies,  religious  and  educational  institutions, 
hospitals,  organized  labor,  business  and  indus- 
try, and  concerned  citizens)  be  applied  to  re- 
shape effectively  the  health  care  system. 

The  Presidential  Commission  has  taken  a look 
at  the  health  care  industry  and  reflected  some 
shocks,  surprises,  and  considered  opinions  for  all 
to  digest.  No  doubt  it  will  serve  as  a major  basis 
for  future  legislative  recommendations  involving 
health  care.  Because  it  went  beyond  the  health 
manpower  problem  to  make  recommendations  in 
all  major  areas  of  health  care,  it  is  certain  to  be 
the  subject  of  discussion  and  controversy  for  the 
future. 

Now  what  is  to  be  gained  by  denying  that  many 
people  (for  various  reasons)  do  not  receive  health 


care?  Or  gained  by  ignoring  that  adequate  qual- 
ity health  care  demands  a coalition  of  physicians, 
nurses,  technicians,  social  workers,  finance  mech- 
anisms, and  governments?  Or  gained  by  denying 
that  adequate  quality  health  care  is  expensive? 

These  are  relevant  facts.  In  many  ways,  the 
medical  profession  has  made  the  same  observa- 
tions without  notice.  The  real  question  and  chal- 
lenge arises  in  facing  the  issues— and  providing 
answers.  The  Presidential  Commission  has  writ- 
ten a report  that  brings  many  of  our  problems  to 
the  attention  of  government  officials  and  the 
public.  The  solutions  to  these  problems  may  not 
be  as  easy  as  writing  the  report.  We  can  be  hope- 
ful that  the  Commission  will  now  become  more 
concerned  with  the  facts  per  se,  rather  than  their 
political-emotional  content.  Appreciation  of 
these  problems  is  paramount  to  the  public  and 
lay  interests.  The  answers  are  not  easy.  It  is 
indeed  reassuring  to  discover  other  disciplines 
interested  and  active.  What  has  been  said  by  the 
Health  Manpower  Commission  may  be  taken 
more  seriously  than  if  the  medical  profession  had 
written  the  report. 

If  we  define  sickness  in  its  simplest  terms— the 
lack  of  health— then  it  can  only  be  alleviated  by 
the  promotion  of  health  and  nothing  else.  Health 
is  an  accountable  resource  for  our  present  popu- 
lation, and  our  economy.  It  is  a product  of  our 
technology.  Such  a simple  concept  has  a multi- 
plex of  problems  inherent.  No  doubt  much  re- 
search and  experimentation  will  be  required  to 
point  the  way  and  reveal  what  combinations,  for 
what  people,  for  what  areas,  what  illnesses, 
and  from  what  resources,  will  produce  the  best 
results. 

The  National  Advisory  Commission  on  Health 
Manpower  has  discharged  its  duties  thus  far  in 
a commendable  fashion.  Who  carries  on  from 
here?  ■ 

Charles  D.  Muller,  M.D. 


19 

Northwest  Medicine,  January  1968 


Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206.  sooim 
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Adjunctive  Techniques  In  The  Operative  Management 
Of  Sliding  Esophageal  Hiatus  Hernia 


ROBERT  S.  SMITH,  M.D.  / GLENN  E.  TALBOY,  M.D. 

Boise,  Idaho 


A number  of  adjunctive  techniques,  varying  in  their  rationale  and  their 
indications,  are  proving  effective  in  the  operative  management  of  sliding  hiatal 
hernia  associated  with  reflux  esophagitis.  The  most  important  of  these  supple- 
mentary procedures  are  concerned  with  the  infra-diaphragmatic  fixation  of  the 
gastroesophageal  junction,  the  reinforcement  of  the  cardioesophageal  sphincter 
mechanism,  and  the  reduction  of  gastric  secretory  activity.  When  there  is  little 
shortening  of  the  involved  esophagus,  the  corrective  surgical  requirements  are 
minimal.  When  chronic  cases  show  cicatricial  narrowing  of  the  esophageal 
lumen,  a radical  operation  may  be  necessary.  Gastric  fundoplication  specifically 
increases  the  competence  of  the  cardioesophageal  sphincter.  This  ancillary  pro- 
cedure must  be  applied  exactly,  however,  if  complications  from  its  employment 
are  to  be  avoided. 


Simple  suture  closure  of  the  diaphragmatic 
defect  in  sliding  esophageal  hiatus  hernias 
is  presently  being  combined  with  a variety 
of  adjunctive  procedures;  and  current  reports 
indicate  that  these  supplementary  operations  are 
effective.  The  selective  employment  of  adjunc- 
tive techniques  is  enabling  the  surgeon  to  avoid 
excessive  secondary  strains  on  his  diaphragmatic 
reconstruction,  and  to  accomplish  a more  com- 
plete and  lasting  control  of  the  reflux  esophagitis 
commonly  associated  with  hiatal  hernia  of  roll- 
ing type. 

adjunctive  procedures 

The  most  important  of  the  adjunctive  proced- 
ures now  being  used  in  hiatal  hernioplasty  fall 
into  five  categories:  1.  Techniques  anchoring 
the  gastroesophageal  junction  below  the  dia- 
phragm; 2.  Prosthetic  reinforcement  of  the  dia- 
phragmatic crural  repair;  3.  Procedures  rein- 
forcing the  cardioesophageal  sphincter  mecha- 
nism; 4.  Operations  reducing  gastric  secretion; 
5.  Operations  to  improve  drainage  of  the  stom- 
ach and  reduce  intra-gastric  pressure.  These  ad- 
junctive techniques  are  well  documented  in  the 
surgical  literature. 

Submitted  for  Publication,  February  1,  1967 


In  his  original  classic  report  on  transthoracic 
hiatal  hernioplasty,  Allison1  emphasized  intra- 
abdominal fixation  of  the  gastroesophageal  junc- 
tion by  suturing  the  anterior  portion  of  the 
phrenoesophageal  ligament  to  the  under-surface 
of  the  diaphragm;  and  this  adjunctive  procedure 
has  found  employment  in  transabdominal  oper- 
ations.2 Hill  and  his  associates  accomplish  gas- 
troesophageal fixation  by  anchoring  strong  pos- 
terior elements  of  the  phrenoesophageal  liga- 
ment to  the  preaortic  fascia  and  the  median 
arcuate  ligament  of  the  diaphragm.3  Gastro- 
pexy  by  suture  of  the  lesser  curvature  of  the 
stomach  to  the  anterior  abdominal  wall  has  been 
advocated  by  Nissen,  and  others.4'8  Synthetic 
prostheses  have  been  used  to  reinforce  the  basic 
repair  of  the  diaphragmatic  crural  defect.7 

In  Nissen’s  gastric  fundoplication  (Fig.  1)  and 
in  a similar  but  more  limited  operation  used 
by  Thai,  folding  of  the  stomach  upon  the  lower 
esophagus  provides  a valve-like  mechanism  to 
control  gastric  reflux.4,8  Burford  and  Lischer9 
found  that  pyloroplasty  alone  may  relieve  the 
reflux  esophagitis  associated  with  hiatal  hernia; 
but  gastric  drainage  is  now  mainly  employed 
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Fig.  1 


Typical  roentgen  demonstration  of  gastroesophageal  pli- 
cation (Nissen):  hiatal  hernia  corrected,  no  reflux;  ba- 
rium-air roentgenogram  indicates  complete  encirclement 
of  lower  esophagus  by  gastric  fundus.  This  patient,  age 
50,  male,  had  a transabdominal  gastric  fundoplication  as 
a secondary  procedure  one  year  after  an  unsuccessful 
transthoracic  operation  for  hiatal  hernia. 


in  conjunction  with  other  corrective  procedures. 
Berman  and  Berman’s  report  of  a “balanced 
operation’’  including  vagotomy10  stimulated  a 
trial  of  surgical  procedures  which  included  the 
reduction  of  gastric  secretions.  Today  many  sur- 
geons advocate  the  routine  use  of  vagotomy  in 
the  operative  treatment  of  cases  with  severe 
esophagitis.11’12 

stenosis  and  shortening 

Intractable  cases  of  hiatal  hernia  with  reflux, 
exhibiting  stenosis  and  esophageal  shortening, 
are  difficult  to  manage.  These  cases  have  been 
treated  in  the  past  by  radical  gastroesophageal 
resections,  with  which  segmental  interpositions 
of  jejunum,13  or  colon,”  have  been  combined. 


Recently  Thai,8  and  others,15  have  approached 
esophageal  strictures  more  conservatively  by  fun- 
dic  patch  techniques.  In  many  patients  with  eso- 
phageal stenosis,  bougienage  alone,  or  as  a post- 
operative adjunct,  has  proven  to  be  of  great 
importance  in  the  maintenance  of  swallowing 
function.16 

Because  the  techniques  presently  available 
for  adjunctive  hiatal  hernioplasty  vary  so  much 
in  their  rationale,  it  would  seem  useful  to  at- 
tempt to  clarify  the  indications  for  their  em- 
ployment. To  this  end,  a personal  experience 
with  some  of  the  more  important  procedures 
which  have  been  advocated  for  adjunctive  em- 
ployment in  hiatal  hernioplasty  has  been  ana- 
lyzed. 
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Fig.  2 A.  Large  sliding  hernia  in  female  age  51.  B.  Recurrent  hernia  5 years  after  hiatal 
herniorrhaphy.  C.  After  vagotomy,  gastric  fundoplication,  and  pyloroplasty,  esophageal 
recoil  has  elevated  the  gastroesophageal  plication  above  the  diaphragm,  but  there  is 
no  reflux. 


operative  experience 

From  1958  through  1966,  30  cases  of  sympto- 
matic sliding  hernia  of  the  esophageal  hiatus 
were  treated,  and  31  operations  performed.  Sim- 
ple hiatal  herniorrhaphy  with  sutures  of  silk 
was  carried  out  in  two  patients.  Transabdominal 
adjunctive  hernioplasty  was  performed  in  27: 
with  vagotomy,  in  18;  without  vagotomy,  in  9. 
Gastric  fundoplications  were  performed  in  16 
of  this  group,  pyloroplasty  in  24,  and  limited 
gastropexy  in  12.  Prosthetic  reinforcement  of  the 
crural  repair  was  not  employed,  and  in  no  case 
was  the  lesser  curvature  of  the  stomach  sutured 
to  the  anterior  abdominal  wall. 

Two  patients,  sisters,  presented  esophageal 
strictures  high  in  the  thorax,  and  were  sub- 
jected to  radical  resective  procedures.  In  one, 
aged  76,  thoracoabdominal  resection  of  the  oc- 
cluded esophagus,  with  vagectomy  and  esopha- 
gogastrostomy,  was  carried  out;  in  the  other, 
aged  84,  with  less  severe  disease,  treatment  con- 
sisted of  distal  subtotal  gastric  resection,  fol- 
lowed by  bougienage. 

In  the  total  group  of  operations,  cholelithiasis 
was  treated  incidentally  in  5 cases,  duodenal 
ulcer  in  8.  In  24  patients,  good  anatomic  and 
functional  results  followed  operative  treatment. 
In  the  other  six,  treated  between  1958  and  1962, 
before  the  usefulness  of  procedures  adjunctive 
to  hiatal  hernioplasty  had  been  fully  appre- 
ciated, the  final  result  was  considered  to  be  un- 


Fig.  3 Gastric  fundoplication  in  female,  age  41.  Trapping 
of  air  in  gastric  fundus  produced  severe  symptoms.  Ability 
to  eructate  swallowed  air  was  restored  by  bougienage. 
(Silver  clip  marks  gastroesophageal  junction.) 
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satisfactory.  Primary  operative  treatment  had 
been  carried  out  in  three  of  these  cases,  second- 
ary reparative  operations  in  three. 

recurrence 

In  two  obese  female  patients  of  middle  age, 
each  having  a large  hiatal  hernia  and  marked 
shortening  of  the  esophagus,  recurrence  followed 
primary  simple  herniorrhaphy.  In  one  of  these 
cases,  a secondary  opportunity  to  attempt  cor- 
rective surgery  was  offered,  and  persistent  symp- 
toms of  substernal  pain  and  dysphagia  were 
completely  relieved  by  a procedure  which  in- 
cluded vagotomy,  gastric  fundoplication,  and 
pyloroplasty  (Fig.  2). 

One  failure  of  primary  operative  treatment 
occurred  in  a young  logger,  of  slight  physical 
build,  whose  intractable  duodenal  ulcer  and  hia- 
tal hernia  were  treated  by  vagotomy,  pyloro- 
plasty, and  simple  crural  suture.  This  man  ob- 
tained complete  and  lasting  relief  of  his  ulcer 
symptoms,  but  x-rays  demonstrated  a recurrent 
hiatal  hernia  soon  after  he  returned  to  his  reg- 
ular heavy  work.  It  is  believed  that  some  type 
of  gastric  fixation,  gastric  fundoplication,  or  re- 
inforcement of  the  hiatal  reconstruction,  might 
have  prevented  this  recurrence. 

Three  early  cases  operated  upon  for  recur- 
rent hiatal  hernia  had  post-surgical  regurgitation, 
although  a hernia  could  not  be  demonstrated 
by  x-ray.  In  these  cases,  no  effort  was  made  to 
reinforce  the  cardioesophageal  sphincter  at  the 
second  surgical  procedure.  It  is  considered  pos- 
sible that,  in  these  patients,  persistent  esopha- 
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Fig.  4 A.  Gastric  fundoplication  in  female,  age  51.  Cardioesophageal  obstruction,  resistant 
to  bougienage.  4 weeks  after  operation.  B.  Concomitant  barium  fill-up  of  stomach 
through  gastrostomy  tube  shows  good  gastric  function.  C.  Normal  swallowing,  without 
hernial  recurrence,  is  demonstrated  in  roentgenogram  made  four  months  after  removal 
of  sutures  plicating  the  gastric  fundus. 
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geal  reflux  might  have  been  prevented  if  their 
program  of  treatment  had  included  gastric 
fundoplication. 

There  was  no  mortality  in  the  total  case  series, 
and  minimal  post-surgical  morbidity.  In  only 
three  patients  were  there  any  serious  post-opera- 
tive problems.  In  two  of  these  cases,  esophageal 
compression  by  a Nissen  fundoplication  caused 
dysphagia,  and  interfered  with  the  eructation 
of  swallowed  air  (Fig.  3).  In  these  cases,  a brief 
course  of  gastroesophageal  dilatation  was  cor- 
rective. The  third  patient,  exhibiting  prolonged 
and  almost  complete  esophageal  obstruction  fol- 
lowing an  encircling  fundoplication,  failed  to 
respond  to  bougienage.  After  secondary  opera- 
tive removal  of  the  plicating  sutures,  swallowing 
function  returned  quickly  to  normal,  and  the 
final  clinical  result  was  satisfactory  (Fig.  4). 

discussion 

In  a patient  having  symptoms  of  hiatal  hernia 
and  reflux  esophagitis,  the  length  of  the  esoph- 
agus represents  an  important  operative  consider- 
ation. When  the  esophagus  is  pliable,  mobile, 
and  of  potentially  normal  length,  elimination 
of  the  hernial  sac  and  simple  crural  suturing 
may  suffice  to  control  both  the  hernia  and  the 
symptoms  of  reflux.  Prosthetic  reinforcement  of 
the  hiatal  closure  may  be  considered  if  the  crural 
tissues  are  attentuated. 

In  cases  showing  moderate  shortening  of  the 
esophagus,  and  severe  symptoms,  the  employ- 
ment of  any  or  all  of  the  presently  advocated 
adjuncts,  including  vagotomy,  would  seem  to  be 
justified.  When  the  esophagus  is  fibrosed  and 
contracted,  the  surgeon  faces  the  necessity  of 
either  carrying  out  very  radical  corrective  pro- 
cedures, or  adopting  some  form  of  surgical  com- 
promise. Bougienage  has  a place  in  the  main- 
tenance of  a functional  passage  in  cases  with 
esophageal  stenosis.  Reduction  of  the  corrosive 
effect  of  regurgitated  gastric  secretions  by  pre- 
liminary vagotomy  or  gastric  resection  may  be 
expected  to  increase  the  effectiveness  of  bou- 
gienage. 

It  is  believed  that  vagotomy  should  be  ap- 
plied with  discrimination  in  the  management 
of  symptomatic  hiatal  hernia.  Vagotomy  would 
seem  indicated  in  cases  with  reflux  showing 
marked  hypersecretion  in  preoperative  gastric 


analyses,  in  cases  with  severe  esophagitis,  and 
in  patients  with  proven  duodenal  or  gastric 
ulcers.  The  possible  advantages  and  disadvan- 
tages of  vagotomy  should  be  carelully  weighed  in 
patients  whose  preoperative  tests  have  shown  low 
basal  gastric  acidity  values,  in  individuals  of 
asthenic  habitus,  and  in  females,  since  patients 
of  these  categories  may  develop  severe  nutritional 
problems  if  gastric  secretory  function  is  depressed. 
A full  scale  secondary  adjunctive  operative  ap- 
proach, including  vagotomy,  would  seem  to  be 
justified  when,  after  one  operative  procedure, 
a patient  has  persistent  reflux  esophagitis. 

In  the  present  experience,  prosthetic  rein- 
forcement of  the  diaphragmatic  crural  repair 
was  not  employed.  Gastropexy  by  suturing  the 
lesser  curvature  of  the  stomach  to  the  anterior 
abdominal  wall  found  no  application,  on  con- 
sideration of  Nissen’s  report17  of  a high  hiatus 
hernia  persistence  rate  in  patients  treated  by 
this  method:  clinical  symptoms  in  19  per  cent, 
roentgen  evidence  of  relapse  in  35  per  cent. 

The  operative  principle  of  gastric  fundopli- 
cation seems  to  have  considerable  merit.  When 
there  has  been  no  actual  shortening  of  the 
esophagus,  funnel ing  of  the  gastric  cardia 
through  the  hiatus  is  corrected  by  fundoplica- 
tion: and  this  technique  provides  a bulky,  soft 
tissue  bumper  to  counteract  pressures  by  the 
stomach  tending  to  recreate  the  hernia.  Even 
when  the  esophagus  is  contracted,  and  fixation 
of  the  gastroesophageal  junction  below  the  di- 
aphragm is  not  possible,  transthoraic  fundoplica- 
tion may  be  used  to  control  gastric  reflux  by 
reinforcing  the  cardioesophagea  1 sphincter 
mechanism. 

Fundoplication  is  an  operation  that  must  be 
performed  with  finesse.  Complete  fundic  encir- 
clement of  the  esophagus,  as  in  Nissen’s  opera- 
tion, is  more  likely  to  be  attended  by  postopera- 
tive complications  than  if  a Thai  partial  plica- 
tion is  performed.  Nissen’s  operation  should  only 
be  carried  out  after  the  lower  esophagus  and 
upper  stomach  have  been  completely  mobilized. 
If  the  plication  is  tight,  eructation  of  swallowed 
air  is  impeded,  and  the  patient  may  experience 
considerable  discomfort  when  he  is  unable  to 
bring  up  air  freely  from  the  stomach.  In  a case 
of  this  kind,  x-rays  may  demonstrate  only  a 
small  and  inconstant  gastric  bubble. 
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Persistent  symptoms  on  the  basis  of  obstruc- 
tion of  the  lower  esophagus  by  fundoplication 
should  rarely  be  observed.  Dysphagia  in  some 
degree,  however,  will  be  noted  in  many  patients 
in  the  immediate  postoperative  period.  More 
serious  postoperative  complications,  and  an  ap- 
preciable mortality  rate,  have  been  reported  by 
Krupp  and  Rossetti, ,s  in  a long  term  follow  up 
study  of  cases  of  hiatal  hernia  treated  by  fundo- 


abstracto 

Un  numero  de  tecnicas  ad  juntas  que  v avian  en  su 
sentido  y sus  indicaciones,  se  estan  pvobando  efectivas 
en  el  mane  jo  quirurgico  de  la  hernia  esofdgica  asociada 
con  esofagitis  de  reflujo.  Los  mas  importantes  de  estos 
procedimientos  suplementarios  tienen  que  ver  con  la 
pjacion  infradiafragmdtica  de  la  union  gastroesofdgica 
y reforzamiento  de  mecanismo  espnteriano  cardio- 
esofdgico  y la  reduccion  de  la  actividad  secretora  gas- 


plication,  and  Nissen  gastropexy.  In  a series  of 
524  abdominal  operations  at  the  University  of 
Basel,  tvvo  gastric  fistulas  followed  fundoplica- 
tion; two  cases  of  stricture  occurred  at  the  oper- 
ative site;  and  there  were  six  deaths.  Five  deaths 
resulted  in  a series  of  30  transthoracic  opera- 
tions,  two  fatalities  being  due  to  gastric  fistulas 
related  to  fundoplication.  ■ 

312  West  Idaho,  83702 
(Dr.  Smith) 


trica.  Cuando  hay  poco  acortamiento  del  esofago  los 
requerimientos  correctivos  quirurigicos  son  minimos. 
Cuando  casos  cronicos  muestran  disminucion  cicatricial 
del  calibre  esofdgico  una  operacion  radical  talvez  sea 
necesaria.  Plegado  del  fondo  gdstrico  especificamente 
aumenta  la  apertura  del  esjinter  cardioesofdgico.  Este 
procedimiento  auxiliar  se  debe  aplicar  exactamente, 
sin  embargo,  si  se  trata  de  evitar  complicaciones  en  su 
uso. 
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Selection  of  Surgical  Candidates 

for  Repair  of  Hiatus  Hernia 


CHESTER  W.  MOEN,  Seattle,  Washington 


The  proper  selection  of  patients  for  surgical  intervention  in  hiatus  hernia 
is  based  primarily  on  demonstrating  the  presence  of  esophagitis  endoscopically. 
Patients  with  esophagitis  due  to  hiatus  hernias  usually  require  surgical  interven- 
tion early,  and  the  results  in  these  patients  are  good.  In  the  absence  of  esoph- 
agitis, surgery  should  be  delayed  until  all  underlying  possible  causes  of  symp- 
toms have  been  ruled  out,  unless  the  hernia  is  obstructing,  bleeding,  increasing 
rapidly  in  size,  or  if  there  is  coexisting  surgical  disease. 


Satisfactory  results  in  surgical  management  of 
hiatus  hernia  require  careful  selection  of 
patients,  as  well  as  application  of  proper 
surgical  technique. 

Hiatus  hernia  is  a very  common  defect,  but 
those  requiring  surgical  interference  are  rela- 
tively few  in  number.  It  has  been  estimated  that 
2 per  cent  of  all  patients  having  an  upper  G.I. 
series  reveal  some  degree  of  hiatus  herniation. 
When  this  percentage  is  applied  to  the  general 
population,  the  magnitude  of  the  problem  pre- 
sented by  this  common  defect  becomes  apparent. 
The  majority  has  never  been  detected  and  never 
treated.  Apparently  some  have  disappeared  by 
weight  reduction  alone.  Other  patients  have  lived 
comfortably  or  at  least  tolerated  their  hernias 
with  diet  or  ulcer-type  management. 

The  actual  number  of  patients,  then,  who 
have  required  surgical  intervention  has  been 
reduced  to  those  whose  hernias  have  remained 
symptomatic,  despite  good  medical  care.  With 
more  careful  patient  selection,  it  is  believed  that 
the  end  results  in  these  patients  can  be  further 
improved. 

size  no  criterion 

The  majority  of  discovered  hiatus  hernias 
have  been  small  and  asymptomatic.  On  occa- 
sion, however,  a large  hernia  has  been  encoun- 


tered which  also  has  been  asymptomatic,  such 
as  seen  in  Figure  1.  This  large  hernia  remained 
unchanged  for  20  years.  It  has  caused  few,  if 


Fig.  1.  Hernial  sac  contains  both  stomach  and  colon. 
Patient’s  symptoms  were  not  due  to  hernia  but  to  angina 
and  were  relieved  with  nitrates. 
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Fig.  2.  Esophagitis  with  ulceration  and  small  hiatus 
hernia. 


any,  symptoms,  and  consequently,  the  patient 
has  been  reluctant  to  have  it  repaired.  On  the 
other  extreme,  the  small  hernia  seen  in  Figure 
2 has  caused  symptoms  of  such  severity  that  the 
patient  has  been  willing  to  accept  any  type  of 
therapy.  Clinically,  in  this  particular  instance, 
the  small  hernia  is  more  serious  than  the  larger 
one.  The  patient  with  the  large  hernia  has  been 
fortunate  in  that  his  hernia  has  remained  un- 
complicated while  the  patient  writh  the  small 
hernia  is  suffering  because  severe  complications 
have  already  developed. 

Variance  in  these  two  patients  could  be  readily 
explained  by  endoscopic  examination.  In  the 
first  patient  the  esophageal  mucosa  was  normal, 
and  the  cardiac  sphincter  was  functional.  In  the 
second  patient,  despite  the  small  hernia,  the 
esophageal  mucosa  was  intensely  inflamed  and 
ulcerated,  the  cardiac  sphincter  was  nonfunc- 
tional with  free  reflux  into  the  esophagus.  The 
difference,  then,  was  the  presence  of  esophagitis 
in  the  one  which,  in  essence,  is  the  crucial  prob- 
lem in  the  management  of  most  hiatus  hernias. 
Other  complications  such  as  bleeding  (Figure 
3),  incarceration  and  obstruction  (Figure  4)  do 
occur,  but  are  much  less  frequent  and  usually 
not  as  serious  as  the  more  common  complication 
of  esophagitis. 

esophagoscopy  essential 

Since  the  significance  of  most  hiatus  hernias 
depends  directly  upon  the  presence  or  absence 
of  esophagitis,  it  is  important  that  esophago- 
scopy be  done  before  any  treatment  is  insti- 


tuted. In  the  absence  of  ulceration,  esophago- 
scopy is  the  only  absolute  means  by  which  esoph- 
agitis can  be  diagnosed.  If  esophagitis  can  be 
demonstrated  endoscopically,  the  symptoms  may 
be  attributed  directly  to  the  hiatus  hernia.  On 
the  other  hand,  if  esophagitis  is  not  present, 
it  is  unlikely  that  the  hernia  is  responsible  for 
the  symptoms,  and  one  should  then  proceed 
with  further  diagnostic  measures  to  determine 
the  cause  of  the  patient’s  symptoms. 

To  demonstrate  by  x-ray  or  pH  studies  that 
the  patient  regurgitates  does  not  establish  the 
presence  of  esophagitis.  It  must  never  be  as- 
sumed that  a symptomatic  patient  with  a hiatus 
hernia  has  esophagitis.  The  patient’s  symptoms 
may  actually  be  arising  from  other  coexisting 
diseases  in  the  stomach,  gallbladder,  intestines 
or  heart,  all  of  which  may  produce  symptoms 
identical  to  those  of  esophagitis.  Since  hiatus 
hernia  is  such  a common  defect,  it  follows  that 
many  of  these  patients  will  have  functional  gas- 
trointestinal disease.  It  is  of  the  greatest  im- 
portance to  rule  out  this  possibility. 


Fig.  3.  Inversion  of  stomach.  The  only  symptom  was 
bleeding. 
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Fig.  4.  Incarceration  with  intermittent  obstruction. 


When  esophagitis  is  definitely  found  to  be 
present,  it  is  equally  important  to  rule  out  other 
diseases  which  may  coexist  in  the  abdomen.  If 
•coexisting  disease  is  overlooked  and  should  only 
the  hiatus  hernia  be  corrected,  the  patient  will 
be  left  with  symptomatic  disease  and  the  opera- 
tion will  be  classified  as  a failure.  Such  situa- 
tions have  occurred  with  hernia  repaired  by  the 
transthoracic  approach  when  coexisting  abdom- 
inal disease  was  not  noted  prior  to  surgery. 

When  esophagitis  is  definitely  present,  it  must 
be  treated  intensively  as  it  may  quickly  lead  to 
serious  complications.  Its  response  to  medical 
management  is  notably  poor,  and  usually  re- 
quires the  restoration  of  the  abdominal  esoph- 
agus to  its  normal  location  for  a permanent 
cure. 

are  symptoms  due  to  hernia? 

The  first  step  in  the  management  of  a sympto- 
matic patient  with  a hiatus  hernia  is  to  deter- 
mine, if  possible,  whether  or  not  the  hernia 
itself  is  producing  symptoms.  For  this  purpose, 
esophagoscopy  has  proven  to  be  a useful  ad- 


junct to  x-ray  and  laboratory  examination.  The 
next  step  is  to  determine  whether  or  not  asso- 
ciated diseases  are  present.  Finally,  all  possible 
sources  of  subjective  complaints  must  be  inves- 
tigated. 

Forty  patients  with  hiatus  hernia  repair  have 
been  followed  to  date.  All  patients  were  exam- 
ined by  esophagoscopy  prior  to  operation.  The 
results  so  far  indicate  that  patients  who  demon- 
strated objective  findings  that  could  be  defi- 
nitely attributed  to  the  hernia,  such  as  esopha- 
gitis, bleeding,  or  obstruction,  had  results  su- 
perior to  those  of  patients  in  whom  no  objective 
findings  could  be  attributed  to  the  hernia.  Of 
the  40  patients,  28  had  definite  objective  find- 
ings related  to  hernia.  Twelve  patients  had  no 
objective  findings  related  to  hernia.  All  patients 
had  symptoms  which  had  not  responded  to  medi- 
cal management.  In  the  group  of  28  who  had  ob- 
jective findings  related  to  the  hernia,  there  were 
3 who  developed  recurrent  symptoms  following 
surgery.  In  2 of  these  patients,  the  hernia  had 
recurred.  In  the  second  group  of  12  with  no 
objective  findings,  there  were  5 who  had  persis- 
tent or  recurring  symptoms  after  surgery.  How- 
ever, in  none  of  these  5 patients  could  a recur- 
rent hernia  be  demonstrated,  nor  was  there  any 
esophagitis,  or  any  coexisting  disease.  Cause  of 
the  recurring  symptoms  could  not  be  demon- 
strated and  would  have  to  be  attributed  to 
such  vague  conditions  as  angina,  esophageal 
spasm  or  functional  gastrointestinal  disease. 

In  this  study  the  best  results  were  obtained 
when  definite  objective  findings  could  be  di- 
rectly attributed  to  the  hernia  itself. 

technique 

Although  controversy  continues  regarding  the 
relative  merits  of  thoracic  or  abdominal  ap- 
proach, each  has  its  place  and  the  surgeon  must 
be  familiar  with  both  methods.  Since  the  basic 
principles  of  repair  can  be  applied  from  either 
approach,  it  is  apparent  that  the  high  recurrence 
rate  in  this  operation  stems  from  the  poor 
quality  of  tissues  at  hand,  rather  than  from 
any  particular  approach  or  technique. 

In  general,  the  abdominal  approach  was  used 
when  there  was  associated  abdominal  disease, 
or  any  question  of  the  patient’s  cardiorespira- 
tory limitation.  The  thoracic  approach  has  been 
advantageous  in  recurrent  hernias  in  large  pa- 
tients. In  all  cases  the  hiatus  was  reduced  to 
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normal  size  by  approximating  the  crura  behind 
the  esophagus,  except  in  those  cases  where  this 
was  not  possible,  such  as  congenital  absence 
of  the  crus,  or  the  fascial  covering  of  the  crus 
was  negligible.  In  such  cases  it  was  necessary 
to  suture  one  crus  to  the  central  tendon  anterior 
or  lateral  to  the  esophagus.  In  addition  to  this, 
the  plnenoesophageal  ligament,  if  present,  was 
sutured  to  the  central  tendon,  and  the  fundus 
of  the  stomach  to  the  under  surface  of  the  di- 


aphragm and  the  margin  of  the  esophagus.  In 
this  series  coexisting  abdominal  disease  was 
present  in  26  patients  which  accounts  for  the 
greater  use  of  the  abdominal  approach.  Vago- 
tomy and  drainage  procedure  was  added  to  10 
cases  because  of  associated  peptic  or  esophageal 
ulcer  with  hyperacidity.  It  is  interesting  to  note, 
however,  that  in  1 1 patients  with  esophagitis 
the  acid  secretions  were  low.  ■ 

1654  Medical  Dental  Bldg.  (98101) 


abstracto 


La  adecuada  seleccion  de  pacientes  para  la  inter- 
vencton  quirurgica  de  hernia  del  hiato  esta  basada 
primariamente  en  la  demostracion  de  la  presencia  de 
esofagitis  por  endoscopio.  Los  pacientes  con  esofagitis 
debida  a hernia  hiatal  requieren  generalmente  inter- 
vencion  temprana,  y los  resultados  en  estos  pacientes 


son  buenos.  En  ausencia  de  esofagitis,  la  cirugia  debera 
posponerse  hasta  que  todas  las  posibles  causas  de  los 
sintomas  se  hay  an  investigado,  a menos  que  la  hernia 
produzca  obstruccion,  sea  sangrante,  aumente  rapida- 
mente  de  tamaho,  o coexista  con  otra  enfermedad  de 
tipo  quirurgico. 


DUTIES  OF  THE  CITIZEN 

The  good  citizen  will  demand  liberty  for  himself,  and,  as  a matter  of  pride,  he  will 
see  to  it  that  others  receive  the  liberty  which  he  thus  claims  as  his  own.  Probably  the  best 
test  of  true  love  of  liberty  in  any  country  is  the  way  in  which  minorities  are  treated  in 
that  country.  Not  only  should  there  be  complete  liberty  in  matters  of  religion  and 
opinion,  but  complete  liberty  for  each  man  to  lead  his  life  as  he  desires,  provided  only 
that  in  so  doing  he  does  not  wrong  his  neighbors. 

Theodore  Roosevelt 
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Ethacrynic  Acid  in  Patients  with 
Cardiac  Decompensation 

WILLIAM  H.  BENNETT,  M.D./F.  J.  VAN  RHEENEN,  M . D ./ 
GEORGE  A.  PORTER,  M.D.,  Portland,  Oregon 


The  effect  of  a single  dose  of  intravenous  ethacrynic  acid  was  evaluated  in  22 
patients.  Five  of  seven  patients  with  acute  pulmonary  edema  benefited  from 
ethacrynic  acid,  one  patient  failed  to  respond  and  the  data  from  the  remaining 
patients  were  inadequate.  Ten  of  the  13  patients  who  received  ethacrynic  acid 
for  treatment  of  unresponsive  congestive  heart  failure  improved  while  three  were 
considered  therapeutic  failures.  None  of  the  patients  experienced  adverse  reac- 
tions to  the  drug.  Documentation  of  the  potent  saluretic  qualities  of  ethacrynic 
acid  was  obtained.  It  ivas  concluded  that  intravenous  ethacrynic  acid  can  be  used 
successfully  in  the  treatment  of  patients  with  unresponsive  congestive  heart  failure 
or  acute  pulmonary  edema. 


Ethacrynic  acid,  an  a-(3  unsaturated  ketone 
derivative  of  aryloxyacetic  acid,  has  recently 
been  introduced  as  a potent  saluretic 
agent.1,2  It  has  proven  to  be  a highly  effective 
drug  in  treating  both  refractory  congestive  heart 
failure  and  acute  pulmonary  edema.3-10  This  com- 
munication was  prompted  by  the  limited  num- 
ber of  reports  regarding  parenteral  administra- 
tion of  the  drug.  The  study  was  designed  to 
evaluate  the  therapeutic  response  to  intravenous 
ethacrynic  acid  in  patients  with  heart  failure  un- 
responsive to  conventional  therapy,  or  in  pul- 
monary edema. 

methods  and  materials 

Patients  were  housed  in  one  of  the  hospitals 
associated  with  the  University  of  Oregon  Medi- 
cal School  and  referral  was  initiated  by  the  house 
staff.  Table  I summarizes  the  clinical  data  of  the 
22  patients  treated.  Average  age  was  65  years.  In 
seven  patients  acute  pulmonary  edema  prompted 
the  use  of  ethacrynic  acid;  14  of  the  remaining 

From  the  Renal  Laboratory,  Division  of  Cardiovascu- 
lar-Renal Disease.  Department  of  Medicine,  University 
of  Oregon  Medical  School,  Portland,  Oregon. 

Supported  in  part  by  Cardiovascular  Clinical  Research 
Center  Grant  HE-06336,  from  the  National  Heart  Institute, 
National  Institutes  of  Health,  U.  S.  Public  Health  Service. 

Dr.  Porter  is  recipient  of  U.  S.  Public  Health  Service 
Career  Development  Award  GM-18822. 


patients  were  given  the  drug  because  of  severe 
or  refractory  congestive  heart  failure,  and  a sin- 
gle patient  was  treated  because  of  anasarca  sec- 
ondary to  carcinomatosis.  Distinction  between 
severe  and  refractory  congestive  heart  failure  was 
dependent  upon  how  exhaustive  management 
had  been  prior  to  use  of  intravenous  ethacrynic 
acid.  Eight  patients  were  considered  refractory 
because  subjective  clinical  improvement  was  not 
observed  after  adequate  digitalization,  bed  rest, 
fluid  restriction,  thiazide  diuretic,  correction  of 
hypokalemia  or  hypochloremia,  or  both,  and 
organomercurial  administration.  Six  were  classi- 
fied as  severe  congestive  heart  failure,  since  not 
all  of  the  measures  outlined  above  had  been  at- 
tempted prior  to  ethacrynic  acid  administration. 

Lyophilized  sodium  ethacrynate*,  either  25  or 
50  mg.  (ethacrynic  acid  equivalent)  was  dissolved 
in  100  ml  of  5 per  cent  dextrose  in  water  and  in- 
fused over  a 10-20  minute  interval.  Prior  to  re- 
ceiving ethacrynic  acid,  blood  was  taken  for 

* Generously  supplied  by  William  Wilkinson,  M.D.,  Merck, 
Sharp  & Dohme. 
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TABLE  1 

Clinical  Data  of  Patients 


Case 

Age 

Sex 

Diagnosis 

Prior  Medications 

No. 

dig 

mere 

thiazides 

others 

1 

70 

F 

RHD 

+ 

+ 

2 

88 

F 

ASHD,  Diabetes 

+ 

+ 

+ 

Orinase 

3 

59 

M 

Atrial  Septal  Defect 

+ 

+ 

+ 

Aldactone 

4 

74 

M 

ASHD,  Pulmonary  embolism 

+ 

+ 

+ 

Aldactone 

5 

59 

F 

HCVD,  Cor  Pulmonale,  Sarcoidosis 

+ 

morphine 

steroids 

6 

80 

F 

RHD,  ASHD.  Diabetes 

+ 

+ 

7 

93 

F 

ASHD 

+ 

+ 

8 

90 

M 

ASHD,  acute  M.  I.,  Diabetes 

+ 

morphine 

Orinase 

9 

62 

M 

ASHD,  Digitalis  toxicity 

+ 

Isuprel 

atropine 

10 

48 

F 

ASHD,  Diabetes,  Nephrotic  syndrome 

+ 

+ 

+ 

albumin 

insulin 

11 

33 

M 

RHD 

+ 

+ 

+ 

12 

79 

M 

ASHD,  Lymphoblastic  leukemia 

+ 

morphine 

aminophyllin 

13 

53 

M 

Cor  Pulmonale,  Diabetes,  Psoriasis 

+ 

+ 

+ 

14 

56 

M 

ASHD,  Cor  Pulmonale,  Pulm,  embolism 

+ 

+ 

+ 

morphine 

15 

54 

M 

ASHD,  HCVD 

+ 

+ 

16 

70 

M 

ASHD,  Pulm  embolism 

+ 

+ 

+ 

17 

42 

M 

Cor  Pulmonale,  chronic  alcoholism 

+ 

+ 

+ 

antibiotics 

morphine 

18 

51 

M 

ASHD,  Diabetes,  inactive  TBc 

+ 

+ 

Orinase 

19 

58 

F 

Carcinomatosis 

+ 

20 

54 

F 

HCVD,  Diabetes,  Nephrotic  syndrome 

+ 

+ 

+ 

insulin 

morphine 

21 

80 

M 

ASHD.  acute  M.  I. 

+ 

Levophed 

22 

87 

M 

ASHD.  Carcinoma  of  Colon 

+ 

morphine 

dig  = digitalis 

mere  ==  organomercurial  diuretic 
thiazide  = thiazide  diuretic 


RHD  = rheumatic  heart  disease 
ASHD  = arteriosclerotic  heart  disease 
HCVD  = hypertensive  cardiovascular  disease 


measurement  of  serum  electrolytes,  blood  urea 
nitrogen  and  serum  creatinine  and  the  pretreat- 
ment body  weight  was  recorded.  Urine  volume 
was  collected  and  measured  for  the  first  two 
hours  after  treatment  in  patients  with  pulmonary 
edema  or  during  the  first  twenty-four  hours  after 
treatment  in  patients  with  congestive  heart  fail- 
ure. Patients  were  reweighed  the  day  after  drug 
administration  and  urinary  electrolyte  excretion 
was  measured.  In  addition,  the  attending  physi- 
cians were  asked  to  render  an  opinion  as  to 
qualitative  changes  in  the  patient’s  clinical 
status  after  being  given  intravenous  ethacrynic 
acid.  Due  to  the  precarious  clinical  condition  of 
six  of  the  patients,  complete  pre  and  post-treat- 
ment data  were  not  obtained. 

Sodium  and  potassium  concentrations  were 
measured  using  a Baird  flame  photometer  with  a 
lithium  internal  standard,  chloride  content  was 
determined  using  an  Amino  Gotlove  chloride 
titrator  (American  Instrument  Company),  and 
bicarbonate  was  measured  by  the  Haskins  and 
Osgood  modification  of  the  Van  Slyke  method. 
Serum  creatinine  and  blood  urea  nitrogen  con- 


tent wrere  measured  using  the  Technicon  Auto- 
analyzer (Technicon  Instrument  Corporation). 

The  post-treatment  response  of  each  patient 
was  evaluated  according  to  a predetermined 
therapeutic  index.  A patient  was  considered  to 
have  had  a successful  result  if  two  of  the  three 
criteria  listed  below  were  present. 

1)  Diuresis  of  100  ml/hour  for  a two  hour  col- 
lection, or  1500  ml /day  for  a 24  hour  col- 
lection. 

2)  Weight  loss  of  2 lb. 

3)  Subjective  improvement  in  clinical  status 
following  drug  administration. 

results 

Indications  for  ethacrynic  acid.  As  can  be  seen 
from  Table  I,  heart  disease  was  identifiable  in 
21  of  the  22  patients  reported,  the  sole  exception 
being  case  19,  a patient  with  carcinomatosis.  In 
seven  patients  intravenous  ethacrynic  acid  was 
used  to  treat  acute  pulmonary  edema  after  phle- 
botomy, morphine  sulfate,  nasal  oxygen  and 
rapid  digitalization  failed  to  produce  clinical  im- 
provements, Table  2.  The  remaining  15  patients 
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TABLE  2 

Therapeutic  Response  of  Patients 


Case 

No. 

Indication 

dose 

(mg) 

Urine  Output  (ml) 
1st  2h  24h 

weight  loss 
lbs/24  hrs 

serum 
creat. 
2 mg% 

clinical 

appraisal 

therapeutic 

index 

1 

severe  CHF* 

25 

200 

1200 

— 

+ 

no  change 

failure 

2 

refractory  CHF 

25 

— 

2100 

2 

+ 

no  change 

success 

50 

— 

2725 

4 

+ 

improved 

success 

3 

severe  CHF 

50 

— 

3700 

8 

improved 

success 

4 

refractory  CHF 

25 

— 

1500 

5 

+ 

no  change 

success 

5 

pulm.  edema 

50 

— 

data  incomplete 

6 

severe  CHF 

50 

400 

— 

unable 

+ 

improved 

success 

7 

severe  CHF 

50 

— 

1150 

unable 

no  change 

failure 

8 

pulm.  edema 

50 

1050 

— 

unable 

improved 

success 

9 

severe  CHF 

25 

1075 

4000 

4 

improved 

success 

10 

refractory  CHF 

25 

— 

2200 

IVi 

no  change 

failure 

11 

refractory  CHF 

50 

— 

2100 

5 

improved 

success 

12 

pulm.  edema 

50 

1250 

3925 

8 

improved 

success 

25 

— 

3005 

6 

improved 

success 

13 

refractory  CHF 

50 

400 

(died  6 hours  after  EA)  4. 

14 

pulm.  edema 

50 

1190 

— 

unable 

improved 

success 

15 

severe  CHF 

50 

800 

— 

unable 

improved 

success 

16 

refractory  CHF 

50 

— 

3700 

10 

improved 

success 

17 

refractory  CHF 

25 

— 

3300 

8 

improved 

success 

18 

pulm.  edema 

50 

460 

2260 

8 

improved 

success 

19 

anasarca 

50 

1400 

— 

6 

improved 

success 

20 

refractory  CHF 

50 

— 

1450 

5 

improved 

success 

21 

pulm.  edema 

50 

155 

750 

1 

improvfd 

failure 

22 

pulm.  edema 

50 

350 

(died  7 hours  after  EA) 

CHF  = congestive  heart  failure 
EA  = ethacrynic  acid 


were  given  ethacrynic  acid  after  more  conven- 
tional therapeutic  measures  had  failed  to  allevi- 
ate their  fluid  retention. 

Therapeutic  response  to  intravenous  ethacry- 
nic acid.  Table  2 summarized  individual  patient 
response  with  regard  to  the  three  clinical  pa- 
rameters used  to  arrive  at  a therapeutic  index 
of  effectiveness.  The  two  patients  who  died  with- 
in 24  hours  of  receiving  the  drug  (case  13  and  22) 
could  not  be  evaluated,  but  are  included  for 
completeness,  while  the  data  on  case  5 were  in- 
complete. Of  the  19  patients  remaining,  15  were 
considered  to  have  benefited  from  ethacrynic 
acid,  while  four  cases  were  classified  as  thera- 
peutic failures. 


1.  Diuresis — In  five  of  the  six  patients  who 
were  successfully  treated  for  pulmonary  edema 
the  2-hour  post-treatment  urine  volume  aver- 
aged 860  ml.  The  one  patient  with  pulmonary 
edema  who  was  classed  a failure  excreted  only 
155  ml  during  the  2-hour  post-treatment  in- 
terval. In  patients  with  congestive  heart  failure 
the  average  24-hour  volume  following  a suc- 
cessful response  to  a single  dose  of  ethacrynic 
acid  was  2,814  ml,  while  patients  who  failed  to 


respond  excreted  an  average  of  1,348  ml  over 
the  same  interval. 

2.  Weight  Loss — Patients  classified  as  thera- 
peutic successes  lost  an  average  of  6.6  ± 0.9 
pounds  during  the  24  hours  following  etha- 
crynic acid,  while  patients  who  were  unsuc- 
cessfully treated  lost  an  average  of  1 .25  pounds. 

3.  Clinical  Status — In  16  patients  clinical 
improvement  was  evident  by  reduction  of  loss 
of  rales,  improved  ventilation,  decrease  in  pit- 
ting edema,  a fall  in  venous  pressure  or  im- 
proved circulation  or  both  (See  Table  2). 
Subjective  improvement  was  absent  in  five 
patients. 


effect  on  electrolytes 

1.  Serum  electrolytes — The  mean  values  for 
plasma  sodium,  potassium,  chloride  and  bi- 
carbonate before  and  24  hours  after  adminis- 
tration of  ethacrynic  acid  are  shown  on  Table 
3.  The  only  significant  change  was  the 
0.1  mEq/L  rise  in  serum  potassium.  Pre-ex- 
isting alterations  in  serum  electrolytes  did  not 
preclude  a satisfactory  therapeutic  response. 
This  was  true  despite  the  presence  of  hypona- 
tremina  (plasma  Na+  = 124  mEq/L  -case 
18),  hypochloremia  (plasma  Cl  * = 82mEq/L- 
case  19  or  alkalosis  (plasma  HCC>3=38.5 
mEq/L  - case  13). 
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2.  Urinary  electrolytes — Figure  1 depicts  the 
changes  of  urinary  electrolyte  excretion  in  five 
patients  with  congestive  heart  failure  following 
a single  50  mg  dose  of  intravenous  ethacrynic 
acid.  Although  the  number  of  cases  is  small, 
the  marked  saluretic  effect  of  ethacrynic  acid 
can  be  appreciated.  Figure  2 shows  the  changes 
in  urine  volume  and  excretion  at  half-hour  in- 
tervals during  the  two  hours  immediately  fol- 
lowing the  administration  of  intravenous  etha- 
crynic acid  to  two  patients  (cases  8 and  14) 
with  acute  pulmonary  edema. 

3.  Blood  Urea  Nitrogen — In  8 of  the  patients, 
the  pretreatment  blood  urea  nitrogen  was  great- 
er than  20  mg  per  100  ml  (averaged  46  mg 
per  100  ml)  and  rose  an  average  of  12  mg  per 
100  ml  in  seven  of  the  eight  patients  the  day 
following  treatment.  However,  this  rise  was 
transient  and  returned  to  pretreatment  levels 
within  three  days.  In  the  remaining  patients  no 
significant  trend  could  be  identified. 

factors  influencing  therapeutic  effect 

The  failure  of  cases  1 and  10  to  respond  to 
ethacrynic  acid  may  represent  an  inadequate 
dose  since  both  received  only  25  mg.  In  the  two 
patients  given  multiple  doses  (cases  2 and  12) 
the  larger  urine  volume  which  followed  50  mg 
of  ethacrynic  acid  suggests  a dose  dependency. 

The  influence  of  renal  function  on  the  re- 
sponse to  ethacrynic  acid  was  assessed  in  eight 


BEFORE  AFTER 

ETHACRYNIC  ACID  ETHACRYNIC  ACID 

350  r 
3001- 


250  h 


No4  K * Cl'  No4  K4  cr 


Fig.  1 Mean  urinary  excretion  of  sodium,  potassium  and 
chloride,  expressed  in  milliequivalents  per  24  hours  for  5 
patients  with  congestive  heart  failure  before  and  after 
a single  intravenous  dose  of  50  mg  of  ethacrynic  acid. 
The  vertical  bar  is  ~ 1 standard  deviation. 


Fig.  2 Changes  in  urinary  sodium  (mEq)  and  urine 
volume  (ml)  at  30  minute  intervals  following  a single 
intravenous  dose  of  ethacrynic  acid  in  2 patients  with 
acute  pulmonary  edema.  The  solid  bars  represent  the 
values  obtained  during  the  30  minutes  preceding  drug 
administration. 


patients  who  were  considered  to  have  renal  in- 
sufficiency because  their  serum  creatinine  ex- 
ceeded 2.0  mg  per  100  ml.  Justification  for  this 
presumption  is  shown  on  Figure  3,  which  related 
the  serum  creatinine  to  creatinine  clearance  for 
161  patients  studied  in  our  laboratory.  At  a 
serum  creatinine  of  2.0  mg  per  100  ml  or  more, 
creatinine  clearance  was  always  less  than  50  ml 
per  minute.  Although  both  patients  1 and  10 
had  renal  insufficiency  and  failed  to  respond  to 
the  drug,  renal  insufficiency  was  present  in  four 
patients  who  demonstrated  a satisfactory  result. 

Case  5,  whose  data  were  incomplete,  developed 
pulmonary'  edema  secondary  to  cardiogenic 
shock.  She  was  given  ethacrynic  acid  after  con- 
ventional therapy  failed  and  survived  for  seven 
days  before  succumbing  to  undefined  central 
nervous  system  disease  and  terminal  renal  failure. 
Case  13  was  treated  because  of  refractory  conges- 
tive heart  failure  and  died  within  six  hours  of 
an  unrecognized  gastrointestinal  hemorrhage 
having  excreted  800  ml  of  urine.  Case  22  received 
ethacrynic  acid  when  he  developed  pulmonary' 
edema  following  successful  resuscitation  of  a 
cardiac  arrest.  The  patient  was  in  complete  heart 
block  following  his  arrest  and  died  within  seven 
hours  of  ventricular  arrhythmia. 
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TABLE  3 

Effect  of  Ethacrynic  Acid  Administration  on  Serum  Electrolytes 


Serum  Sodium  (mEq/L) 

after  EA 
134.7  ± 1.2 

before  EA 
134.7  ± 1.5 

diff. 

0 

P ■ 

* 

Serum  Potassium  (mEq/L) 

4.79  — 0.01 

4.69  ± 0.02 

+ 0.1 

+ ** 

Serum  Chloride  (mEq/L) 

95.3  ± 2.2 

96.0  ± 2.4 

—0.75 



Serum  Bicarbonate  (mEq/L) 

28.28  ± 1.43 

28.22  ± 1.61 

+ 0.06 

— 

* — p 0.05 

**  + p 0.05 


mortality 

In  addition  to  cases  13  and  22,  both  of  whom 
died  within  12  hours  of  drug  administration, 
eight  other  patients  expired  within  the  period  of 


Fig.  3 Comparison  of  the  serum  creatinine  concentration 
to  the  24  hour  creatinine  clearance  in  161  patients.  The 
shaded  area  of  the  upper  graph  encloses  the  95  per  cent 
range.  The  dotted  line  is  at  a serum  creatinine  of  2 mg 
per  100  ml  (see  text  for  implications).  The  lower  portion 
of  the  figure  shows  the  patient  distribution  used  in 
constructing  this  figure  as  a function  of  creatinine  clear- 
ance. The  patient  population  was  subdivided  into  males 
and  females  as  indicated. 


hospitalization  during  which  they  received  in- 
travenous ethacrynic  acid.  Table  4 includes  the 
cause  of  death  for  all  patients  studied,  in  addi- 
tion to  the  interval  in  days  between  drug  ad- 
ministration and  the  terminal  event. 

side  effects 

Assessment  of  adverse  effects  following  etha- 
crynic acid  is  exceedingly  difficult  due  to  the 
serious  clinical  condition  of  the  patients  studied. 
Case  2 developed  digitalis  toxicity  the  day  after 
her  first  dose  of  ethacrynic  acid,  however,  similar 
toxicity  had  been  present  and  treated  two  weeks 
prior  to  hospitalization  in  the  absence  of  etha- 
crynic acid.  Digitalis  toxicity  also  occurred  in 
case  6,  but  not  until  five  days  after  drug  admin- 
istration. A clear  cut  relationship  between  the 
ventricular  arrhythmias  of  cases  1 1 and  22  and 
the  injection  of  ethacrynic  acid  could  not  be  es- 
tablished since  the  underlying  disease  in  both 
patients  has  the  propensity  for  such  a complica- 
tion. No  case  of  contraction  alkalosis,  which  has 
been  reported  as  occurring  with  prolonged  oral 
administration,11  occurred  in  our  patients  treat- 
ed with  a single  dose  of  intravenous  ethacrynic 
acid. 

comments 

From  the  observations  herein  reported,  plus 
the  reports  of  others, 3,8‘10  a striking  diuresis  can 
be  expected  in  the  vast  majority  of  patients  with 
heart  failure  following  the  intravenous  admin- 
istration of  ethacrynic  acid.  In  acute  pulmonary 
edema  the  immediate  increase  in  urine  excre- 
tion (Figure  2)  which  follow's  infusion  of  the 
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TABLE  4 


Data  Regarding 

Case  No. 

Days  after 
ethacrylic  acid 

4 

2 

5 

7 

7 

2 

11 

3 

13 

Vl 

14 

8 

16 

16 

17 

5 

19 

3 

22 

V2 

drug  was  considered  to  be  beneficial  in  the  trea- 
ment  of  this  condition.  However,  it  is  apparent 
that  the  potency  of  this  agent  must  be  recognized 
and  that  indiscriminate  use  is  hazardous.12 

Observations  in  both  animals  and  humans 
place  the  intrarenal  site  of  ethacrynic  acid’s  ac- 
tion in  the  ascending  limb  of  Henles’  loop.13-15 
Its  proposed  mechanism  of  action  is  blockade  of 
active  sodium  transport  possible  by  altering  the 
concentration  of  protein  sulfhydryl  groups  of  the 
renal  tubular  cells.16  Clinically,  it  is  reported  to 
exceed  the  potency  of  either  organomercurials  or 
benzothiadiazine  diuretics  and  this  has  been  con- 
firmed in  the  dog.18’17 

The  relatively  high  mortality  rate  in  the  pres- 
ent study  probably  reflects  the  severity  of  the 
clinical  condition  of  the  treated  patients  rather 
than  an  adverse  drug  effect.  In  no  case  could  we 
implicate  ethacrynic  acid  as  contributing  to  the 
patient’s  demise;  however,  we  are  cognizent  of 
the  fact  that  most  of  the  side  effects  attributable 
to  ethacrynic  acid  are  considered  to  result  from 
pharmacologic  potency  rather  than  drug  tox- 
icity.3,8 

Our  results  indicate  that  intravenous  etha- 
crynic acid  is  quite  successful  in  mobilizing  ex- 
cess fluid  from  patients  who  do  not  respond  to 
more  conventional  forms  of  therapy.  This  was 
especially  true  in  six  of  the  seven  patients  whose 
congestive  heart  failure  had  been  refractory  to 
digitalis,  bed  rest,  fluid  restriction,  thiazide  diu- 
retics and  organomercurials  after  adequate  chlo- 
ride repletion.  Intravenous  ethacrynic  acid  was 


Patient  Mortality 

Pulmonary  embolism,  irreversible  shock 
CNS  disease,  renal  failure 
Myocardial  infarction 
Ventricular  fibrillation 
Gastrointestinal  bleeding 
Pulmonary  embolus 
Probably  pulmonary  embolism 
Cause  unknown — followed  seizure 
Disseminated  carcinomatosis 
Ventricular  arrhythmia 


also  felt  to  play  a significant  role  in  the  relief 
of  acute  pulmonary  edema  in  six  of  the  seven 
cases  treated. 

The  transient  rise  in  blood  urea  nitrogen, 
which  was  observed  in  some  of  the  patients, 
may  reflect  a fall  in  an  already  compromised 
glomerular  filtration  rate,  a finding  reported  as 
occurring  after  intravenous  ethacrynic  acid.18 
We  were  unable  to  establish  a relationship  be- 
tween pre-existing  renal  disease  and  therapeutic 
failure.  Hagedorn,  et  al,  found  that  prolonged 
oral  administration  of  ethacrynic  acid  to  pa- 
tients with  chronic  renal  disease  did  not  ad- 
versely effect  their  renal  function.19 

summary 

. Intravenous  ethacrynic  acid  was  given  to  22 
patients  with  acute  pulmonary  edema  or  un- 
responsive congestive  heart  failure,  or  both,  after 
conventional  therapeutic  measures  had  failed 
to  give  the  desired  response.  Despite  age,  de- 
bility and  underlying  disease,  15  patients  dem- 
onstrated a significant  improvement  in  cardiac 
compensation. 

Our  experience  indicates  that  intravenous  etha- 
crynic acid  is  a potent  saluretic  agent  which, 
when  combined  with  a conventional  therapeu- 
tic program,  should  prove  beneficial  in  treating 
'elected  patients  with  unresponsive  congestive 
heart  failure  or  acute  pulmonary  edema.  ■ 

3181  S.Tf7.  Sam  Jackson  Park  Rd.,  97201 

(Dr.  Porter) 


36 

Northwest  Medicine,  January  1968 


abstracto 


Ha  si  do  evaluada  en  22  pacientes  el  ejecto  de  una 
dosis  //idea  de  acido  etacrinico  por  via  intravenosa. 
Chico  de  siete  pacientes  con  edema  pulmonar  agudo 
se  beneficiaron  con  acido  etacrinico,  un  paciente  no 
respondio  y los  datos  del  paciente  restante  fueron 
inadecuados.  Diez  de  13  pacientes  qt/e  recibieron  acido 
etacrinico  para  el  tratamiento  de  ins/i  ficienc/a  cardiac  a 
congestiva  resistente,  mejoraron,  mientras  tres  fueron 


considerados  fallos  terapeuticos.  Ninguno  de  los 
pacientes  experiments  reacciones  aclversas  a la  droga. 
Se  obtuvo  documentation  de  las  potentes  cualidades 
salureticas  del  acido  etacrinico.  Se  concluyo  que  el  acido 
etacrinico  intravenoso  se  puede  usar  con  exito  en  cl 
tratamiento  de  pacientes  con  insuficiencia  cauliaca  con- 
gestiva resistente  a tratamiento  o edema  pulmonar 
agudo. 
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Screening  For  Phenylketonuria 

VANJA  A.  HOLM,  M.D.,  Seattle,  Washington 

Five  or  six  victims  of  phenylketonuria  are  born  each  year  in  Washington  state. 
In  spite  of  the  fact  that  Washington  has  been  alert  to  most  of  the  problems  of 
mental  retardation,  all  phenylketonuric  children  have  not  been  discovered  in 
time  to  prevent  brain  damage.  For  a variety  of  reasons,  urine  screening  has  not 
been  effective.  Newer  methods,  using  tests  for  serum  levels  of  phenylalanine,  are 
more  reliable.  It  is  the  responsibility  of  each  hospital  staff  to  establish  routine 
serum  screening  in  the  nursery  as  a part  of  a comprehensive  plan  to  prevent 
mental  retardation  due  to  phenylketonuria.  However,  the  treatment  must  be 
undertaken  judiciously,  as  it  has  become  evident  that  the  diagnosis  of  true  PKU 
can  be  made  in  the  newborn  period  only  after  careful  study. 


Washington  State  Medical  Association  has 
adopted  the  following  recommendations  in 
screening  for  phenylketonuria  (PKU): 

The  Washington  State  Medical  Association 
Maternal  and  Child  Welfare  Committee  Sub- 
committee on  PKU,  suggests  that  all  hospital 
medical  staffs  in  the  State  of  Washington  be 
encouraged  to  establish  a standing  order  di- 
recting that  all  infants  prior  to  discharge  receive 
a medically  accepted  blood  serum  test  after  at 
least  24  hours  of  milk  feeding.  In  addition,  the 
mother  of  the  child  would  be  provided  a writ- 
ten memorandum  stating  that  an  initial  PKU 
test  had  been  performed.  This  memorandum 
would  stress  the  importance  of  having  a sec- 
ond test  performed  in  2 to  6 weeks.  A second 
serum  test  of  phenylalanine  is  most  desirable, 
but  a properly  performed  urine  test  is  accept- 
able as  a minimal  standard  for  the  follow-up 
test. 

A report  made  available  by  the  PKU  Subcom- 
mittee, on  results  of  a survey  on  PKU  screening 
in  Washington  during  the  summer  of  1966, 
shows  that  the  present  practice  of  PKU  screening 
is  far  from  meeting  these  recommendations.1 
During  the  first  six  months  of  1966  only  60  per 
cent  of  infants  born  in  Washington  had  a serum 
phenylalanine  test  performed  in  the  newborn 
nursery.  Four  hospitals  with  more  than  1,000 
births  per  year  had  no  provisions  for  nursery 
serum  testing,  and  only  one  had  begun  to  imple- 
ment the  suggested  ideal  screening  program. 

The  recommendations  agree  with  suggestions 
issued  bv  the  American  Medical  Association,  the 
Children’s  Bureau  of  the  Department  of  Health, 
Education  and  Welfare  and  the  American  Acad- 


emy of  Pediatrics’  Committee  on  the  Fetus  and 
the  Newborn.2 

This  article  is  a further  elaboration  on  the 
rationale  for  the  recommendations,  especially  as 
related  to  Washington. 

medical  and  economic  considerations  in  PKU  screening 

Phenylketonuria  is  one  of  many  inborn  errors 
of  metabolism.  Inherited  in  a recessive  manner, 
the  inactivity  of  one  enzyme  (phenylalaine  hy- 
droxylase) causes  phenylanlaine  to  accumulate 
in  the  serum.  Abnormal  metabolites  appear  in 
the  urine  and  a host  of  other  metabolic  abnor- 
malities occur.  The  result  is  many  distressing 
symptoms.  Brain  damage,  usually  with  severe 
mental  retardation,  is  the  most  serious.  Most  un- 
treated individuals  with  PKU  are  found  among 
the  severely  handicapped  in  institutions  for  the 
retarded.  According  to  recent  information  the 
incidence  of  phenylketonuria  is  approximately 
1:10,000.  With  present  birth  rates,  five  or  six 
newborns  with  this  condition  can  be  expected  in 
Washington  each  year.  A statewide  screening 
program  involving  such  a comparatively  small 
number  of  individuals  requires  both  medical  and 
economic  justification. 

Experience  with  dietary  treatment  of  phenylke- 
tonuria has  accumulated  since  it  was  first  de- 
scribed by  Bickel  in  1955. 3 It  lowers  the  serum 
phenylalanine  level,  and  it  is  speculated  this  will 
reverse  the  as  yet  undefined  metabolic  process 
that  actually  damages  the  brain.  Although  the 
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benefit  of  this  treatment  has  been  attested  by 
clinical  impression,  careful  prospective  studies 
are  still  needed  to  clarify  many  of  its  aspects.4'7 
A planned  collaborative  study  hopefully  will 
answer  some  of  the  most  pressing  clinical  ques- 
tions. Enough  has  been  learned  about  the  diet, 
however,  to  make  it  practical  and  safe  when 
given  under  competent  professional  supervision. 
It  is  hoped  different  and  better  methods  of  treat- 
ment will  result  from  clearer  understanding  of  the 
complicated  biochemical  processes  involved.8  We 
still  have  much  to  learn,  but  authorities  agree 
that  present  treatment  is  well  enough  established 
to  justify  universal  screening  programs,  and  that 
this  constitutes  good  medical  practice. 

The  State  of  Massachusetts  has  a comprehen- 
sive PKU  screening  program  with  serum  screen- 
ing in  all  newborn  nurseries  and  follow  - up 
serum  screening  in  two  weeks,  as  suggested.  Cost 
of  the  Massachusetts  program  is  estimated  at 
$10,000  per  PKU  child  found.9  Food  cost,  for  pa- 
tients maintained  on  special  diet,  is  three  to  four 
times  that  for  a normal  diet,  the  actual  figure 
varying  somewhat  with  age  of  the  patient.10 
These  data  put  the  price  tag  on  prevention  of  de- 
terioration. The  price  tag  for  maintaining  a de- 
teriorated individual  in  an  institution  for  life  is 
about  $100,000.  Comparing  these  figures,  the 
price  for  finding  and  feeding  the  victim  of  this 
abnormality  begins  to  look  like  a bargain.  To 
this  mercenary  viewpoint,  one  must  add  a hu- 
manistic aspect:  No  one  can  question  the  justifi- 
cation of  an  attempt  to  find  these  individuals  at 
an  age  when  treatment  is  known  to  be  maximally 
effective  in  preventing  brain  damage.  Children 
beginning  the  special  diet  before  two  to  three 
months  of  age  do  significantly  better  than  chil- 
dren started  later.4’11  A successful  screening  me- 
thod for  this  condition  then  locates  the  child  in 
an  unsuspected  family  before  this  age.  The  two 
different  screening  methods  that  can  be  used  are 
urine  testing  and  serum  testing. 

urine  testing 

The  startling  reaction  of  phenylketonuric 
urine  with  ferric  chloride  was  first  described  by 
Foiling  in  1934. 12  This  test  and  modifications  of 
it  have  been  used  as  screening  tests.  The  com- 
monly used  are  diaper  tests  made  on  all  well- 
child  visits,  and  special  newborn  nursery  kits 
sent  home  with  the  mother  to  be  returned  later 
for  analysis  after  the  test  material  has  been  im- 
pregnated with  urine. 


For  a long  time  this  was  the  only  way  to  find 
these  children  and  urine  testing  became  “ac- 
cepted medical  practice”  in  this  area  in  the  late 
1950’s.  Since  1957  one  child  in  Washington  has 
been  put  on  the  diet  before  six  months  of  age  as 
a result  of  routine  urine  screening.  During  the 
same  years  at  least  25  mentally  retarded  children 
have  been  diagnosed  with  this  condition  in  the 
greater  Seattle  area  alone.  In  these  children 
urine  testing  provided  the  first  clue  to  the  diag- 
nosis, usually  much  too  late  for  any  substantial 
benefit  from  treatment. 

The  proven  failure  of  urine  screening  can  be 
attributed  to  several  factors.  First  of  all,  urine 
testing  is  unsuccessful  in  the  newborn  nursery 
because  of  delay  in  maturation  in  certain  kidney 
enzyme  systems.  The  abnormal  metabolites  re- 
sponsible for  the  chemical  reaction  of  the  urine 
usually  do  not  appear  until  three  to  six  weeks 
of  life. 

Also,  urine  testing  after  six  weeks  of  age  may 
give  false  negative  or  false  positive  results.  The 
reasons  are  manifold.  Because  of  kidney  thres- 
hold, the  metabolites  appear  in  the  urine  only 
when  the  serum  phenylalanine  is  elevated  to  at 
least  15  mg/ 100  ml  (as  compared  to  a normal 
level  of  0.5  - 2.5  mg  per  100  ml).  Even  though 
concentrations  of  this  magnitude  and  greater  are 
characteristic  for  affected  individuals,  occasional 
lower  levels  can  result  from  temporary  low  pro- 
tein intake.  Other  reasons  for  false  negative  re- 
ports are  faulty  reagents,  the  instability  of  the 
reaction,  and  because  the  test  is  frequently  per- 
formed on  urine  that  is  not  absolutely  fresh.13 
Inadequacy  of  the  urine  test  as  a screening  me- 
thod was  demonstrated  by  one  investigator  who 
tested  urine  samples  from  eleven  known  phe- 
nylketonuric children.  Only  five  of  the  samples 
showed  a positive  reaction.14 

An  additional  problem  of  urine  testing  with 
ferric  chloride  is  lack  of  specificity.  Many  other 
conditions,  including  ingestion  of  some  common 
medications,  can  cause  abnormal,  and  sometimes 
identical,  reactions. 

A third  obstacle  to  successful  urine  screening 
is  the  human  factor.  Many  parents  neglect  to 
bring  their  children  to  a physician  for  the  rou- 
tine well-baby  visits  advocated.  If  they  do,  fresh- 
ly voided  urine  may  not  be  available  at  a time9, 
the  test  can  be  done.  It  is  easily  omitted.  WMq 
the  low  incidence  of  PKU,  most  physician^1 
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been  safe,  even  if  they  have  forgotten  this  one 
test.  And  all  but  five  or  six  of  the  babies  born 
each  year  in  this  state  have  been  safe  also.  Brief 
reports  on  four  cases  selected  from  a local  group 
of  mentally  retarded  phenylketonuric  children 
illustrates  how  reliance  on  urine  testing  has 
failed  in  PKU  screening. 

case  reports: 

Case  1 was  examined  at  age  four,  in  1964,  for 
language  deficiency  and  autistic  behavior.  Despite 
regular  medical  supervision  since  birth,  he  had  not 
been  given  any  test  for  PKU. 

Case  2 was  examined  at  age  four,  in  1965,  for  re- 
tardation, apparent  in  his  lack  of  language  develop- 
ment. A review  of  his  charts  showed  a negative  report 
from  a diaper  test  for  PKU,  recorded  at  four  months 
of  age  at  a well  child  clinic,  where  he  went  on  sev- 
eral occasions  for  routine  well-baby  examinations. 
He  had  also  been  examined  by  his  private  physician 
on  sick  calls  and  for  a well-baby  check,  with  no 
further  records  of  tests  for  PKU. 

Case  3,  the  brother  of  Case  2,  was  diagnosed  in 
1965  at  the  same  time  as  his  brother,  during  a survey 
of  the  family.  Luckily,  he  was  only  seven  months  old 
when  the  diagnosis  was  made.  His  hospital  record 
shows  a negative  report  from  a urine  test  in  the 
nursery  and  a negative  Phenistix  mailed  in  by  the 
mother  at  one  month  of  age.  When  the  diagnosis  of 
PKU  was  explained  to  the  mother,  she  was  asked  if 
she  had  ever  heard  of  this  condition.  “Yes,  I have,” 
she  said,  “pamphlets  from  the  hospital  where  my 
child  was  born  explained  all  about  it,  and  how  he 
was  being  tested  for  it.” 

Case  4,  born  into  a high-risk  family,  was  not  diag- 
nosed until  1964  at  27  months  of  age.  His  retarded 
development  had  been  noticed  for  several  months  by 
the  mother,  but  she  had  difficulty  collecting  the  fresh 
urine  specimen  requested  for  diagnosis. 


serum  testing 

A major  medical  achievement  was  made  by 
Guthrie,  in  1961,  when  he  described  a simple, 
economical  method  for  determining  serum  levels 
of  phenylalanine,  practical  for  use  in  mass  screen- 
ing.15 Other  methods  have  since  been  successfully 
applied  to  mass  screening.16  The  Guthrie  method 
has  the  advantage  of  using  spots  of  blood  on 
filter  paper.  The  paper  can  be  mailed  for  analysis 
to  any  place  in  the  United  States,  but  has  the 
problem  of  yielding  some  false  positive  results. 
The  McCaman-Robins  method  requires  two 
microtubes  of  blood.  This  means  increased  com- 
plexity of  collection  and  transportation,  expen- 
sive equipment  for  analysis,  and  highly  trained 
personnel,  but  this  method  has  the  advantage  of 
greater  accuracy.  Both  tests  can  be  economically 
performed  for  mass  screening.  Figures  1-2  illus- 
trate the  equipment  needed.  Other  methods  are 
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Fig.  1.  Equipment  used  for  Guthrie  test,  (a)  filter  paper 
absorbing  blood  from  heel  prick  (b)  disk  on  filter  paper 
is  punched  out  and  incubated  in  a special  medium  with  B. 
subtilis.  Many  disks  can  be  incorporated  in  the  plate  used. 


being  tested,  some  with  the  advantage  that  test- 
ing may  be  done  for  other  amino  acids  on  the 
same  sample.17’16 

Since  its  use  has  become  widespread,  serum 
testing  in  the  newborn  nursery  has  proven  suc- 
cessful both  across  the  country  and  in  this  state 
by  fulfilling  the  stated  criterion  of  case  finding 
in  an  unsuspected  family  early  enough  for  suc- 
cessful preventive  treatment.  A limited  program 
began  in  Washington  in  1963  and  five  families 
with  classical  PKU,  hitherto  unsuspected,  were 
found  during  the  initial  eighteen  months  of  the 
survey. 
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Fig.  2.  Equipment  used  for  the  McCaman-Robins  test,  (a) 
blood  is  collected  in  a capillary  tube  from  a heel  prick  (b) 
after  treatment  the  concentration  of  phenylalanine  is  read 
by  fluorimetry. 


Serum  testing,  being  more  sensitive  and  spe- 
cific, is  superior  to  urine  testing.  It  also  has  the 
advantage  of  applicability  in  the  newborn  nur- 
sery. In  the  affected  individual  the  serum  phe- 
nylalanine is  usually  sufficiently  elevated  to  dif- 
fer from  normal  by  the  third  clay  of  life,  or  after 
48  hours  of  milk  feedings.  After  extensive  clini- 
cal experience  it  has  been  estimated  that  89  per 
cent  of  all  children  with  PKU  can  be  diagnosed 
by  a single  serum  test  in  the  newborn  nursery.19 
In  the  original  mass  screening  program  using  the 
Guthrie  technique,  where  400,000  babies  were 
tested.  39  PKU  children  were  found;  38  had  an 


elevated  serum  phenylalanine  in  the  newborn 
nursery.  Only  one  had  a normal  level  on  the 
third  day  of  life.  The  diagnosis  in  that  case  was 
made  by  a second  test  at  two  weeks.20  The  nursery 
population  is  a captive  group,  for  less  than  one 
per  cent  of  infants  in  Washington  are  born  out- 
side hospitals.  If  serum  testing  in  the  newborn 
nursery  is  made  a routine  hospital  procedure  by 
staff  decision,  it  will  relieve  the  physician  from 
the  responsibility  of  remembering  it  for  each 
individual  patient.  Thus  the  human  factor  add- 
ing to  the  ineffectiveness  of  urine  screening  will 
be  circumvented. 

new  knowledge 

Widespread  use  of  routine  serum  phenylala- 
nine determinations  on  large  populations  of  new- 
borns has  added  new  information  of  great  clini- 
cal importance.  First  of  all,  the  frequent  occur- 
rence of  inocuous  and  temporary  tyrosenemia 
was  discovered.21  This  condition  is  indistinguish- 
able from  phenylalaninemia  with  present  screen- 
ing techniques.  It  has  to  be  ruled  out  by  spe- 
cific tests  in  all  cases  of  suspected  phenylketo- 
nuria. Secondly,  it  was  found  that  certain  indi- 
viduals with  persistantly  elevated  serum  phenyl- 
alanine levels  seemed  to  be  suffering  from  a 
somewhat  different  condition  than  classical  PKU. 
This  has  been  referred  to  as  “hyper-phenylal- 
aninemia”  or  “PKU,  forme  fruste’’  in  the  litera- 
ture. Individuals  with  this  form  of  PKU  will  be 
come  depleted  of  phenylalanine  with  the  usual 
drastic  reduction  of  phenylalanine  intake  pre- 
scribed for  classical  PKU.  The  evidence  of  brain 
damage  from  the  usually  moderate  serum  phe- 
nylalanine elevation  in  these  individuals  is  less 
well  established,  and  the  need  for  treatment  is 
still  unclear.  Thirdly,  in  the  premature,  there  is 
a commonly  occurring  temporary  alteration  of 
the  metabolism  of  many  amino  acids,  including 
phenylalanine,  due  to  a delay  of  maturation  of 
many  enzyme  systems,  which  might  appear  indis- 
tinguishable from  true  phenylketonuria  on  rou- 
tine screening.  Considering  this  new  knowledge, 
it  is  evident  that  the  diagnosis  of  true  phenylke- 
tonuria in  the  newborn  period  can  be  done  only 
after  careful  study,  and  the  treatment  must  be 
undertaken  judiciously,  especially  in  its  early 
phases. 

comprehensive  planning  for  PKU 

Screening  for  phenylketonuria  is  only  the  be- 
ginning of  a comprehensive  program  for  the  care 
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of  this  condition.  The  supervision  of  these  chil- 
dren requires  knowledge  of  infant  and  child- 
hood nutrition,  normal  growth  and  development. 
Successful  implementation  of  dietary  treatment 
in  the  home  also  requires  an  understanding  of 
the  impact  of  this  diagnosis  on  the  family.  Phy- 
sicians at  medical  centers  working  with  these 
children  have  found  that  a team  of  professionals 
from  different  disciplines  is  especially  well  suited 
to  handle  this  problem.6  The  importance  of  in- 
cluding a nutritionist,  social  worker  and  public 
health  nurse  to  aid  the  pediatrician  seems  obvi- 
ous. To  evaluate  results  of  treatment,  we  also 
need  repeated  evaluations  of  mental  and  lan- 
guage development,  made  by  specialists  using 
the  most  sophisticated  tools  available. 

In  Washington  the  concept  of  the  multidis- 


ciplinary team  for  diagnosis  and  care  of  retarded 
children  has  been  recognized.  A state-wide  pro- 
gram has  long  been  under  way,  with  many 
mental  retardation  clinics  now  active.  Using  the 
existing  facilities,  it  will  not  require  much  addi- 
tional planning  to  have  an  adequate  team  for 
consultation  available  to  all  physicians  who  en- 
counter these  children. 

It  seems  ironic  that  Washington,  a state  that 
has  been  a fore-runner  in  the  field  of  mental  re- 
tardation is  so  behind  other  states  in  implemen- 
tation of  the  present  knowledge  of  PKU  screen- 
ing. It  is  one  of  our  first  practical,  economical, 
preventative  measures  in  this  otherwise  poorly 
understood  area  of  medicine.  ■ 

Division  of  Child  Health 
4701  24th  Ave.  N.E.  (98105) 
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elnninatorias  de  orina  no  han  sido  efectiras.  Metodos 
mas  nuevos  usando  pruebas  que  tniden  los  niveles  de 
fenilal an ina  en  el  suero  son  de  mas  confianza.  Es  la 
responsabilidad  de  cada  cuerpo  hospitalario  de  esta- 
blecer  de  rutina  pruebas  en  el  suero  en  las  sala  de  cuna 
como  parte  de  un  plan  comprensivo  para  prevenir 
retard o mental  debid o a jenilquetonuria. 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


consider 

LETTER' 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypciadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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10  MIN 


X-Ray  of  the  Month 

SUBMITTED  BY  WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


This  65-year  old  white  female  presented  with  a chief  complaint  of  gross  hematuria 
for  one  week.  There  were  no  previous  urinary  symptoms.  A right  lower  abdominal 
mass  had  been  noted  for  12  years.  She  has  been  hypertensive  for  more  than  30  years. 
Past  history  included  hysterectomy,  unilateral  oophorectomy,  and  appendectomy  in 
1942.  Examination  was  unremarkable  except  for  a right  lower  abdominal  mass,  the 
size  of  a 7-month  pregnancy.  There  were  loud  bruits  over  it. 

X-ray  shows  the  appearance  at  bilateral  retrograde  urography.  The  angular  structure 
in  the  left  lower  abdomen  is  the  contrast-filled  right  ureter. 

see  page  92 
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winter  1968 


DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue:  the  cold  in  pregnancy... 


the  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome- 


I 

lower  rib  cage 


perineal  muscles 


diaphragm 


abdominal  muscles 


bladder 


non.  Kiesselbach's  area  in  the  nose  (on  the  anterior 
part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
accompanies  pregnancy.  The  amount  of  congestion 
can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a "chronic”  or  constant 
cold. 

less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 
Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a cold, 
the  symptoms  last  much  longer  than  those  of  a cold 
usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  "plugging”  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
chian closure  rather  than  wax  in  the  canal  which  is 
the  patient’s  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 

The  pregnant  woman  with  a cold  is  miserable  for 
other  reasons,  dependent  somewhat  on  her  parity 
and  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
coughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
colds  is  almost  the  rule. 

3s  the  length  of  gestation  increases,  so  does  the  size 
of  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
contents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 

(Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion . . . 


R.  MADE  ,N 


BEFORE  TRIAMINIC 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It's  a comforting  thing  to  know  that  Triaminic  really  works. 

■ ■ ■ ® 

lalTliniC  timed-release  tablets 
Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

( Advertisement) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

t 

l he  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops.  1 
The  use  of  antibiotics  in  an  uncomplicated  cold  is 
contraindicated  and  should  be  scrupulously  avoided.  ' 

In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  with 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

Apparently  the  cold  is  so  common  in  pregnancy  that 
it  has  received  very  little  attention  in  the  literature. 
References  are  almost  non-existent  and  the  few  i 
which  are  available  add  little  to  the  common  knowl-  j 
edge,  are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 
Tell  her  to  get 

“The  Orange  Medicine” 

J 


Triaminic  syrup 

Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 

For  nasal  congestion  you  can  bring  quick,  lasting  com- 
fort to  your  little  patients  with  Triaminic  Syrup.  You  may 
occasionally  encounter  these  side  effects:  drowsiness, 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa- 
tients engaged  in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes,  or  thyrotoxicosis. 
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OREGON 


Oregon  Medical  Association  -2164  s.w.  park  place,  Portland,  Oregon  97205 


PRESIDENT  Glenn  M.  Gordon,  M.D.,  Eugene 

secy.-treas.  Noel  B.  Rawls,  M.D.,  Astoria 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Oct.  1-4,  1968,  Portland 


PROCEEDINGS  OF  THE  BOARD  OF  TRUSTEES 


November  4,  1967 


Moody,  Kern  elected 

A highlight  of  the  November  4 meeting  of  the 
Board  of  Trustees  was  the  election  of  Stanley  D 
Kern  and  E.  Albert  Moody  to  fill  two  vacant  positions 
of  Trustee-at-Large  on  the  Executive  Committee. 

These  positions  were  vacated  by  the  expiration  of  the 
term  of  Paul  W.  Sharp,  Trustee  from  the  10th  Dis- 
trict, and  the  election  of  Noel  B.  Rawls,  from  the 
4th  District,  to  Secretary-Treasurer. 

Dr.  Kern  will  serve  a three  year  term  on  the  Exec- 
utive Committee  and  Dr.  Moody  will  fill  the  unex- 
pired term  of  Dr.  Rawls. 

A standing  vote  of  appreciation  and  round  of  en- 
thusiastic applause  were  given  Dr.  Sharp  after  the 
motion  to  commend  him  for  past  and  continued  serv- 
ice to  the  medical  profession  was  unanimously 
adopted. 

adoption  of  recommendations 

President  Gordon  presented  the  following  recom- 
mendations of  the  Executive  Committee  arising  from 
its  meeting  at  9:00  a.m.  on  this  date. 

1.  That  the  r-ecommendation  of  Herman  A.  Dickel, 

Past  President  of  OMA.  for  an  appropriate  mem- 
orial of  Mrs.  Majel  Grossman  be  placed  in  the 
Association  headquarters  office,  be  approved  and 
that  the  executive  staff  prepare  proposals  for  the 
consideration  of  the  Board  of  Trustees. 

2.  That  the  application  of  R.  S.  Welsh  of  Beaverton, 
Oregon  for  Life  membership  be  approved. 
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conference  slated  December  8-9 

3.  That  the  holding  of  the  1967  Component  Society 
Officers  Conference  on  Friday  and  Saturday, 
December  8-9  in  Portland  be  authorized. 

A reception  for  all  officers  was  scheduled  for  Fri- 
day evening  at  5:30,  and  the  regular  Executive 
Committee  meeting  was  set  for  7:00  a.m.  Saturday. 

4.  That  the  following  substitute  resolution  be  intro- 
duced at  the  1967  clinical  session  of  the  House  of 
Delegates  of  the  AMA  in  place  of  the  resolution 
adopted  by  the  House  of  Delegates  of  this  Asso- 
ciation at  its  1967  annual  meeting  expressing  op- 
position to  the  establishment  of  the  “medical 
ghetto”  principle: 

WHEREAS,  the  American  Medical  Association 
is  committed  to  deliver  high  quality  medical 
care  for  all  people;  and, 

WHEREAS,  the  AMA  recognizes  that  many  U.S 
citizens  do  not  receive  high  quality  medical  care 
for  a variety  of  reasons,  some  of  which  are; 
a.  Lack  of  finances 
h.  Lack  of  education 

c.  Lack  of  readily  available  medical  personnel; 
and, 

WHEREAS,  the  AMA  supports  the  implementa- 
tion of  Title  XIX  programs  and  broadening 
them  where  necessary  to  meet  the  medical 
needs  of  our  people;  now,  therefore  be  it 
RESOLVED  that  the  AMA  reaffirm  its  support  of 
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Title  XIX  programs  for  financing  health  care; 
and.  be  it  further 

RESOLVED  that  the  AMA  dedicate  its  efforts  to 
locate  those  in  medical  need  and  recommend 
methods  of  delivering  to  these  people  high 
quality  health  care:  and.  be  it  still  further 
RESOLVED  that  AMA  continue  to  give  vigorous 
support  to  state  and  local  control  of  health  pro- 
grams and  to  oppose  contractual  arrangements 
of  federal  government  which  bypass  participa- 
tion of  local  medical  societies  and  fiscal  control 
of  states. 

5.  That  in  view  of  new  information  coming  to  the 
attention  of  the  Executive  Committee  and  to  its 
sponsors  (the  Multnomah  County  Medical  So- 
ciety) the  resolution  relating  to  federal  interven- 
tion in  free  choice  of  physicians  under  the  Federal 
Employees  Elealth  Benefit  Act  not  be  introduced 
at  the  1967  Clinical  Session  of  AMA  to  be  held  in 
Houston.  Texas. 

The  recommendations  of  the  Executive  Committee 
were  adopted. 

report  of  woman's  auxiliary 

Mrs.  William  L.  Lehman,  President  of  the  Wo- 
man’s Auxiliary,  reported  that  she  and  Mrs.  Russel 
L.  Baker,  President-elect,  attended  the  Annual  Con- 
ference of  the  Presidents  of  State  Woman’s  Auxili- 
aries. She  noted  that  Oregon  received  recognition 
and  accolades  for  its  Doctor’s  Wife  rose  and  the  con- 
struction of  playgrounds  for  retarded  and  handi- 
capped children,  made  possible  through  contributions 
associated  with  the  distribution  of  the  rose. 

Mrs.  Lehman  presented  a brief  summary  of  the 
annual  report  of  MED-AUX  PARK,  INC.  and  an- 
nounced that  the  Corporation  had  re-elected  its  1966- 
67  officers.  Mrs.  Russel  L.  Baker  was  elected  to  serve 
on  the  Board  in  order  to  maintain  continuity. 

The  report  stated  that  the  corporation  has  received 
contributions  in  excess  of  $1,000  since  the  establish- 
ment of  Med-Aux  Park  II  at  Shangri  La  School  in 
Salem.  This  gives  reasonable  assurance  that  a third 
Med-Aux  Park  may  be  dedicated  in  1968. 

Mrs.  Baker  supplemented  the  remarks  of  Mrs. 
Lehman  by  expressing  the  appreciation  of  the  Wo- 
man’s Auxiliary  for  its  continued  support  by  the 
Association. 

Huldrick  Hammer  appointed 

Max  H.  Parrott,  member  of  the  Board  of  Trustees 
of  AMA,  presented  a brief  report  of  topics  considered 
and  actions  taken  by  AMA  Trustees  at  their  meeting 
on  October  26-29.  He  announced  that  Huldrick 
Rammer  of  Portland,  Vice-President  of  the  Associ- 
ation. had  been  appointed  to  the  AMA  Council  on 
Scientific  Assembly.  Dr.  Rammer  is  the  seventh  Ore- 
gon physician  to  serve  in  official  capacity  with  AMA 
or  a closely  allied  organization. 


report  on  AMA  legislative  activities 

Ernest  T.  Livingstone,  member  of  the  AMA  Coun- 
cil on  Legislative  Activities  gave  a brief  report  on 
the  status  of  H.R.  12080,  the  Social  Security  amend- 
ments for  1967.  and  gave  special  emphasis  to  the  fact 
of  the  increasing  support  developing  in  the  U.S. 
Senate  to  include  payment  for  the  services  of  chiro- 
practors under  Medicare  Act.  Dr.  Livingstone  stress- 
ed the  importance  of  immediate  activity  on  part  of 
the  Association  and  its  members  to  advise  members 
of  Oregon  Congressional  delegation  of  the  Associa- 
tion’s opposition  to  such  an  amendment. 

Dr.  Livingstone  stressed  the  need  to  urge  the  Ore- 
gon Congressional  delegation  to  insist  upon  a clear 
definition  of  “comprehensive  public  health  services” 
in  S.  1131  and  H.R.  6418.  the  amendments  to  the 
“Comprehensive  Health  Planning  Act  of  1966”.  Dr. 
Livingstone  warned  that  unless  such  a clear  definition 
be  included  in  the  Act  there  could  be  unlimited  ex- 
pansion of  “Public  Health  Services,  to  include  the 
individual  treatment  for  unidentified  patients.’’ 

drawing  of  blood 

Mr.  John  J.  Coughlin,  legal  counsel,  called  the  at- 
tention of  the  Board  of  Trustees  to  the  ruling  by 
Judge  Alan  F.  Davis,  of  Multnomah  County  Circuit 
Court,  stating  that  chiropractors  in  Oregon  can  legally 
draw  blood  for  diagnostic  purposes,  and  that  the 
Oregon  Chiropractic  Act  provides  that  such  practi- 
tioners are  prohibited  from  puncturing  the  skin  or 
mucous  membrane  for  therapeutic  purposes.  Mr. 
Coughlin  then  recommended  the  Association  seek 
opportunity  to  present  a brief,  in  opposition  to  the 
ruling  by  Judge  Davis,  when  the  ruling  is  appealed  to 
the  Supreme  Court  of  the  State  of  Oregon. 

Therefore,  upon  motion  duly  made,  seconded  and 
carried,  it  was  voted  that  the  Association  support  the 
Assistant  Attorney  General  in  his  appeal  to  the  Ore- 
gon Supreme  Court  of  the  decision  of  Multnomah 
Circuit  Court  which  declares  chiropractors  in  Oregon 
can  legally  draw  blood  for  diagnostic  purposes. 

public  policy 

Donald  F.  Kelly,  Chairman  of  the  Committee  on 
Public  Policy,  reported  briefly  upon  the  current 
status  of  the  Association's  interests  in  the  special 
session  of  the  1967  Oregon  State  Legislature. 

Dr.  Kelly  stated  that  only  bills  relating  to  budge- 
tary allotments  and  taxation  were  being  accepted.  In 
connection  with  the  budgetary  allotments  related  to 
medicine  and  the  public  health.  Dr.  Kelly  stated  that 
the  Ways  and  Means  Committee  had  restored  to  the 
budget  of  the  Mental  Health  Division  cost  of  operat- 
ing two  floors  of  one  wing  at  the  Eastern  Oregon 
State  Hospital  in  Pendleton.  This  restoration,  he 
stated,  was  in  the  public  interest  inasmuch  as  it  would 

continued  on  page  52 
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-fife. 


‘EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vi  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  &.  CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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A Roundtable  discussion  of  P.  L.  89-749  with  (from  lower  left  corners):  E.  B.  Howard,  Assistant  Executive  Vice-president  of  AMA:  Mr. 
Robert  Eisner.  Executive  Secretary,  Multnomah  County  Medical  Society;  Augustus  M.  Tanaka,  Alternate  Delegate  to  AMA;  John  E. 
Tysell.  Immediate  Past  President,  OMA;  Mr.  J David  Lortie,  Associate  Executive  Secretary,  Multnomah  County  Medical  Society;  Mr. 
Robert  O.  Bissell.  Associate  Executive  Secretary,  OMA;  Mr.  David  N.  Talbot  Assistant  Executive  Secretary,  OMA;  Mr.  Roscoe  K. 
Miller,  Executive  Secretary,  OMA;  Forrest  E.  Rieke,  Consultant  to  the  Governor's  Health  Planning  Committee;  J.  Richard  Raines,  Presi- 
dent-elect, OMA;  Ed  Vance  Yung,  Dir.,  Survey  & Planning,  Oregon  Regional  Medical  Programs;  Noel  B.  Rawls,  Secretary-treasurer, 
OMA;  Donald  F.  Kelly,  Chairman,  OMA  Committee  on  Public  Policy;  Clinton  S.  McGill,  Speaker  of  the  House  of  Delegates,  OMA;  Ernest 
T.  Livingstone,  Delegate  to  AMA;  Melvin  W.  Breese,  Chairman,  OMA  Council  on  Medical  Education;  Glenn  M.  Gordon,  President,  OMA; 
Mr.  Joseph  J.  Adams.  Assistant  Dean  of  the  University  of  Oregon  Medical  School;  and  Dwight  Wilbur,  President-elect,  AMA. 
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void  the  development  of  a long  waiting  list  of  patients 
needing  hospitalization  in  that  institution.  Dr.  Kelly 
also  emphasized  that  the  State  Public  Welfare  Com- 
mission was  being  required  to  reduce  its  budget  for 
the  biennium  by  ten  million  dollars. 

The  second  part  of  the  Committee's  report  con- 
cerned the  Roundtable  Intercourse  on  Federalism 
sponsored  by  OMA  and  held  at  the  headquarters  of- 
fice Friday,  November  3,  1967.  Dr.  Kelly,  in  present- 
ing this  report,  related  that  Public  Law  89-239  (Re- 
gional Medical  Programs  for  Heart,  Cancer  and 
Stroke):  Title  XIX  of  Public  Law  89-97;  and  Public 
Law  89-749  (Comprehensive  Health  Service  Plan- 
ning) were  considered  in  detail  through  lively  but 
informal  discussion. 

charitable  medical  care  "usual  and  customary" 

In  the  absence  of  the  Chairman,  the  Executive 
Secretar^  -eviewed  the  report  of  the  Committee  on 
Charitable  Medical  Care  which  listed  the  measures 
being  proposed  by  the  State  Public  Welfare  Commis- 
sion to  reduce  costs  of  its  medical  assistance  programs 
during  the  current  biennium.  The  measures  are  as 
follows: 

1.  Adopted  a recommendation  that  medical 
care  for  non-residents  of  the  State  be  limited 
to  14-day  a year  emergency  period  except  in 
those  cases  that  are  clearly  defined  excep- 
tions. 

2.  Adopted  a recommendation  that  maximum 
usage  be  made  of  the  Crippled  Childrens’ 
program  at  the  University  of  Oregon  Medi- 
cal School  for  both  diagnostic  and  treat- 
ment purposes  for  children  who  might 
qualify. 


3.  Adopted  a recommendation  that  semi- 
monthly medical  identification  cards  be  is- 
sued for  those  recipients  whose  continued 
eligibility  may  be  uncertain.  (To  save  a 
substantial  amount  of  money,  the  Commis- 
sion voted  to  pay  certain  grant-in-aid  recipi- 
ents semi-monthly.  It  is  anticipated  that  the 
savings  will  occur  if  a recipient  becomes  in- 
eligible due  to  employment  or  other  reason 
on  or  prior  to  the  15th  of  the  month.) 

4.  Voted  to  discuss  with  this  Committee  and 
the  Governor’s  Advisory  Committee  on  Wel- 
fare Services  a recommendation  that  all 
elective  surgery  be  eliminated. 

5.  Approved  a recommendation  that  the  Ways 
and  Means  Committee  be  presented  with  a 
recommendation  that  payments  to  hospitals 
be  on  a “reasonable  cost’’  basis  rather  than 
on  a public  billing  basis.  The  Oregon  As- 
sociation of  Hospitals  has  been  urging  this 
level  of  payment  as  was  directed  by  the  regu- 
lar session  of  the  Legislature.  The  Com- 
mission was  told  that  “public  billing  rates” 
are  from  10  to  15  per  cent  higher  than 
“reasonable  costs.” 

6.  Voted  that  standards  and  limits  be  estab- 
lished for  outpatient  hospital  costs  the  same 
as  those  applying  to  inpatient  hospital  care. 

7.  Voted  to  refer  to  the  Committee  on  Charit- 
able Medical  Care  of  the  OMA  a recom- 
mendation that  the  maximum  monthly  fee 
for  physicians  for  each  nursing  home  pa- 
tient be  limited  to  $5  except  when  there  is 
an  acute  condition. 

continued  on  page  54 
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HI 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 

Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6-3942 
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8.  Voted  to  refer  to  Pharmacy  Advisory  Com- 
mittee a proposal  to  investigate  payments  for 
drugs,  being  made  in  neighboring  states,  in 
the  welfare  program  to  determine  whether 
Oregon's  payments  can  be  lowered. 
write  senators,  generic  drugs 

Richard  E.  Lahti.  Chairman  of  the  Committee  on 
Pharmacy  and  Drugs,  presented  a report  which  con- 
tained the  following  recommendations: 

1.  That  the  Association  make  clear  its  opposi- 
tion to  S.  1303  and, 

2.  That  Oregon's  delegates  be  instructed  to 
communicate  the  Association’s  position  to 
the  American  Medical  Association. 

Following  a long  discussion,  the  Committee's 
recommendations  were  amended  to  urge  members  of 
the  Board  of  Trustees  and  other  members  of  the  As- 
sociation to  communicate  to  Oregon's  Congressional 
delegation  and  particularly  to  Senators  Wayne  Morse 
and  Mark  Hatfield  their  opposition  to  the  establish- 
ment of  a formulary,  to  compulsory  generic  prescrip- 
tion of  drugs  and  to  the  establishment  of  a “reason- 
able price  range."  The  amended  recommendation  was 
adopted. 

The  remainder  of  the  report  of  the  Committee  re- 
lated to  its  consideration  of  Resolution  No.  18,  re- 
ferred to  the  Committee  by  the  House  of  Delegates, 
and  recommended  that  the  Association  undertake 
an  information-education  program  related  to  drug 
abuse.  Also  included  in  this  general  category  was 
Resolution  No.  21  which  concerned  itself  with  the 
unsupervised  use  and  sale  of  diet  control  medica- 
tions. Dr.  Lahti  told  the  Board  of  Trustees  that  the 
Committee  on  Pharmacy  and  Drugs  would  continue 
its  study  and  consideration  of  the  subjects  of  these 
two  resolutions. 


"Usual  and  customary" 

C.  Conrad  Carter,  Chairman  of  the  Committee 
on  Rehabilitation,  reported  that  the  Division  of  Vo- 
cational Rehabilitation  of  the  Department  of  Educa- 
tion had  been  made  an  independent  department  of 
Vocational  Rehabilitation  and  had  accepted  the 
“usual  and  customary”  fee  principle  for  compensating 
physicians  as  of  July  1,  1967.  He  further  reported 
that  the  Committee  on  Rehabilitation  had  been  asked 
to  serve  as  a “grievance  committee”  in  case  problems 
should  arise. 

Dr.  Carter  also  reported  that  in  February  of  1967, 
Governor  McCall  had  appointed  a Planning  Com- 
mittee on  Vocational  Rehabilitation,  funded  by  the 
National  Institute  of  Health  for  a period  of  24 
months.  He  stated  that  the  purposes  of  the  Planning 
Committee  were: 

a.  To  obtain  a profile  of  present  needs  of  the 
handicapped  of  the  State  and  projected  needs 
over  the  next  ten  years. 

b.  To  assess  all  agencies  available  at  this  time 
that  are  serving  needs  of  the  handicapped. 

Dr.  Carter  further  reported  that  the  Planning  Com- 
mittee was  assisted  by  a statewide  advisory  council 
of  which  13  members  were  physicians,  including 
Ernest  T.  Livingstone,  past  president  of  OMA.  He 
further  stated  that  the  Planning  Committee  had  pre- 
pared a letter  to  be  sent  to  each  physician  of  the 
State  accompanied  by  a questionnaire  requesting  phy- 
sicians to  complete  and  return  so  that  the  “profile” 
could  be  obtained.  He  asked  that  the  Board  of  Trus- 
tees consider  endorsing  the  survey. 

Following  a brief  discussion  it  was  voted  that  the 
survey  be  endorsed. 

There  being  no  further  business  the  meeting  was 
adjourned. 


OBITUARIES 


dr.  roswell  s.  waltz.  Forest  Grove , died  Octo- 
ber 1,  1967 , at  the  age  of  70.  He  was  a 1925  grad- 
uate of  the  University  of  Oregon  Medical  School , 
Portland , Oregon,  and  teas  licensed  to  practice 
medicine  in  1925.  Dr.  Waltz  ivas  a veteran  of 
World  War  I.  Cause  of  death  was  cerebral  ar- 
terio  sclerosis. 


DR.  EUGENE  b.  sorum,  Eugene , died  October  1, 
1967 , at  the  age  of  52.  He  was  a 1941  graduate  of 
the  University  of  Minnesota  Medical  School, 


Minneapolis,  A1  innesota,  and  -was  licensed  to 
practice  medicine  in  1946.  Dr.  Sorum  was  a 
veteran  of  World  War  II.  Cause  of  death  was 
acute  coronary  insufficiency. 

dr.  vernon  a.  coverstone.  Grants  Pass,  died  Oc- 
tober 8,  1967 , at  the  age  of  59.  He  was  a 1934 
graduate  of  the  University  of  Oregon  Medical 
School,  Portland,  Oregon,  and  liras  licensed  to 
practice  medicine  in  1935.  Dr.  Coverstone  was  a 
veteran  of  World  War  II.  Cause  of  death  was 
coronary  artery  occlusion. 
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GEORGE  M.  ROBINS,  M.D.  BEATRICE  K.  ROSE,  M.D. 


Medical  Society  Names  President-elect:  Presents  "Service  Award " To  Woman  Physician 


Special  recognition  was  given  to  two  Portland 
physicians  December  4,  at  the  annual  meeting  of 
Multnomah  County  Medical  Society. 

George  M.  Robins  was  named  President-elect  of 
the  Society,  and  will  become  its  83rd  president  next 
December.  Beatrice  K.  Rose  was  presented  with  the 
Society’s  first  annual  “Service  Award”  for  her  many 
contributions  during  the  past  year  in  furthering  the 
Society’s  goals  of  promoting  science  and  art  of  medi- 


cine and  betterment  of  public  health. 

Dr.  Robins  is  a specialist  in  internal  medicine  and 
allergy,  in  private  practice  in  North  Portland.  He 
was  graduated  from  the  University  of  Louisville 
School  of  Medicine  in  1940,  took  his  internship  and 
residency  training  at  the  Louisville  General  Hospital, 
and  has  practiced  medicine  in  Oregon  since  1947. 
He  has  served  as  vice-president,  secretary  and  grie- 
vance committee  chairman  of  Multnomah  County 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 

John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D., 

John  W.  Evans,  M.D., 

Consulting  Psychiatrist 

Physicians 
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Medical  Society.  In  1966  he  was  president  of  the 
West  Coast  Allergy  Society.  He  also  is  an  assistant 
clinical  professor  at  the  University  of  Oregon  Medical 
School. 

Dr.  Rose,  recipient  of  the  Society’s  first  annual 
“Service  Award,”  is  a specialist  in  internal  medicine, 
in  private  practice  in  northwest  Portland,  where  she 
shares  an  office  w'ith  her  physician  husband,  a cardi- 
ologist. Last  year  she  was  named  by  Governor  Mc- 
Call as  the  first  woman  ever  to  serve  on  the  State 
Board  of  Health.  She  serves  as  its  representative  on 
the  Oregon  Manpower  Advisory  Council. 

Dr.  Rose  served  during  1967  as  chairman  of  the 
Medical  Society’s  Committee  on  Drugs,  and  was 
responsible  for  organizing  a one-day  "Drug  Seminar” 
at  Portland  State  College,  which  was  open  to  the 
public.  She  also  has  served  as  chairman  of  the  So- 
ciety’s School  Health  Committee,  which  organized 
a physical  screening  examination  night  for  more  than 
1,500  Portland  high  school  athletes  who  had  not  re- 


ceived their  examinations  from  private  physicians 
due  to  the  uncertainty  of  the  Portland  Interscholastic 
League  athletic  program.  Dr.  Rose  also  developed 
and  implemented  a “Telephone  Techniques  Course” 
for  doctors’  receptionists  and  medical  assistants. 

Her  other  activities  in  the  community  include 
membership  in  the  Oregon  Symphony  Society,  Port- 
land Art  Museum,  Boys  and  Girls  Aid  Society,  Ore- 
gon Heart  Association,  Oregon  Medical  Political  Ac- 
tion Committee  and  Family  Counseling  Service. 

Clinton  S.  McGill  was  installed  as  the  Society’s 
82nd  President  by  Louis  O.  Machlan,  Jr.,  retiring 
president. 

Other  officers  elected  are:  John  W.  Bussman,  first 
Vice-president;  Donald  F.  Kelly,  second  Vice-presi- 
dent; John  W.  Stephens,  Secretary,  and  Jack  E. 
Battalia,  Treasurer. 

Guest  speaker  at  the  Society’s  December  4 ban- 
quet was  Oregon  Congressman  Wendell  Wyatt. 


West's  Team  Wins  Three  Round  Quiz 


Winning  “West”  Team  members  are  CL.-R.):  Clinton  S. 
McGill,  Portland;  Robert  B.  Hunter,  Sedro  Wooley,  and 
Drew  M.  Petersen,  Ogden,  Utah. 


Clinton  S.  McGill,  Portland  internist;  Robert  B. 
Hunter,  Sedro  Woolley  general  practitioner,  and 
Drew  M.  Petersen,  Ogden  internist,  were  members 
of  the  West’s  team  that  won  the  three  round  MEDI- 
CAL BOWL  Quiz  Program  at  the  American  Medical 
Association’s  Clinical  Meeting  in  Houston.  Texas. 

The  three-day  Medical  Bowl  Quiz  on  legislation, 
laws,  government,  medical  and  non-medical  questions 


was  represented  by  four  three-man  teams  from  North, 
South,  East  and  West.  By  process  of  eliminating  the 
contenders,  West  captured  title  and  trophies. 
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Your  name 

1 

on  the  dotted  line 

1 

can  mean  so  much 

1 

to  your  patients 

And  to  you . . 

The 


Tubex"  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 

Professional  Service  31 


Closed  Injection  System 


Box  8299 

Philadelphia,  Pa.  19101 


GLENN  M.  GORDON,  M.D. 


Since  my  last  message  to  you,  I have  attended 
three  meetings  that  merit  highlighting.  Each  one 
covered  an  important  segment  of  medical  organi- 
zation. The  first  was  held  at  Chandler,  Arizona  on 
November  11-12  and  included  physicians  repre- 
senting the  western  states.  Oregon  was  represented  by 
18  members.  The  purpose  of  the  meeting  was  to  ex- 
plore the  ramifications  of  PL  89-749,  the  Compre- 
hensive Health  Planning  Law.  Executive  Secretary 
Roscoe  Miller  was  a member  of  the  planning  com- 
mittee. John  Tysell,  immediate  past  president  of 
OMA  and  Robert  Johnson,  a Eugene  psychiatrist, 
gave  excellent  presentations  during  the  program. 

PL  89-749  will  be  of  far-reaching  significance  to 
each  of  us  in  the  future  as  it  sets  a mechanism  for 
priority  planning  for  comprehensive  health  care  on 
a regional  basis.  This  will  directly  influence  federal 
financial  support  for  these  projects.  Basically,  each 
state  has  a central  planning  agency  and  various  re- 
gions within  the  state  will  be  designated  to  be  rep- 
resented by  an  approved  regional  Health  Planning 
Council.  The  structure  of  the  Council  must  include 
representatives  from  groups  that  provide  health  serv- 
ices, and  also  consumers.  Although  physicians  on  this 
council  will  not  play  a dominate  role,  it  is  absolutely 
essential  that  each  community  and  local  medical  so- 
ciety have  representing  our  profession  some  of  their 
most  articulate,  dedicated  and  intelligent  members.  I 
am  certain  these  Regional  Councils  will  look  to  the 
physician  members  for  much  of  the  guidance  and  di- 
rection in  solving  local  problems. 

The  second  meeting,  held  November  25-28  in 
Houston,  Texas,  was  the  21st  Clinical  Convention 
of  the  AMA.  Dan  Billmeyer,  past  president  of  OMA 
and  myself  represented  the  Association  at  the  Utiliza- 
tion Conference.  Blair  Henningsgaard  and  Ernest 
Livingstone  were  able  Delegates.  Orthopedist  Don 
Slocum  was  chairman  of  the  Athletics  Injury  Con- 
ference, and  Associate  Executive  Secretary  Bob  Bis- 


PRESIDENTS  page 
A Report  to  Members 

"It  is  crucial  that  communication  of  pertinent  informa- 
tion reach  each  member  of  our  Society." 


sell  kept  us  informed  and  in  touch  with  all  phases  of 
activity  at  this  large  meeting. 

Concerning  utilization,  it  appears  that  although 
hospitals  have  generally  done  an  excellent  job  of 
adapting  to  the  requirements  of  the  medicare  regula- 
tions, there  is  still  confusion  and  disorder  in  their  ap- 
plication to  extended-care  facilities.  I encourage  each 
component  society  to  become  familiar  with  their 
local  situation,  and  take  steps  to  resolve  these  prob- 
lems before  they  become  major. 

The  AMA  House  of  Delegates  carefully  considered 
and  warmly  debated  over  60  resolutions  and  council 
reports  presented.  Milford  Rouse,  AMA  President, 
again  emphasized,  in  his  address,  the  necessity  for 
each  physician  to  be  a good  citizen  first  in  his  com- 
munity. 

Each  of  you,  as  a member  of  OMA,  has  the  op- 
portunity to  propose  a resolution  to  this  high-policy- 
making body  of  the  AMA. 

The  third  meeting  was  the  Oregon  Conference  of 
Component  Medical  Society  Presidents,  held  De- 
cember 9 in  Portland.  At  this  meeting  the  message 
and  information  gathered  from  the  previous  meetings 
were  passed  on  to  “ where  the  action  is”.  In  addition 
to  Comprehensive  Health  Planning  and  Utilization, 
two  other  subjects  were  discussed  in  some  depth 
Malpractice,  its  causes  and  effects,  was  presented  by 
a panel  including  legal  and  insurance  representatives. 
Welfare  programs  and  problems  were  discussed  by 
top  representatives  of  involved  parties. 

It  is  crucial  that  communication  of  pertinent  in- 
formation reach  each  member  of  our  society  and  it 
is  the  responsibility  of  local  society  leadership  to  ac- 
complish this  in  the  most  effective  way. 

Although  I have  only  briefly  touched  upon  these 
three  meetings  you  can  see  the  vast  amount  of  work 
being  done  by  our  members  I thank  each  society 
member  for  what  you  are  personally  doing  to  main- 
tain the  honor  and  dignity  of  our  great  profession, 
for  your  help  in  providing  the  best  quality  of  medical 
care  for  the  people  of  Oregon  State,  and  for  working 
with  fellow  citizens  to  solve  cooperatively  the  prob- 
lems that  face  us  at  this  time. 

I wish  you  and  your  families  a full  and  rewarding 
new  year.  ■ 
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He’s  on  the  wagon...an< 


How  well  does  Vistaril  relieve  the  symptoms  that 
plague  an  alcoholic  during  the  recovery  period  ? 
Doctors  Knott  and  Beard  of  the  Alcoholic  Reha- 
bilitation Unit,  Tennessee  Psychiatric  Hospital 
and  Institute,  recently  conducted  a double-blind 
study  comparing  Vistaril  and  another  well- 
established  antianxiety  agent  with  placebo  in  60 
chronic  alcoholic  patients.1 
The  investigators  conclude : “It  was  the  opinion 
of  the  staff  that  hydroxyzine  was  generally  more 
effective  than  chlordiazepoxide,  for  the  follow- 
ing reasons : hydroxyzine  was  equally  if  not  more 
effective  in  reducing  anxiety  and  tension  and  it 
produced  less  daytime  sedation....”1  (See  results 
on  succeeding  pages.) 

Here  is  new  evidence  that  Vistaril  can  ease  ten- 
sion, allay  anxiety  in  chronic,  hospitalized  alco- 
holic patients.  But  you  might  also  choose  Vistaril 
for  what  it  doesn’t  do.  Although  not  evaluated  in 
this  study,  Vistaril  is  reported  to  be  non-euphor- 
iant, and  its  low  toxicity  makes  it  relatively  safe. 
Best  of  all,  Vistaril  is  non-habituating.  To  date, 
after  more  than  ten  years  of  clinical  use,  there 
have  been  no  reports  of  dependency  in  patients 
receiving  Vistaril. 

With  Vistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


Visfarl 

(HYDROXYZINE 

PAMOATE) 


the  study:'  Sixty  chronic  alcoholic  patients 
were  hospitalized  and  randomly  assigned  to  one 
of  three  oral  double-blind  treatment  regimens 
for  three  weeks.  Twenty  patients  received  hy- 
droxyzine (Vistaril®),  100  mg.  q.i.d.;  twenty 
others  were  given  chlordiazepoxide,  25  mg.  q.i.d. ; 
and  the  remaining  twenty  received  placebo  cap- 
sules q.i.d.  The  capsule  code  was  not  made  known 
until  after  completion  of  the  study  and  analysis 
of  the  data.  Response  was  measured  with  a modi- 
fication of  the  Brief  Psychiatric  Rating  Scale  as 
originally  outlined  by  Overall  and  Gorham.*  Sub- 
jects were  rated  daily  by  trained  staff  members. 

SYMPTOM  RATING  KEY 

l=Not  Present  4=Moderately  Severe 

2=Mild  5=Severe 

3=Moderate  6=Extremely  Severe 

The  figures  which  are  given  below  represent  the  composite 

conclusions  of  the  staff  based  bn  daily  ratings  during  initial  and 
final  weeks  of  the  study. 

•Psychological  Reports  10:799,  1962 


the  results' 


DURING 
FIRST  WEEK 


[DURING 
• THIRD  WEEK 


Anxiety  reduced  with  Vistaril 

Composite  Rating  of  Anxiety: 

1 2 3 4 5 6 


VISTARIL 

(hydroxyzine 

pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  ANXIETY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
50%  33%  20% 

Tension  eased  with  Vistaril 

Composite  Rating  of  Tension: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  REDUCTION  OF  TENSION  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
40%  34%  27% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

| 

FIRST 

WEEK 

THIRD 

WEEK 

n 

PLEASE  SEE  LAST  PAGE  FOR  PRESCRIBING  INFORMATION 


In  Alcoholism... 


“Both  hydroxyzine  and  chlordiazepoxide  were 
generally  more  effective  than  the  placebo. 

In  some  aspects,  hydroxyzine  was  superior  to 
chlordiazepoxide,  which  is  currently  the 
most  frequently  used  psychotropic  drug  in 
the  management  of  alcoholism.”1 


DURING  FIRST  WEEK 


DURING  THIRD  WEEK 


Depressive  mood  improved 
with  chlordiazepoxide 

Composite  Rating  of  Depression: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  DEPRESSIVE  MOOD  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
20%  30%  13% 

Guilt  feelings  allayed 
with  Vistaril 

Composite  Rating  of  Guilt  Feelings: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  DECREASE  IN  GUILT  FEELINGS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
34%  17%  17% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

1 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

. 

Emotional  withdrawal  counter- 
acted with  chlordiazepoxide 

Composite  Rating  of  Emotional  Withdrawal: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  IMPROVEMENT  IN  EMOTIONAL  WITHDRAWAL  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
21%  27%  13% 

Somatic  concern  alleviated  to 
minor  degree  in  each  group 

Composite  Rating  of  Somatic  Concern: 

1 2 3 4 5 6 

VISTARIL 
(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  ALLEVIATION  OF  SOMATIC  CONCERN  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
17%  13%  14% 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

. 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

1 

FIRST 

WEEK 

THIRD 

WEEK 

Less  drowsiness  with  Vistaril 


VISTARIL 

(hydroxyzine 

pamoate) 

Chlor- 

diazepoxide 


Drowsiness 

Dizziness 

Mouth 

Dryness 

Increased 

Motor 

Activity 

Ataxia 

Nausea 

Comments 

6 patients 
(mild) 

3 patients 
(mild) 

2 patients 
(moderate) 

— 

— 

— 

Side 
Effects 
Not  T reated 

10  patients 
(severe 
in  6) 

4 patients 
(mild) 

— 

1 patient 
(moderately 
severe  in 
first  week 
but  gradually 
subsided) 

— 

— 

Side 
Effects 
Not  Treated 

2 patients 
(mild) 

2 patients 
(mild) 

— 

— 

1 patient 
(mild) 

2 patients 
(mild) 

Side 
Effects 
Not  Treated 

Placebo 


Increase  in  hostility  minimized 
with  Vistaril  and  chlordiazepoxide 

Composite  Rating  of  Hostility: 

1 2 3 4 5 6 

VISTARIL 

(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  CHANGE  IN  HOSTILITY  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
5%  4%  -28% 

Cooperativeness  not  a significant 
problem 

Composite  Rating  of  Uncooperativeness: 

1 2 3 4 5 6 

VISTARIL 

(hydroxyzine 
pamoate) 


Chlor- 

diazepoxide 


Placebo 


OVERALL  CHANGES  IN  COOPERATIVENESS  (%) 

VISTARIL  (hydroxyzine  pamoate)  Chlordiazepoxide  Placebo 
No  change  31%  —70% 


In  Alcoholism... 


(HYDROXYZINE 

PAMOATE) 


FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

FIRST 

WEEK 

THIRD 

WEEK 

BRIEF  SUMMARY 

Contraindications : Hypersensitivity  to  hydroxyzine.  The  pa- 
renteral solution,  for  intramuscular  or  intravenous  use,  must 
not  be  injected  subcutaneously  or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat, 
and  rabbit  induced  fetal  abnormalities  in  the  rat  at  doses  sub- 
stantially above  the  human  therapeutic  range.  Clinical  data  in 
human  beings  are  inadequate.  Until  adequate  data  are  avail- 
able to  establish  safety  in  early  pregnancy,  hydroxyzine  is 
contraindicated  during  this  period. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of  central 
nervous  system  depressants  such  as  narcotics  and  barbiturates. 
In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased, 
as  much  as  50%.  Because  drowsiness  may  occur,  patients  should 
be  cautioned  against  driving  a car  or  operating  dangerous 
machinery.  The  usual  precautions  for  intramuscular  injection 
should  be  followed;  soft-tissue  reactions  have  rarely  been  re- 
ported when  proper  technique  has  been  used.  Hydroxyzine 
parenteral  solution  for  intramuscular  use  should  be  injected 
well  within  the  body  of  a relatively  large  muscle.  In  adults, 
the  preferred  sites  are  the  upper  outer  quadrant  of  the  buttock 
(i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh.  In  children, 
preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region 
should  only  be  used  when  necessary,  as  in  burn  patients,  in 
order  to  minimize  the  possibility  of  damage  to  the  sciatic 
nerve.  The  deltoid  area  should  be  used  only  if  well  developed, 
such  as  in  certain  adults  and  older  children,  and  only  with 
caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspira- 
tion should  be  done  to  help  avoid  intravascular  injection.  On 
reported  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site,  considered  to 
be  due  to  inadvertent  intra-arterial  injection  or  possibly  peri- 
arterial extravasation.  Therefore,  particular  caution  (aspira- 
tion and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or 
extravasation.  Intravenous  administration  should  be  accom- 
plished slowly,  no  faster  than  25  mg.  per  minute,  and  not  to 
exceed  100  mg.  in  any  single  dose.  In  order  to  avoid  possible 
adverse  effects  it  is  recommended  that  hydroxyzine  parenteral 
solution  be  diluted  to  at  least  50  cc.  with  sterile  normal  saline 
and  administered  over  a period  of  four  minutes  or  more,  pref- 
erably into  the  tubing  of  a running  intravenous  infusion. 
Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually 
transitory  and  may  disappear  in  a few  days  of  continued 
therapy  or  upon  dosage  reduction.  Dryness  of  the  mouth  may 
occur  with  higher  doses.  Involuntary  motor  activity,  including 
rare  instances  of  tremor  and  convulsions,  has  been  reported, 
usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal 
amounts  of  intravascular  hemolysis  occur  at  the  site  of  injec- 
tion. Giving  the  maximum  recommended  intravenous  dose 
(100  mg.)  to  adults  results  in  immediate  transient  hemolysis 
with  the  liberation  of  a total  of  2-3  grams  of  hemoglobin, 
which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction 
from  which  approximately  8 Gm.  of  hemoglobin  are  liberated 
every  24  hours.  If  the  hydroxyzine  is  diluted  with  50  cc.  of 
normal  saline  and  given  during  a period  of  four  minutes  or 
more,  this  phenomenon  does  not  occur. 

Supply:  Vistaril  (hydroxyzine  pamoate)  Capsules:  Equivalent 
to  25  mg.,  50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxy- 
zine pamoate)  Oral  Suspension:  Equivalent  to  25  mg.  hydroxy- 
zine HCI  per  5 cc.  teaspoonful.  Vistaril  (hydroxyzine  HC1) 
Parenteral  Solution:  25  mg./cc.— 10  cc.  vial  and  50  mg./cc.— 
2 cc.  and  10  cc.  vial;  Isoject,®  25  and  50  mg.  per  cc.,  1 cc.per  unit. 

More  detailed  professional  information  available  on  request. 

Reference:  1.  Knott,  D.H.  and  Beard,  J.D.:  GP  36:118,  Sep- 
tember, 1967. 
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president  Charles  D.  Muller,  M.D.,  Bremerton 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


Scientific  Papers  Called  for  1968  Annual  Meeting 

Members  of  the  Washington  State  Medical  As- 
sociation Scientific  Program  Committee  held  four 
meetings  during  December,  1967,  to  develop  pre- 
liminary plans  for  the  Scientific  Program  of  the  1968 
Annual  Meeting  that  will  be  held  September  22-25 
at  the  Olympic  Hotel  in  Seattle. 

Physicians  on  the  Scientific  Committee  represent 
such  specialties  as:  anesthesiology,  general  practice, 
internal  medicine,  obstetrics,  ophthalomogy,  pedia- 
trics, psychiatry,  and  surgery.  Robert  W.  Simpson. 
Seattle,  is  Committee  Chairman. 

Physicians  who  have  a scientific  paper  they  would 
like  to  present  at  the  program  are  requested  to  submit 
now,  for  early  consideration,  a two  or  three  paragraph 
abstract  and  title  of  their  their  paper.  Abstracts 
should  be  mailed  to  Robert  W.  Simpson,  Chairman, 
WSMA  Scientific  Program  Committee,  444  N.E.  Ra- 
venna Boulevard,  Seattle,  Washington  98115. 

The  program  committee  will  review  submitted  ab- 
stracts, and  accepted  papers  will  be  scheduled  for 
presentation  during  specialty  and  general  sessions. 


Scientific  Exhibit  Space  Available  for  1968  Meeting 

Physicians  who  are  interested  in  presenting  a 
scientific  exhibit  at  the  1968  Annual  Meeting  may 
obtain  applications  for  exhibit  space  by  writing  John 
W.  Huff,  Chairman,  WSMA  Scientific  Exhibit  Com- 
mittee, 444  N.E.  Ravenna  Boulevard,  Seattle,  Wash- 
ington 98115.  Applications  should  be  submitted  by 
April  15,  1968,  when  the  Committee  will  begin  their 
selection. 

Exhibits  will  be  approved  on  the  basis  of  their 
ability  to  provide  new  and  useful  techniques  for 
practicing  physicians.  The  accepted  exhibits  will  com- 
pete for  the  Aesculapius  Award  of  S200  and  certifi- 
cate inscribed  with  exhibit  title  and  author’s  name. 


WASHINGTON 


N.E.  RAVENNA  BLVD.,  Seattle,  Washington  98115 


Course  on  Urology  Slated  March  7-8 

Urology  for  Non-Urologists,  a program  to  be  pre- 
sented at  University  of  Washington  School  of  Medi- 
cine on  March  7-8,  will  present  current  concepts  of 
common  urological  problems  and  view  the  reasoning 
behind  present  attitudes. 

Tuition  for  the  course  is  $60.00.  Check  or  money 
order,  made  payable  to  the  University  of  Washington 
should  accompany  a registration  application. 

The  course  is  sponsored  by  Washington  State  Medi- 
cal Association,  Washington  State  Department  of 
Health,  University  of  Washington  School  of  Medi- 
cine and  the  Department  of  Continuing  Medical 
Education. 

The  course  is  acceptable  for  accrediated  hours  by 
the  American  Academy  of  General  Practice. 

PROGRAM 
Thursday,  March  7 

8:30  a.m. — Registration.  Health  Sciences 
Auditorium 

9:00  — Welcome- — John  N.  Lein,  M.D. 

Moderator — Morning  Session — 

J.  William  McRoberts,  M.D. 

BASIC  CONCEPTS 

9:05 — A Programmed  Approach  to  Urinary  Tract 
Obstructions  and  Infections, 

Warren  H.  Chapman,  M.D. 

9:20- — Urinary  Tract  Infection  in  Children — 
Significance  and  Treatment. 

Norman  R.  Zinner,  M.D. 

9:40 — Enuresis — Piddle  Patter. 

Warren  H.  Chapman,  M.D. 

10:00 — The  Acute  Scrotum  in  Childhood, 

Haakon  Ragde,  M.D. 

1 0 : 20 — Questions 
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continued  from  page  64 

10:50 — Dermatologic  Lesions  of  the  Male  Genitalia, 
Robert  T.  Plumb,  M.D. 

11:30 — Bacteriology  of  the  Urinary  Tract, 

John  C.  Sherris,  M.D. 

1 2 : 20 — Questions 

Moderator- — Afternoon  Session — 

Julian  S.  Ansell,  M.D. 

1:30 —Treatment  of  the  Urethritis  Syndrome  in  the 
Female,  Rodney  G.  Elliott,  M.D. 

2:05 — Prostatitis — U.F.O.?, 

George  D.  Monda,  M.D. 

2 : 20 — Questions 

2:45 — Reimplantation  of  Penis, 

J.  William  McRoberts,  M.D. 

3:00 — Micturition  and  the  Instant  Replay, 

Norman  R.  Zinner,  M.D. 

3: 15 — Management  of  Pain  in  Terminal 

G.U.  Malignancies,  Panel:  John  J.  Bonica, 
M.D.;  A.  Basil  Harris,  M.D.;  Dean  Parker, 
M.D. 

4 : 00 — Questions 

Friday,  March  8 
Moderator — Morning  Session — 

Warren  H.  Chapman,  M.D. 


9:10 — Immediate  Management  of  Urinary  Trauma, 
Haakon  Ragde,  M.D. 

9:30 — A Pediatrician  Looks  Through  the 

Cystoscope  at  the  Congenitally  Defective, 
David  B.  Shurtleff,  M.D. 

9:50 — Office  X-Ray  Diagnosis  of  the  Lower 
Urinary  Tract  Problems, 

John  R.  Thornbury,  M.D. 

1 0 : 20 — Questions 

10:45 — Medical  Presentation  of  Urological  Problems, 
Julian  S.  Ansell,  M.D. 

11:00 — Treatment  of  Renal  Failure  . . . Philosophy, 
Politics,  and  Prophecy,  Panel:  Christopher 
Blagg,  M.D.;  Thomas  L.  Marchioro,  M.D. 

1 1 :45 — Questions 

1 :00 — Indications  for  Urological  Conclusions, 
Kenneth  S.  Helenbolt.  M.D. 

1:15 — Catheterization— Male  and  Female,  Movie 

1 : 30 — Use  and  Care  of  Preoperative  and  Post- 
operative Catheters,  Julian  S.  Ansell,  M.D. 

1 : 45- — Questions 

2:10 — Impotence  and  Male  Sex  Problems:  Some 
Practical  and  Therapeutic  Considerations, 

J.  William  McRoberts,  M.D. 

2:30 — To  Circumcise  or  Not  to  Circumcise?, 

Panel:  J.  William  McRoberts,  M.D.;  Ronald 
J.  Pion,  M.D.;  Norman  R.  Zinner,  M.D. 

3 :00 — Questions 


12001  Ambaum  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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O •f®T'  • 1 • ® 

Serpasil-Lsidrix 

#2  Tablets 

0.1  mg  reserpine  and  50  mg  hydrochlorothiazide 

#1  Tablets 

0.1  mg  reserpine  and  25  mg  hydrochlorothiazide 


J/360* 


C I B A 
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a puzzle 
of  antacid 
complaints 


pain?” 


“Will  this  one 


taste  O.K.?” 


p“my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 
distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  33:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


PRESIDENTS  page 


CHARLES  D.  MULLER,  M.D. 


Comments  On  The  National  Advisory 
Committee  On  Health  Manpower 


"To  compare  the  health  care  of  20  to  40  years  ago  with  health  care  of  today  is  like 
comparing  a bowl  of  chili  at  the  automat  to  a steak  and  champagne  dinner." 


As  indicated  in  the  AM  A News  of  December  4, 
1967,  the  report  to  President  Johnson  by  his 
National  Advisory  Commission  on  Health 
Manpower  will  serve  as  a major  basis  for  future  leg- 
islative recommendations  involving  health  care.  In- 
asmuch as  the  report  went  beyond  the  health  man- 
power problem  to  make  recommendations  in  all 
major  areas  of  health  care,  it  is  certain  to  be  the  sub- 
ject of  discussion  and  controversy  for  the  future. 
The  immediate  reactions  of  the  public  press  seemed 
to  stress  sensational  features.  The  Sunday,  November 
25,  1967,  issue  of  the  Seattle  Post-Intelligencer  noted 
“Health  Car  Prognosis  Poor”.  On  the  same  date  the 
Seattle  Times  editorial  section  included  the  caption 
“U.S.  Medical  Care  Crisis;  High  Cost  of  Health”. 
The  concluding  statement  was:  “Are  Americans 
getting  their  money’s  worth  from  the  increase  in 
billions  being  spent  for  health  care?  Judging  from  the 
results  of  the  study,  the  Commission  has  analyzed  its 
own  question — in  the  negative.” 

An  emotional  reaction  by  the  medical  profession 
could  be  harmful  to  the  excellent  activities  of  the 
Commission.  So,  with  some  objectivity,  let  us  con- 
sider the  report  from  the  political,  social,  economic, 
and  medical-professional  aspects. 
political: 

If  the  public  is  interested  in  health  care,  our  repre- 
sentatives in  government  will  direct  their  attention 
to  this  area.  In  1965  and  1966,  health  care  was  one  of 
the  liveliest  issues  for  public  debate.  Since  the  public’s 
interest  often  inspires  vote-getting  schemes,  the  one. 
very  important,  contributing  factor  to  our  federal 
government’s  interest  is  the  element  of  politics. 
Health  care  programs,  if  couched  in  proper  titles  and 
properly  presented,  are  natural  solicitors  for  emo- 
tional support. 

When  we  begin  to  analyze  the  presidential  and 
governmental  concern,  we  realize  that  organized 
medicine  has  been  quietly  involved  in  these  areas  for 


years.  Such  activities  as  medical  education,  health 
manpower,  area  wide  planning,  financing  (pre-pay- 
ment), and  the  provision  and  distribution  of  health 
care  services  and  facilities  have  concerned  us  for  a 
long  time.  Could  it  be  that  our  problems  have  sud- 
denly come  to  the  attention  of  government  officials 
and  the  public?  Could  it  be  that  they  will  also  discover 
that  the  problems  are  not  always  perspicuous  and  that 
development  of  solutions  may  be  infinitely  more  dif- 
ficult than  writing  a report?  Perhaps  it  is  fortunate 
that  they  also  recognize  these  problems.  We  can  be 
hopeful  that  the  Commission  will  now  become  more 
concerned  with  the  facts  involved  in  these  problems 
rather  than  with  their  political  emotional  context. 

That  government  does  take  an  interest  in  the 
health  care  industry  in  many  ways  compels  lay 
groups  to  recognition  of  the  problems.  What  has  been 
said  by  the  Health  Manpower  Commission  might  be 
taken  more  seriously  than  if  we  had  said  it.  Subse- 
quently. this  demands  appreciation  of  lay  groups. 
The  answers  are  not  easy.  Other  professions  should 
help  carry  the  burden  and  the  problems.  Industry  and 
labor  can  appreciate  the  intricacies  involved.  It  is 
very  reassuring  to  see  other  professions  becoming 
interested  and  active.  With  their  cooperation,  unwise 
and  emotional  legislation  may  be  prevented. 
social: 

During  recent  years  medicine  has  changed.  Though 
it  uses  the  methods  of  the  natural  sciences,  it  is  be- 
coming more  and  more  a social  science.  As  such,  its 
goals  are  not  only  to  cure  but  to  prevent  disease,  to 
promote  health,  to  rehabilitate  patients,  to  restore 
them  into  society,  and  to  prolong  human  life.  In  the 
sense  that  it  is  concerned  with  prevention  and  reha- 
bilitation, medicine  is  a true  social  science.  Concom- 
itantly, because  of  this  role,  medicine  cannot  accept 
the  whole  responsibility  for  society.  We  need  help 
from  all  disciplines,  such  as  economics,  sociology, 
genetics,  political  science,  and  education. 
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The  private  practice  of  medicine  is  committed  to 
the  ideals  of  responsible  professional  and  social  par- 
ticipation. We  are  continually  participating  in  health 
care  services  and  planning.  We  intend  to  accept  our 
responsibilities  with  initiative,  imagination,  ingenuity, 
and  vitality.  Our  goal  is  to  generate  active  public 
understanding  of  the  unique  advantages  of  a person- 
alized health  care  system,  and  to  obtain  the  maximum 
use  of  that  system  by  the  public  to  meet  tomorrow’s 
medical  needs.  We  must  consider  the  needs  of  society 
as  a whole,  regardless  of  economic  strata.  If  we 
assume  that  adequate  health  care  for  everyone  is  a 
legitimate  public  expectation,  we  meet  a new  and 
dramatic  challenge  for  mutual  planning  between 
government  and  all  voluntary  health  interests.  We 
hope  the  privacy  of  the  individual  patient  and  per- 
sonalized service  to  him  will  be  possible,  but  it  is  by 
no  means  certain. 

The  interest  of  the  medical  profession  is  to  find 
ways  and  means  to  produce  health  services  that  meas- 
ure up  to  high  standards  of  quality,  comprehensive- 
ness, and  availability  to  the  people.  There  would 
appear  to  be  some  simple  solutions — at  least  super- 
ficially. Yet  when  one  discusses  these  matters  with 
some  of  the  nation’s  foremost  authorities  on  such 
subjects  as  quality,  comprehensiveness,  and  pricing 
of  health  care  services,  one  finds  that  the  “simple 
solutions”  are  responsible  for  much  of  the  nearly 
unmanageable  friction  and  misunderstanding  that 
exists  in  programs  everywhere. 

economic: 

It  is  conceivable  that  the  effort  of  medical  practice 
will  move  from  the  treatment  of  diseases  to  attempts 
at  total  prevention.  Perhaps  we  can  do  both,  if  the 
economy  will  allow  the  amount  expended  for  health 
care  to  be  tripled.  As  we  proceed  with  the  changes 
recommended,  we  would  invite  the  participation  of 
the  Presidential  Health  Manpower  Commission  in 
seeking  ways  and  means  to  bring  increasing  quantities 
of  high  quality  health  services  to  our  people,  and 
at  the  same  time  help  to  avoid  wasteful  and  useless 
services,  no  matter  how  attractive  these  may  seem  to 
be  at  first  glance.  How  the  Commission’s  report  will 
affect  the  availability  of  physicians  and  facilities  to 
treat  serious  illness  and  disease  is  unknown. 

America’s  medical  bills  are  becoming  higher  To 
compare  the  health  care  of  20  or  40  years  ago  with 
health  care  of  today,  is  like  comparing  a bowl  of 
chili  at  the  automat  to  a steak  and  champagne  dinner. 
There  is  a radical  shift  in  public  demand  and  expecta- 
tions. We  now  expect  everyone  in  this  country  to 
receive  the  standard  of  health  care  which  a few 
decades  ago  only  the  well  to  do  could  afford.  The 
deciding  factor  in  health  care  spending  in  the  past 
was  income;  now  it  is  insurance — or  government 
subsidy. 


medical  professional 

Undoubtedly  there  is  much  that  needs  fixing  in 
health  care;  we  have  sutured  a multibillion  dollar 
system  together  in  a hurry.  However,  the  real  ques- 
tion is  no  longer  “how  much  should  health  care  cost?” 
It  is  a question  of  objectives.  When  asked  what  we 
expect  to  get,  almost  everyone  answers,  “that’s  ob- 
vious, we  expect  to  get  health.”  But  that  is  not  what 
we  are  paying  for,  and  it  is  not  what  we  get.  We  pay 
for  and  get  treatment  of  major  diseases  and  prolonga- 
tion of  life — and  these  are,  of  course,  worthwhile. 

There  is,  however,  mounting  evidence  that  pre- 
vention and  early  detection  could  bring  drastic  im- 
provement. Major  degenerative  disease,  circulatory 
and  heart  ailments,  kidney  disease,  or  emphysema — 
all  of  which  resist  therapy — can  often  be  postponed 
for  long  years  by  preventive  hygiene.  Early  detection 
is  clearly  the  only  effective  way  so  far  to  control 
cancer.  Whether  we  can  organize  for  prevention  and 
early  detection,  and  how  we  should  set  up  and  finance 
such  services,  will  increasingly  be  the  real  health  care 
questions.  Growing  numbers  of  physicians,  public 
health  people,  and  hospital  administrators  are  begin- 
ning to  believe  that  to  confine  our  health  care  finance 
to  pay  for  repair  work  is  shortsighted,  both  medically 
and  economically. 

Health  problems  of  the  future,  meaning  health  in 
its  broadest  sense,  are  as  much  social,  economic,  and 
managerial  problems  as  they  are  medical.  The  health 
care  industry  does  not  function  by  divine  right  but, 
like  any  other  segment  of  our  society,  exists  with  the 
sanction  of  the  community  as  a whole.  The  interests 
of  the  community  are  in  turn  expressed  through  gov- 
ernment. In  a society  in  which  the  voter  is  king,  the 
public  interest  must  always  be  paramount,  for  it  is 
not  a very  long  step  between  public  interest  and  Con- 
gressional legislation. 

How  can  we  give  high  quality  care  to  everyone  and 
reduce  costs  at  the  same  time?  How  can  we  plan  now 
for  the  21st  century?  Tell  us,  members  of  the  Presi- 
dential Commission  on  Health  Manpower,  is  your 
charge  derived  from  a divine  mandate?  For  only 
then  would  we  be  able  to  produce  unlimited  physi- 
cians, hospitals,  paramedical  personnel,  and  others, 
without  fear  of  economic  deprivation.  We  accept,  with 
"hybrid  vigor, ’’the  fact  that  the  Presidential  Commis- 
sion failed  to  acknowledge  a well  known,  often  resort- 
ed to  solution  of  appropriations  as  a panacea.  Health 
care  programs  are  people  at  work,  not  appropriations, 
not  just  legislation,  and  not  just  programs.  Has  the 
government  produced  better  housing,  more  employ- 
ment, and  racial  concert  by  legislation  and  appropri- 
ations? ■ 
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new, 

£ evidence 
lOfTAOttL) 


macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 


in  the  office 
and 

for  a problem  pathogen* 
in  the  hospital. 

^Staphylococcus  aureus 
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study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 


98.0% 

of  the 
patients 

responded 
favorably 
to  TAO  (triacetyloleandomycin) 


study  II 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


*Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest,"... bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


*ln  some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROER1G  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.  10017 
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Offers  prompt  pain  relief 


Relief  of  neuritic  pain  from  herpes  zoster 
(shingles)  is  prompt1'3— usually  after  the 
first  few  intramuscular2  injections— particu- 
larly when  therapy  is  administered  early.3  4 
The  duration  of  disability  in  many  patients 
is  often  significantly,  shortened.2  Posther- 
petic neuralgias— even  in  the  elderly— rarely 
develop.14  Complete  pain  relief  is  observed 
in  most  patients  within  5 days.2 

Administration  in  herpes  zoster:  one  ampul 
( 1 .3  cc.)  I.M.  daily  for  2 to  5 days.  Caution: 
For  intramuscular  use  only.  Inadvertent  I.V. 
administration  may  cause  anaphylactoid  re- 
action. Supplied:  Boxes  of  10  ampuls,  1.3 
cc. each. 


Reference:;: 

I Combes,  F.  C.  and  Canizares,  O.:  New  York  State  J. 
Med  52:706-708  (Mar.  15)  1952. 

2.  Xander.  G.  W. : Western  Med.  1:14  (Sept.)  1960. 
t Baker,  A.  G.:  Penna.  Med.  J.  63:697-698  (May)  1960. 
4.  Lehrer.  H.  W„  Lehrer,  H.  G.,  and  Lehrer.  D.  R.: 
Northwest  Med.  75:1249-1252  (Nov.)  1955. 


'omfmed 


Detroit,  Michigan  48211 


OBITUARIES 


DR.  Edward  k.  stimpson,  Bellingham,  died  Octo- 
ber 5 , 1967  at  the  age  of  61.  He  was  a 1932  gradu- 
ate of  Howard  Medical  School,  Boston,  Massa- 
chusetts, and  was  licensed  to  practice  medicine  in 
1933.  Dr.  Stimpson  was  a veteran  of  World  War 
II.  Cause  of  death  was  carcinoma  of  the  sigmoid 
colon. 


DR.  park  w.  WILLIS,  jr.,  Seattle,  died  October  26, 
1967  at  the  age  of  74.  He  was  a 1931  graduate  of 
the  University  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia,  Pennsylvania,  and  was  li- 
censed to  practice  medicine  in  1933.  Dr.  Willis 
was  a veteran  of  World  Wars  I and  II.  Cause  of 
death  teas  myocardial  infarction. 


AMA 

21st  National  Conference 
on 

Rural  Health 

Meeting  Health  needs  in  the  ’60s  and  '70s 
March  29-30,  1968,  Olympic  Hotel 
Seattle 
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IDAHO 


Idaho  Medical  Association  -407  west  bannock  st.,  Boise,  Idaho  83702 


president  lames  R.  Kircher,  M.D.,  Burley 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  SECRETARY  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  June  26-29,  1968,  Sun  Valley 


Board  of  Health  Advisory  Committee  Meets 

The  IMA  Board  of  Health  Advisory  Committee 
held  a two  day  session  recently  in  Boise  with  officers 
of  the  State  Department  of  Health,  to  consider  and 
review  programs  and  activities  of  the  Department. 

Members  of  the  Committee  who  attended  the  meet- 
ing are:  John  M.  Ayers,  Chairman,  Moscow;  Wal- 
lace H.  Pierce,  Lewiston;  R.  George  Wolff,  Caldwell; 
Francis  H.  Fox,  Twin  Falls,  and  Kim  O.  Johnson, 
Idaho  Falls. 

During  the  meetings  with  T.  O.  Carver,  Admin- 
istrator of  Health,  the  following  members  of  his  staff 
presented  discussions;  Myrick  W.  Pullen,  Jr.,  Boise, 
Director,  Mental  Health  Division;  John  R.  Marks, 
Nampa,  Superintendent,  Idaho  State  School  and  Hos- 
pital, and  coordinator  of  community  mental  retarda- 
tion services;  J.  E.  Wyatt,  Boise,  Director,  Child 
Health  Division;  Orville  E.  Merrell,  Boise,  Director, 
Adult  Health  Division;  John  D.  Cambareri,  Ph.D., 
Boise,  Chief,  Comprehensive  Health  Planning  Sec- 
tion, and  John  A.  Mather,  Boise,  Director,  Preventive 
Medicine  Division. 


IMA  represented  at  Houston 

Representing  the  Association  at  the  21st  Clinical 
Convention  of  the  AMA  and  the  meeting  of  the 
House  of  Delegates  in  Houston,  Texas,  were:  AMA 
Delegate  Alexander  Barclay,  Coeur  d’Alene;  Donald 
K.  Worden,  Alternate  Delegate,  Lewiston;  James  R. 
Kircher,  IMA  President,  Burley;  O.  D.  Hoffman, 
IMA  President-elect,  Rexburg,  and  Mr.  Armand 
Bird,  IMA  Executive  secretary. 


New  Industrial  Accident  Fee  Schedule 

A new  Industrial  Accident  Fee  Schedule  went  into 
effect  January  1.  The  schedule,  similar  to  ‘hat  of 
the  North  Idaho  Medical  Service  Bureau,  was  pro- 
posed by  the  Association’s  Industrial  Medical  Com- 
mittee. Non-applicable  categories  such  as  pediatrics 
and  maternity  benefits  were  eliminated. 

The  new  schedule  is  the  first  major  revision  to  be 
made  in  Idaho’s  workmen’s  compensation  fees  since 
1960.  It  was  negotiated  through  the  efforts  of  James 

J.  Coughlin,  Chairman,  Boise,  and  members  of  the 
Association’s  Industrial  Medical  Committee:  Leland 

K.  Krantz,  Idaho  Falls;  Russell  Tigert,  Jr.,  Soda 
Springs;  Richard  P.  Sutton,  Burley,  and  David  W. 
Heusinkveld,  Lewiston. 

Dr.  Hedemark  new  president 

Norman  G.  Hedemark  of  Boise  was  installed  as 
President  of  the  Boise  Valley  Chapter  of  the  Ameri- 
can College  of  Surgeons  at  the  Organization’s  33rd 
annual  session  held  in  Boise.  Dr.  Hedemark  suc- 
ceeded J.  Leslie  Montgomery  of  Caldwell. 

Leon  W.  Nowierski  of  Boise  was  named  President- 
elect, and  Glenn  E.  Talboy,  Boise,  succeeded  Rich- 
ard O.  Vycital  as  Secretary. 

Featured  speaker  was  Lucius  D.  Hill,  III,  Imme- 
diate past  president  of  WSMA,  and  Assistant  Chief 
of  Surgery  at  Mason  Clinic  and  Virginia  Mason 
Hospital,  Seattle.  Special  guest  speaker  was  Conrad 
I.  Karleen,  Clinical  Professor  of  Surgery  at  the  Uni- 
versity of  Minnesota  Medical  School,  Minneapolis. 

Local  speakers  at  the  session  were:  Lyle  D.  Stones, 
B.  L.  Vandermeer,  Arthur  S.  Dole,  Jr.,  Arthur  M. 
Palrang,  Norman  D.  Sower,  and  Robert  S.  Smith. 

Idaho  News  continued  on  page  75 
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Picture  of 
painful  myositis 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . .stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Fortew 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  24:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  4-4:146,  1963.  4.  Berman,  H.  H.,  et  al . : Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
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medical  practice  act 

Plans  to  revise  Idaho’s  Medical  Practice  Act  were 
discussed  at  a recent  meeting  in  Boise  held  by  mem- 
bers of  the  Medical  Practice  Act  Review  Committee. 

Committee  members  who  attended  the  meeting 
are:  Charles  A.  Terhune,  Burley,  Chairman  of  the 
Review  Committee  and  Chairman  of  the  State  Board 
of  Medicine;  E.  V.  Simison,  Pocatello;  C.  Gedney 
Barclay,  Coeur  d’Alene;  W.  B.  Ross,  Nampa,  and 
Leland  K.  Krantz,  Idaho  Falls. 

continuing  medical  education 

An  all-day  scientific  session  was  held  recently  in 
the  Boise  College  Student  Union  Building.  Assistant 
Professors  of  Medicine,  Marvin  Turck  and  Harry  N. 
Beaty,  from  the  University  of  Washington  School  of 
Medicine  were  guest  speakers.  Topics  discussed  were: 
“Urinary  Tract  Infections”,  “Fevers  of  Unknown 
Origin”,  “Clinical  Spectrum  of  Bacterial  Meningitis 
and  Encaphalitis”,  and  “Antibiotic  Selection  and  Un- 
toward Reaction  to  Antibiotics”. 

The  program  was  sponsored  by  the  Ada  County 
Medical  Society’s  Continuing  Medical  Education 
Program.  David  M.  Barton,  Boise,  directed  the 
session. 

medical  service  bureau  meets 

Directors  of  the  South  Idaho  Medical  Service  Bu- 
reau met  in  Burley  to  discuss  investments,  enrollment, 
and  the  possibility  of  conducting  a workshop  to  fa- 
miliarize physician  personnel  with  billing  procedures. 

Physicians  who  attended  the  Burley  meeting  are: 
P.  Blair  Ellsworth,  President,  Idaho  Falls;  James  R. 
Kircher,  IMA  President,  Burley;  William  R.  Tregon- 
ing,  Secretary-treasurer  of  IMA,  Boise;  Russell  Ti- 
gert,  Jr.,  Soda  Springs;  F.  Wayne  Schow,  Twin  Falls; 
David  C.  Miller,  Pocatello;  Asael  Tall,  Rigby,  and 
M.  E.  Scheel,  Wendell.  Leonard  O.  Thompson,  Boise, 
is  Executive  Director. 

The  Bureau  scheduled  its  annual  meeting  to  be 
held  June  27,  1968  at  Sun  Valley. 

newly  elected 

New  Officers  of  the  Southwestern  Idaho  District 
Medical  Society  for  1968  are:  President,  Eugene  G. 
Carroll,  Payette;  President-elect,  Robert  A.  Blome, 
Nampa;  Secretary,  Alden  L.  Poulsen,  Caldwell; 
Treasurer,  Fred  H.  Helpenstell,  Nampa,  and  Coun- 
cil Member,  R.  George  Wolff,  Caldwell. 

Delegates  for  1968  are:  F.  W.  Cottrell,  Nampa, 
and  Ronald  P.  Rawlinson,  Emmett,  (1970);  R. 
George  Wolff,  Caldwell,  Wolfgang  Gnuechtel,  Cald- 
well, and  Eugene  G.  Carroll,  Payette,  (1969);  Ger- 
ald C.  Bauman,  Caldwell,  (1968). 


Alternate  Delegates  are:  Erwin  C.  Sage,  Caldwell; 
Henry  C.  Wesche,  Nampa,  and  Donald  D.  Price, 
Caldwell. 


Delegates  and  alternate  Delegates  elected  by  the 
Ada  County  Medical  Society  for  1968,  are:  S.  Hugh 
Atchley,  James  H.  Hawley,  Harold  W.  Hatten,  and 
Mary  L.  Holdren.  They  were  elected  to  a term  ex- 
piring 1968.  H.  A.  P.  Myers,  Frank  W.  Crowe, 
Everett  N.  Jones,  Jr.,  and  Gerald  N.  Hecker,  were 
elected  to  a term  expiring  1969.  David  M.  Barton, 
Lawrence  L.  Knight,  Clayton  C.  Morgan,  and  G.  E. 
Rosenheim,  were  elected  to  a term  expiring  1970. 

Alternate  Delegates  elected  to  a one-year  term  are: 
Helen  W.  Beeman,  Paul  F.  Miner,  J.  Wayne  Tyler, 
James  J.  Coughlin,  Robert  D.  Jenkins,  Miles  E. 
Thomas,  Dale  D.  Cornell,  Leon  W.  Nowierski,  W.  L. 
Venning,  Martha  D.  Jones,  Robert  F.  Holdren,  and 
David  A.  Weeks.  All  alternate  Delegates  are  resi- 
dents of  Boise. 


New  officers  elected  by  the  Kootenai-Benewah 
Medical  Society  for  1968  are:  Censor,  H.  H.  Green- 
wood; Delegates,  H.  Don  Moseley,  E.  R.  W.  Fox,  and 
W.  Wray  Wilson;  Alternate  Delegates,  W.  H.  Lyon, 
E.  L.  Gallivan,  and  D.  A.  Daugharty. 

Joseph  F.  Grismer,  a Coeur  d'Alene  physchiatrist, 
is  the  newest  member  of  the  Kootenai-Benewah 
Medical  Society. 

program  on  immediate  care 

The  third  in  a series  of  programs  on  “Immediate 
Care  of  the  Sick  and  Injured”,  was  presented  in 
Lewiston  and  attracted  135  nurses,  policemen,  fire- 
men and  other  professionals  likely  to  be  involved 
with  emergency  situations.  Chairman  for  the  program 
was  David  W.  Heusinkveld,  Lewiston,  Chairman  of 
District  IV,  ACS  Trauma  Committee. 

The  programs  are  sponsored  by  the  IMA,  the 
Committee  on  Trauma  of  the  American  College  of 
Surgeons  and  the  Idaho  State  Department  of  Health. 

Program  speakers  were:  Burton  R.  Stein,  Dan  E. 
Stipe,  John  E.  Braddock,  Richard  D.  Thorson,  Wal- 
lace S.  Douglas,  Donald  K.  Worden,  C.  Stamey  Eng- 
lish, Robert  C.  Colburn,  Robert  L.  Olson,  and  David 
W.  Heusinkveld. 

Welcoming  participants  were:  Richard  O.  Vycital, 
Chairman,  Trauma  Committee,  ACS;  Harold  W. 
Hatten,  Chairman  IMA  Disaster  and  Civil  Defense 
Committee,  and  Mr.  Woodrow  E.  Benson  of  the 
Idaho  Department  of  Health. 

news  notes  continued  on  page  79 
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Indications:  Tofranil  is  recommended 
lor  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hyper-  'I 
thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen. 
Imipramine  may  block  the  pharma- 
cologic activity  of  guanethidine  and 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  the  I 
present  time  in  patients  under  12  yeai 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  dis 
turbances  of  accommodation,  sweat- 
ing, dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  and 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  such 
symptoms  as  hallucinations  and  dis- 
orientation), activation  of  psychosis  ir  I 
schizophrenics  and  agitation  (includ-  I 
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When 
a milestone  in  life 
is  marred 
by  depression... 


g hypomanic  and  manic  episodes) 
hich  may  require  dosage  reduction 
nd/or  addition  of  a tranquilizer  or 
mporary  discontinuation  of  the  drug, 
Dileptiform  seizures,  orthostatic 
/potension  and  substantial  blood 
essure  fall  in  hypertensive  patients, 
jrpura,  transient  jaundice,  bone  mar- 
>w  depression  including  agranulocy- 
sis,  sensitization  and  skin  rash 
eluding  photosensitization,  eosino- 
nilia,  and  mild  withdrawal  symptoms 
n sudden  discontinuation  after  pro- 
nged treatment  with  high  doses, 
ccasional  hormonal  effects  (im- 
otence,  decreased  libido,  and  estro- 
anic  effects)  may  be  observed, 
i tropine-like  effects  may  be  more 
onounced  (e  g.  paralytic  ileus)  in 
isceptible  patients  and  in  those 
ring  anticholinergic  agents  (includ- 
g antiparkinsonism  drugs). 
utpatient  Adult  Dosage:  Initially, 
i mg.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter.. .she’s  losing  a son. 

The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad- 
ness, incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 

Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.'s  is  contra- 
indicated. 


Tofranil' 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Marie 

Antoinette 

knew 

what  every 
doctor 
should 
know... 


“Marie  Antoinette."  An  early  steel  engraving. 


She  never  lost  her  head  as  a hostess.  She  soothed  her  guests'  tensions  with  wine, 
mankind's  first  medicine  and  the  supreme  mild  tranquilizer  for  the  past  5,000 
years  or  more. 

We  hope  you  do  likewise  in  your  practice.  Doctor,  using  wine  as  an  aid  to 
therapy  in  many  cases.*  May  we  prescribe  our  free  book,  "USES  OF  WINE  IN 
MEDICAL  PRACTICE:  A SUMMARY,"  based  on  25  years  of  worldwide  scien- 
tific research? 

And  for  your  home,  we'll  send  along  our  latest  free  booklet,  "CALIFORNIA 
WINE  COOKERY  AND  DRINKS."  Its  24  gaily-designed  pages  give  88  recipes 
and  hints  for  relaxed  entertaining.  Write  us  today,  won't  you? 

Here's  to  you,  Doctor,  your  family  and  your  patients.  Happier  days  with  wine! 

r$i 

*Rx  WINE:  4 ounces  with  lunch  and  dinner  daily.  Wine 

stimulates  gastric  flow;  can  help  the  convalescing  patient; 
can  aid  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorp- 
tion syndrome;  helps  hospital  and  geriatric  home  morale; 
helps  to  make  meal-time  pleasant  and  relaxing. 

Just  address  WINE  ADVISORY  BOARD,  717  Market  Street,  San  Fran- 
cisco 94103,  on  your  professional  letterhead.  You  will  receive,  free: 
"USES  OF  WINE  IN  MEDICAL  PRACTICE"  (62  pp.),  and  "CALI- 
FORNIA WINE  COOKERY  AND  DRINKS,"  (24  pp.)  to  help  wine 
enjoyment  and  entertainment. 

WINE  ADVISORY  BOARD,  DEPT.  C-3,  717  MARKET  ST.,  SAN  FRANCISCO,  CALIF.  94103 
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Idaho  news  continued  from  page  75 

personals 

Arthur  M.  Palrang  of  Caldwell  was  recently  pre- 
sented with  the  Caldwell  Jaycee's  Distinguished 
Service  Award. 


Max  D.  Gudmundsen  of  Boise  is  the  new  President 
of  the  St.  Alphonsus  Hospital  Medical  Staff.  Bernard 
P.  Strout  was  elected  President-elect  and  John  W. 
Swartley  is  new  Secretary-treasurer. 


Paul  B.  Heuston  of  Twin  Falls,  past  president  of 
the  IMA,  has  returned  from  a six  week  mountain 
climbing  expedition  on  the  Himalays.  Dr.  Heuston 
left  October  19,  and  his  itinerary  included  stops  at 
San  Francisco,  Tokyo,  Bangkok,  Katmandu,  Calcut- 
ta, Hong  Kong  and  Honolulu. 


W.  Wray  Wilson  of  Coeur  d’Alene  is  newly  in- 
stalled President  of  the  Easter  Seal  Society  for  Crip- 
pled Children  and  Adults  of  Idaho,  Inc. 


Quentin  E.  Howard  of  Boise,  has  been  re-elected 
President  of  the  American  Cancer  Society,  Idaho  di- 


vision. Robert  R.  Klamt  was  re-elected  President- 
elect. 

Members  of  the  Board  of  Directors  are:  Harmon 
Holverson.  Emmett;  Herald  S.  Nokes,  McCall;  John 
W.  Luttrul,  Nampa;  Zach  Johnson,  Salmon;  A.  Scott 
Earle,  Sun  Valley;  Birdsall  N.  Carle,  Twin  Falls; 
Everett  N.  Jones,  Jr.,  Boise,  and  Terrell  O.  Carver, 
Boise. 

state  board  of  medicine  meets 

The  State  Board  of  Medicine  met  in  Boise  on  Jan- 
uary 8-10,  to  consider  licensure  applications,  discipli- 
nary matters  and  routine  business. 

Members  of  the  Board  are:  Charles  A.  Terhune, 
Chairman,  Burley;  Charles  E.  Kerrick,  Vice-chair- 
man, Caldwell;  Orland  B.  Scott,  Kellogg;  Robert  E. 
Lloyd,  Boise,  and  G.  Curtis  Waid,  Idaho  Falls.  Dan 
E.  Stipe,  Lewiston,  was  appointed  by  Governor  Don 
Samuelson  to  fill  the  term  of  James  S.  Newton,  Lew- 
iston, who  died  November  22,  1967.  The  term  will 
expire  in  1973. 

No  Temporary  licenses  were  granted  during  the 
past  month. 

Idaho  news  continued  on  page  83 


63  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 


OBITUARY 

dr.  James  s.  newton,  62,  Lewiston,  died  Novem- 
ber 22,  1967.  He  was  born  in  Morgan  County,  Illi- 
nois, and  graduated  from  the  University  of  Iowa 
College  of  Medicine,  Iowa  City,  in  1931.  He  interned 
at  City  Hospital,  Cleveland,  Ohio,  and  completed  his 
residency  in  surgery  at  the  People’s  Hospital,  Akron, 
Ohio,  in  1934.  He  practiced  in  Chicago,  Atlanta,  New 
York  City,  New  Orleans,  Washington,  and  Iowa  dur- 
ing 1935-1948.  Receiving  license  No.  M-1898  on 
February  4,  1948,  he  began  his  practice  of  medicine 
and  surgery  in  Lewiston,  Idaho. 

Dr.  Newton  was  appointed  to  the  Board  of  Medi- 
cine by  Governor  Robert  E.  Smylie  on  Febraury  26, 
1963  and  was  reappointed  by  Governor  Don  Samuel- 
son, March  18,  1967,  to  fill  a six  year  term. 

Dr.  Newton  was  active  in  organized  medicine  and 
served  as  a past  president  of  the  North  Idaho  District 
Medical  Society.  He  was  a member  of  IMA,  AM  A, 
and  the  American  College  of  Surgeons.  He  served  as 
Delegate  to  the  Idaho  State  Medical  Association, 
1956-57.  He  was  Vice-president,  1964-65,  and  Presi- 
dent, 1966-67,  of  the  North  Idaho  District  Medical 
Service  Bureau,  Inc. 

Dr.  Newton  served  in  the  U.S.  Army  Medical 
Corps  from  February,  1944  to  August,  1946. 
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She  can  expect  to 
continue  Oracon  for  years 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 
program.  Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing. spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  seal])  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  ma\  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX,  and  X): 
thvroid  function  (increase  in  FBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values); 
metyraponc  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1,  the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  How  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  shoidd  be  initiated  on  that  day, 
thereby  allowing  6 full  clays  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month’s 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  "To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette®  dispenser 

On AGON 

16  White— Ethinyl  Estradiol.  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 


LABOR  ATO  R I E S 


9 Hit  MEAD  JOHNSON  0 COMPANY  • EVANSVILLE.  INDIANA  47721 


Idaho  news  continued  from  page  79 


Annual  Winter  Clinics  Slated  March  1-3 


The  annual  Winter  Clinics  of  Ada  County  and 
Southwestern  Idaho  District  Medical  Societies  are 
scheduled  to  be  held  March  1-3  at  McCall,  Idaho. 

Registration  fee  is  $15.00  for  Idaho  residents  and 
$25.00  for  out-of-state  registrants. 

The  course  is  acceptable  for  six  credit  hours  by 


the  American  Academy  of  General  Practice. 

Prizes  for  the  ski  races  were  donated  by  Inter- 
mountain Surgical  Supply,  Boise.  Grants  in  support 
of  the  scientific  program  were  donated  by  Merck 
Sharp  and  Dohme,  and  Smith  Kline  and  French  Lab- 
oratories. 


PROGRAM 


Friday,  March  1st 

6:15  p.m. — Welcome — James  R.  Kircher,  Burley, 
President,  Idaho  Medical  Association 
Presiding  — James  H.  Hawley,  Boise, 
President,  Ada  County  Medical  Society 

6:30  p.m.- — Infection  in  the  Newborn, 

Recognition  and  Treatment,  S.  Gorham 
Babson,  Portland,  Oregon,  Associate 
Professor  of  Pediatrics,  University  of 
Oregon  Medical  School 

Saturday,  March  2nd 

Presiding,  O.  D.  Hoffman,  Rexburg, 
President-elect,  Idaho  Medical 
Association 

8:00  a.m. — Fractures  of  the  Tibia,  Ernest  M.  Bur- 
gess, Seattle,  Washington,  Assistant 
Clinical  Professor  of  Surgery,  Depart- 
ment of  Orthopedics,  University  of 
Washington  School  of  Medicine 

8:30  a.m. — Sterilization  in  the  Male  and  Its  Impli- 
cations, Robert  K.  Rhamy,  Nashville, 
Tennessee,  Chairman,  Division  of  Urol- 
ogy, Department  of  Surgery,  Vander- 
bilt University  School  of  Medicine 

9:15  a.m. — Estriol  and  Pregnancy,  Walter  L.  Herr- 
mann, Seattle,  Washington,  Professor 
and  Head,  Division  of  Endocrinology 
and  Infertility,  University  of  Washing- 
ton School  of  Medicine 


9:45  a.m. — Adventures  in  Growth,  S.  Gorham 
Babson 

1 :00  p.m. — Ski  Races — Brundage  Mountain,  Novice 
and  Expert  Giant  Slalom  Race  for  phy- 
sicians and  their  wives — all  are  encour- 
aged to  enter. 

Race  Chairman — Hugh  V.  Firor,  Boise, 
Timer  and  Judge — Frank  W.  Crowe, 
Boise 

8:00  p.m. — Banquet,  Shore  Lodge 

Toastmaster — David  M.  Barton,  Boise, 
Director  of  Continuing  Medical  Educa- 
tion, Ada  County  Medical  Society 
Ski  Awards — Hugh  V.  Firor 

Touring  the  Female  Pelvis  with  Gun 
and  Camera,  John  N.  Lein,  Seattle, 
Washington,  Assistant  Dean  and  Di- 
rector, Continuing  Medical  Education, 
University  of  Washington  School  of 
Medicine 

Sunday,  March  3rd 

Presiding — Eugene  G.  Carroll,  Payette. 
President,  Southwestern  Idaho  District 
Medical  Society 

9:00  a.m. — Physiology  of  Physical  Conditioning, 
Ernest  M.  Burgess 

9:30  a.m. — Hypertension — Robert  K.  Rhamy 
10:00  a.m. — Amenorrhea,  Walter  L.  Herrmann 
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GENERAL  NEWS 


BEN  N.  SALTZMAN,  M.D. 


Dr.  Saltzman  to  Speak  at  Rural  Health  Conference 


Ben  N.  Saltzman,  Arkansas,  and  Nicholas  P.  Dal- 
lis,  Arizona,  are  featured  speakers  of  the  21st  Na- 
tional Conference  on  Rural  Health  to  be  held  in 
Seattle  on  March  29-30  at  the  Olympic  Hotel. 

Dr.  Saltzman  who  is  Chairman  of  the  American 
Medical  Association  Council  on  Rural  Health  will 
officiate  at  the  Conference's  evening  banquet  of 
March  29,  beginning  at  7:00  p.m. 

The  banquet  address  will  be  delivered  by  Dr. 
Dallis  who  is  author  of  Rex  Morgan,  M.D.,  and 


other  picture  stories. 

The  Rural  Health  Conference,  “Meeting  Health 
Needs  in  the  60’s  and  70’s”,  is  sponsored  by  the 
American  Medical  Association  and  will  study  me- 
thods for  and  utilization  of  community  health 
planning. 

Physicans  wanting  to  register  early  may  do  so  by 
writing  Bond  L.  Bible,  Ph.D.,  Secretary  AMA  Coun- 
cil on  Rural  Health,  535  N.  Dearborn,  Chicago, 
Illinois  60610. 


Doctor-to-Doctor  Program  Communicates  Good  Will,  Understanding 


Physicians  in  20  countries  of  Asia,  19  in  Africa, 
12  in  Latin  America,  and  five  in  Europe,  now  regu- 
larly receive  current  medical  journals  from  their 
United  States  colleagues  through  the  Doctor-to-Doc- 
tor  Program  of  the  American  Medical  Association 
with  the  cooperation  of  The  World  Medical  Associ- 
ation. 

The  Program  having  two  functions,  is  to  provide 
current  medical  literature  to  overseas  physicians  who 
cannot  obtain  it  otherwise,  and  to  open  avenues  of 
communication  between  doctors  of  the  world,  es- 
tablishing a medium  for  better  understanding  and 
international  good  will. 

Liaison  between  individual  physician  and  over- 


seas colleague  is  emphasized  in  the  program.  Re- 
cipients of  medical  journals  usually  donate  the  mag- 
azines to  local  medical  libraries  making  these  avail- 
able to  other  physicians  in  the  community. 

Although  thousands  of  journals  are  being  mailed, 
many  more  are  needed,  particularly  specialty  journals. 
Participants  are  requested  to  send  titles  of  the  journ- 
als they  plan  to  mail  and  they  will  receive  names  and 
addresses  of  overseas  colleagues  who  have  requested 
specific  journals. 

Inquiries  should  be  addressed  to  the  AMA  “Doc- 
tor-to-Doctor Program,”  Ada  Chee  Reid,  M.D.,  Di- 
rector, c/o  World  Medical  Association,  10  Columbus 
Circle,  New  York,  New  York  10019. 

general  news  continued  on  page  88 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions : Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep- 
tives: nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
PBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T3 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC.  PALO  ALTO.  CALIF. 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving.  Immobile  spermatozoa  as  they  appear  in  cervical  mucus 


taken  from  patient  treated  with  Norinyl-1. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


general  news  continued  from  page  84 


Impact  Delegates  Discuss  Government,  Medical  Care 

Representatives  from  the  Western  United  States 
and  Canada  met  November  1-3.  in  Edmonton. 
Canada,  to  attend  the  Western  Conference  of  Pre- 
paid Medical  Service  Plans  (IMPACT).  The  205 
delegates  examined  the  impact  of  government  inter- 
vention in  the  health  care  field  of  medical  profession 
and  public,  and  how  the  increasing  role  government 
is  playing  in  medical  care  affects  the  present  and 
how  it  will  apply  to  the  future. 

Keynote  address  was  delivered  by  Durwood  Hall, 
Missouri.  Dr.  Hall,  a member  of  Congress,  deplored 
attempts  being  made  by  socialists  to  change  medicine 
and  medical  care  as  now  exists  in  the  United  States. 

E.  H.  Lassey,  Toronto,  delivered  the  Canadian 
viewpoint  on  medical  care,  stating  that  Canada  plans 
to  implement  Medicare  for  all  by  July  1. 

Attention  was  given  to  Mr.  I.  Gellman  of  London, 
England,  who  spoke  on  the  British  National  Health 
Service  and  growth  and  popularity  of  private  medical 
insurance  plans. 


MR.  A.  A.  SMICK 


Home  Care  Program  to  Be  Presented  March  29 

Mr.  A.  A.  Smick,  a Community  Organization  spe- 
cialist for  the  Cooperative  Extension  Service  at  Wash- 
ington University,  Pullman.  Washington,  will  lead 
discussion  during  the  Community-based  Home  Care 
Program  to  be  presented  at  the  Friday  session  of  the 
21st  National  Conference  on  Rural  Health,  on  March 
29  at  the  Olympic  Hotel  in  Seattle. 

The  Community-based  Home  Care  Program  is  one 
of  six  group  discussions  that  will  begin  at  5:00  p.m. 
on  March  29. 

general  news  continued  on  page  90 
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Obestat 

helps. 


These  are  photographs  borrowed  from  the  files  of  a Mis- 
souri physician.  The  grossly  overweight  patient  pictured  in 
August  1962  succeeded-in  shedding  1 10  pounds  in  the  follow- 
ing ten  months  by  adhering  to  a diet  program  under  the  super- 
vision and  encouragement  of  her  physician.  To  help  control 
her  desire  for  food  and  also  “burn  off”  additional  calories,  the 
physician  recommended  Obestat,  one  tablet  a day.  Doctor  and 
patient  admit  that  Obestat  fortified  her  determination  to  stick 
to  the  diet  during  the  diff  cult  weeks  of  adjustment. 

Obestat  can  help  your  overweight  patient  break  the  eat- 
ing habits  that  cause  obesity. 

Obestat  suppresses  appetite. 

Obestat  boosts  metabolism. 

Obestat  offsets  emotional  symptoms. 

Each  OBESTAT  TY-MED*  tablet  or  capsule  contains: 
Methamphetamine  hydrochloride  10  mg./Amobarbital  (Warn- 
ing, may  be  habit  forming)  60  mg. /Thyroid  150  mg. 

‘Lemmon  brand  of  timed-release  medication. 

Dosage:  One  Obestat  Ty-Med  tablet  or  capsule  daily, 
taken  before  breakfast,  is  satisfactory  for  most  patients.  Occa- 
sionally, 2 tablets  or  capsules  may  be  required. 

Side  Effects:  Side  effects  such  as  headache,  dizziness, 
nervousness,  excitability,  insomnia,  dyspnea,  palpitation  or  gas- 
trointestinal distress  are  infrequent  and  usually  mild. 

Precautions:  An  increase  in  blood  pressure  or  basal  meta- 
bolic rate  should  be  observed  carefully. 

Contraindications:  Myocardial  or  coronary  disease,  dia- 
betes, marked  hypertension,  hyperthyroidism  or  idiosyncrasy  to 
the  ingredients. 

Supplied:  Bottles  of  30, 100  and  1000  tablets  or  capsules. 
Caution-  Federal  law  prohibits  dispensing  without  prescription. 

References:  Ort,  F.:  Adjuvant  treatment  of  obesity  with  an 
anorectic-calorigenic  agent,  Clin  Med  70:1999  (Nov)  1963. 
Isenberg,  C.  L.:  Treatment  of  the  overweight  patient  in  general 
practice,  Clin  Med  72:663  (Apr)  1965.  01966  HAACK  1*66  MADE  IN  U.S.A. 

HAACK  LABORATORIES,  INC. 

DIVISION  OF  LEMMON  PHARMACAL  CO.,  PORTLAND,  OREGON  97208 
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Dr.  Stiles  Receives  Leadership  Award 

Merritt  H.  Stiles,  Spokane,  was  presented  with  the 
American  Heart  Association’s  Gold  Heart  Award, 
October  22,  at  the  AHA  Annual  Meeting  in  San 
Francisco. 

Dr.  Stiles  who  helped  organize  Washington  State 
Heart  Association,  was  one  of  four  physicians  se- 
elected  to  receive  the  Association’s  highest  citation 
for  leadership. 

Dr.  Stiles  is  a Washington  State  past-president  and 
national  past-vice-president  of  the  American  Heart 
Association. 


Jessie  L.  Ray  Elected 

Jessie  L.  Ray,  a Portland  surgeon,  is  newly  elected 
Vice-president  of  the  United  States  section  of  the 
International  College  of  Surgeons. 

Dr.  Ray  was  also  elected  to  the  Board  of  Trustees 
of  the  Oregon  Medical  Association. 


LIFESAVING  BRACELETS 

More  than  170,000  Ameri- 
cans have  their  lives  pro- 
tected by  the  bracelet.  The 
nonprofit  Medic  Alert  Foun- 
dation of  Turlock,  California, 
provides  the  signaling  device 
for  the  one  person  in  five 
who  has  a special  or  "hidden" 
medical  problem.  The  Ameri- 
can Medical  Association  esti- 
mates that  forty  million  Amer- 
icans should  be  wearing  some 
sort  of  medical  warning  de- 
vice. 

One  side  of  the  emblem  has  the  words  "Medic  Alert" 
and  the  staff  of  Aesculapius  to  warn  emergency 
personnel  that  a special  medical  problem  exists.  On 
the  back  is  engraved  the  member's  medical  problem, 
such  as  "Diabetes",  "Allergic  to  penicillin",  et  cetera. 

A 24-hour  a day  collect  telephone  number  and  an 
individual  serial  number  also  engraved  on  each  emblem 
provides  an  additional  link  with  life  for  the  member. 

A one-time  basic  fee  of  $5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 


Optimal  Health  Care  for  Everyone? 
If  So,  How  Can  This  Be  Assured? 


Before  expanding  Med- 
icare and  Medicaid  cov- 
erage, and  before  initiat- 
ing additional  measures 
of  this  type,  it  is  import- 
ant to  formulate  what 
seem  to  be  the  most  im- 
portant long  range  major 
health  goals.  Among 
those  for  consideration 
are  the  two  questions 
listed  in  the  above  title. 
These  are  to  be  discussed 
in  the  Health  Sciences 
Auditorium.  University  of  Washington  beginning  at 
8:00  p.m.  on  January  24.  The  principal  speakers  are 
Dwight  Wilbur,  President-elect  of  the  American 
Medical  Association,  Robert  Marston,  Director  of 
Regional  Medical  Programs,  National  Institutes  of 
Health,  and  Charles  Odegaard,  Ph.D.,  President  of 
the  University  of  Washington.  John  Hogness,  Dean 
of  the  University  of  Washington  Medical  School,  will 
moderate  the  discussion. 


DWIGHT  WILBER,  M.D. 


The  program  is  one  of  several  dealing  with  philo- 
sophical aspects  of  medicine  that  have  been  offered 
to  practicing  physicians,'  faculty,  students,  interns, 
residents,  research  fellows  and  others  during  the  past 
year.  These  have  been  under  the  direction  of  Robert 
Williams  and  seven  colleagues:  Norman  Brown, 
Roger  Bulger,  Neil  Elgee.  Harold  Laws,  Mansell 
Pattison.  Ralph  Victor  and  Robert  Willkens. 


Other  subjects  that  have  been  covered  in  this 
series  include:  euthanasia  (overt,  subtle,  negative, 
positive);  marked  increases  in  the  control  of  the 
population  and  improved  health  by  means  of  much 
more  extensive  utilization  of  anti-fertility  measures 
and  induction  of  abortion;  radical  iatrogenic  altera- 
tions of  genetic  patterns;  future  problems  presented 
by  extensive  transplantation  of  multiple  organs;  and 
problems  with  psychedelic  drugs,  and  alcoholism. 


The  subject  for  January  24  meeting  is  of  enormous 
importance;  all  interested  persons  are  invited  to 
attend. 


general  news  continued  on  page  92 
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The  full  V4  grain  of  phenoba'rb  in  the  formula 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codeine 


Phenaphen 
with  Codeine 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate !4  gr.  (No.  2), 


Vi  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation 
and  drowsiness  have  been  reported. 

A H.  ROBINS  CO.,  INC..  Richmond,  Va.  23220 
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" Think-in " Develops  Program  for  Coronary  Care  Education 


A three  day  “think-in"  conference  was  held  De- 
cember 2 at  Hood  Canal  to  give  Washington  and 
Alaska  nurses  the  opportunity  to  collaborate  their 
ideas  for  developing  a model  program  to  improve 
nursing  care  for  heart,  cancer  and  stroke  victims.  The 
planning  conference  was  cosponsored  by  University 
of  Washington  School  of  Nursing  and  Washington 
Alaska  Regional  Medical  Program. 

The  program  proposed  to  establish  coordinators, 
in  three  key  locations  in  Washington  and  Alaska,  to 
develop  an  adequate  program  of  continuing  educa- 
tion and  provide  nurses  with  courses  held  either  in 


or  convenient  to  their  places  of  employment. 

The  Washington/ Alaska  Regional  Medical  Pro- 
gram has  available  funds  to  finance  such  projects  as 
continuing  education  and  “improved  patient  care" 
demonstrations. 

A similar  project  of  coronary  care  education  is  in 
operation  at  the  Pacific  Science  Center,  Seattle.  The 
model  hospital  coronary  care  unit  was  built  by  Wash- 
ington/Alaska Regional  Medical  Program  and  aided 
by  Washington  State  Heart  Association.  Courses  are 
sponsored  by  the  University  of  Washington  School 
of  Nursing  with  assistance  from  University  of  Wash- 
ington Division  of  Cardiology. 


X-Ray  of  the  Month  on  page  44 


Excretory  urography  revealed  a large  calcified 
mass  in  the  right  lower  quadrant  that  showed  no  ex- 
cretion of  contrast  material.  At  retrograde  examina- 
tion. the  right  ureter  was  displaced  into  the  left  lower 
quadrant  of  the  abdomen  and  totally  obstructed. 
This  pattern  of  calcification  is  seen  in  about  10  per 
cent  of  renal  carcinomas.  Aortography  revealed 
renal  arteries,  one  of  which  was  dilated  to  nearly 
the  size  of  the  aorta.  There  was  massive  arterio- 
venous communication  within  the  neoplasm.  The 
draining  vein  was  equal  in  size  to  the  vena  cava. 

This  case  demonstrates  a number  of  the  common 
findings  with  renal  carcinoma,  namely,  a palpable. 


partly  calcified  mass  and  nonfunctioning  kidney  in 
a patient  with  gross  hematuria.  The  extremely  long 
history  is  unusual  although  renal  carcinoma  is  known 
sometimes  to  grow  very  slowly,  over  a long  interval. 

An  entirely  identical  appearance  could  occur  with 
a benign  renal  adenoma.  However,  in  this  case  evi- 
dence of  malignancy,  .including  some  venous  in- 
vasion. was  present.  Arteriography  was  unnecessary 
as  a diagnostic  step,  but  was  of  extreme  value  in 
identifying  the  arterial  and  venous  connections  and 
greatly  simplified  the  surgical  resection. 

Diagnosis:  Hypernephroma 


LIFESAVING  BRACELETS 


More  than  170,000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  the  words 
“Medic  Alert”  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Applications  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  _ 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy. 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H'arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea. flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q. i d.  Con- 
tinue for  It)  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  1 25,000  u.  nystatin  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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For  your  impatient  cold  patients 


Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

Neo-Synephrine' (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfadil  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Zephiran^(brand  of  benzalkonium,  as  chloride,  refined)  1:5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 

nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


Winthrop  Laboratories 
New  York.  N.Y.  10016 
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NASAL  SPRAY 

relieves  / 

nasal  symptom^ 
on  contact 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OPENING  FOR  GENERAL  PRACTITIONER- In  Medical  Center, 
northwestern  Washington.  Economic  outlook  excellent 
Medical  Center  established  in  same  location  many  years. 
Write  Box  17-C,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


MEDICAL  CENTER  IN  WESTERN  WASH.-Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hospital,  Cle  Elum;  F.  J.  Rogalski,  M.D.; 
or  C.  C.  Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


WASHINGTON  STATE  UNIVERSITY,  PULLMAN-Needs  two  gen- 
eral practitioners  and  one  half-time  psychiatrist  to  com- 
plete the  staff  of  a busy  University  Health  Service,  which 
is  housed  in  a fully  accredited  general  hospital  on  campus. 
11,200  students.  Presently  five  full  time  physicians,  part- 
time  internist  and  psychiatrist,  11  month  appointment.  Mal- 
practice insurance  paid  by  University,  matching  retirement 
program,  hospitalization,  salary  continuance  and  life  insur- 
ance program  available.  Pleasant  Eastern  Washington  cli- 
mate. Hunting  and  fishing  available.  Excellent  University 
atmosphere.  This  is  an  equal  opportunity  University.  Wash- 
ington license  and  Basic  Science  Certificate  required. 
Salary  competitive.  Contact  Ralph  M.  Buttermore,  M.D., 
Director  Student  Health  Service. 


MEDICAL  DIRECTOR— Metropolitan  Seattle  teaching  hospital 
of  300-beds,  growing  to  450  in  1968.  Fully  approved  and  ac- 
credited. Salary  open,  commensurate  with  credentials.  Ex- 
cellent fringe  benefits.  Send  resume  to  Sister  Virginia 
Swager,  Administrator,  Providence  Hospital,  500-17th  Ave., 
Seattle  98104. 


THREE  MAN  GROUP  DESIRES  TO  EXPAND  — Situated  in 
Green  River  Valley,  eighteen  miles  south  of  Seattle.  Boeing 
Space  Center  makes  area  richest  expanding  area  in  the 
world.  Clinic  addition  under  construction  will  give  total 
working  area  of  4500  square  feet.  New  hospital-surgical 
privileges  for  general  practitioners.  GP,  Internist  or  Gen- 
eral Surgeon  may  apply.  Salary  open.  Call  collect  852-2450 
or  write  S.  W.  Rowbottom,  M.D.,  222  N.  State,  Kent,  Wash. 
98031. 


SERVICE 


EDITING  AND  ILLUSTRATING-Mary  Stamper,  743-2676  or 
Helen  Halsey,  SU  4-3423. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


OFFICE  SPACE 


UNFINISHED  OFFICE  SPACE— In  a clinic  building  now  under 
construction  across  the  street  from  Overlake  Hospital, 
Bellevue,  Wash.  GL  4-8111. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA- Fully  servic- 
ed professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Mr.  Jack  Hayes,  Henry  Broderick,  Inc.,  MA  2-4350, 
Seattle  98104. 


PHYSICIAN'S  OFFICE-  Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Mr.  Marvin  Bush,  Second  and  Cherry,  Seattle,  Wash.  98104. 


TWO  UNFINISHED  SUITES—  Available  in  new  medical  build- 
ing after  January  1,  1968.  Cross  Roads  area  of  Bellevue. 
Wash.  Contact  Clark  Aaronson,  M.D.,  14810  Lake  Hills, 
Blvd.,  Bellevue,  WA.  98004,  SH  6-6500. 


MEDICAL-DENTAL  BUILDING— Being  built,  Bremerton’s  West 
Side.  Suite  and  decor  to  your  specifications  if  selected 
soon.  Pharmacy  to  be  in  building.  Contact  H.  J.  Ralkowski, 
D.D.S.,  920  No.  Callow,  Bremerton,  WA.  98313,  phone  (206) 
ES  3-1800. 


CAREER  EMERGENCY  ROOM  PHYSICIAN- Vail ey  General 
Hospital,  Renton,  Wa,  seeks  4 men  to  provide  24-hour 
7-day  a week  medical  service.  $2,500  guarantee  first  month 
per  physician.  For  particulars,  call  Chief  of  Staff  or  Ad- 
ministrator. (206)  AL  5-3471. 


EXCELLENT  OPPORTUNITY  FOR  GP-To  associate  with  two 
well  established  GP’s  in  a fully  equipped  office  in  ideal 
suburban  location,  Portland,  Ore.  Salary  open,  leading  to 
full  partnership.  Write  Box  9-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


OPENING  FOR  INTERNIST  OR  GP-In  Portland  suburbs.  Min- 
imum salary  of  $20,000  with  opportunity  for  full  partner- 
ship in  one  year.  New  clinic  building,  latest  x-ray,  lab- 
oratory, surgical  and  office  equipment.  Write  Argay  Clinic, 
3620  N.E.  122nd  Ave.,  Portland,  Ore.,  97230,  phone  (503) 
255-9550. 


GENERAL  PRACTICE  FOR  SALE-Yearly  gross  $62,000;  9 room 
modem  office  in  fine  residential  area,  EKG,  lab.,  x-ray. 
Rent  $200  monthly;  5 minutes  to  two  modern  hospitals. 
Available  July  1,  1968.  Write  Mrs.  S.  Bissell,  315  N.  Hillcrest 
Dr.,  Yakima,  WA.  98902. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.-Is  prepared  to  place 
board-elegible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators  technologists,  dietitians 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 
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Meetings 


OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco.  June  16- 
20.  1968. 


AMA  Clinical — Miami  Beach.  1968. 


AMA  Rural  Health  Conference,  March 
20-30.  1968,  Seattle. 


Oregon  Medical  Association— Oct.  1-4, 
1968.  Portland. 


American  Physicians'  Society  for  Phys- 
iologic Tension  Control  — Vancou- 
ver. B.C.,  May  16-19,  1968. 

Pres..  Herman  A.  Dickel,  Portland 
Sec  Robert  Rinehart,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan..  April, 
Oct.) 

Pres.,  P.  H.  Blachly.  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — Port- 
land. 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  L.  Lang.  Corvallis 
Sec.,  E.  W.  Landreth.  Portland 


Oregon  Radiological  Society  — Univer- 
sity Club.  Portland,  2nd  Wednesday, 
October-April. 

Pres.,  Robert  S.  Miller,  Beaverton 
Sec.,  Irving  J.  Horowitz.  Portland 


Oregon  Society  of  Internal  Medicine 

Pres.,  Harmon  T.  Harvey,  Salem 
Sec.,  Estill  N.  Deitz.  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman.  3rd  Fri.  (Oct.,  Nov., 
Jan.  through  May.) 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro.  Portland 


Puget  Sd.  Acad  Ophth.  & Oto.  — 3rd 
Tues.  (Oct. -Apr.)  Seattle;  Mav, 
Everett. 

Pres.,  Barry  Brugman,  Seattle 
Sec.,  D.  F Milam.  Jr..  Bellevue 


Seattle  Gyn.  Soc.  — 3rd  Wed.  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynwood 


Seattle  Pediatric  Society  — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres..  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc.  — 4th  Mon.  (Sept- 
June;  except  Dec.) 

Pres..  Alexander  H.  Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Society  of  Internal  Medicine 
—Quarterly,  Ridpath  Motor  Inn. 

Pres..  Roy  T.  Pearson,  Spokane 
Sec.,  Alexander  P.  Greer,  Spokane 


Washington  State  Medical  Association 
—Sept.  22-25.  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  Harry  Evans.  Portland 
Sec.,  Stephen  Bennett,  Eugene 


Spokane  Surgical  Society  — Quarterly, 
1st  Wed..  Feb. 

Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen.  Spokane 


Idaho  Medical  Association  — June  26-29, 
1968.  Sun  Valley. 


Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel.  Portland 
Pres.,  Emerson  J.  Collier,  Portland 
Sec..  C.  A.  Macfarlane.  Portland 


Tacoma  Academy  of  Internal  Medicine 
4th  Tuesday  (Sept.-May) 

Pres.,  Calvin  R.  Lantz,' Tacoma 
Sec.,  J.  G.  Kattlerhagen,  Tacoma 


N'orth  Pacific  Pediatric  Society — Olym- 
pic Hotel,  Victoria,  B.C.,  March  6- 
9,  Sept.  14-17,  1968. 

Pres  . Loy  T.  Swinehart,  Boise,  Ida. 
Sec  Leslie  Mackoff,  Seattle.  Wash. 


North  Pacific  Society  of  Xeur.  & Psy. 
— April  4-6,  1968,  Hilton  Hotel, 
Portland.  Oregon. 

Pres.,  Henry  Zeldewitz,  Vancouver, 
B C 

Sec'.  W.  W.  Thompson.  Portland 


Pacific  Northwest  Radiological  Society 
—Annual  Meeting,  May,  1968. 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  San  Francisco, 
1968. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto 


O R E G OX 


Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Ho- 
tel, Portland. 

Pres..  Irl  Clary,  Portland 
Sec..  David  Sellers.  Portland 


Portland  Academy  of  Pediatrics  — 1st 
Monday 

Pres.,  C.  W.  Van  Rooy,  Portland 
Sec.,  Glenn  Lembert,  Portland 


Portland  Academy  of  Psychiatry — 1th 
Tuesday  (except  Jan. -May,  Sept.- 
Nov.) 

Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres..  Edward  Wayson.  Portland 
Sec.,  J.  Gordon  Grout.  Portland 


UOMS  Alumni  Association  — Annual 
Meeting,  April  24-26,  1968.  Portland. 

Pres..  Donald  E.  Olson,  Portland 
Sec.,  Kenneth  Seales,  Portland 


WASHINGTON 


Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May.)  Annual  .Meet,  May  4 
Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June.) 
Pres.,  L.  L.  Herr,  Seattle 
Sec.,  John  E.  Nelson,  Seattle 


Washington  Academy  of  General  Prac- 
tice—Meeting,  May  2-3,  1968,  Tyee 
Motor  Inn,  Olympia 
Pres.,  William  Mead,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle 

Pres.,  Richard  L.  Pokorny,  Seattle 
Sec.,  Philip  O.  Bridenbaugh,  Seattle 


Wash.  St.  Soc.  of  Allergy 
Pres.,  John  Colen,  Seattle 
Sec.,  Stanley  Keitz,  Seattle 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres..  Jack  B Miller,  Portland 
Sec.,  Thomas  A.  Burns,  Portland 


King  County  Acad.  Gen.  Pract.  — 4th 
Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres..  Huber  Grimm.  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr.,  Yakima 
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DIRECTORY  OF  jl dvCftlSCTS 


Armour  Pharmaceutical  Company 

Lederle  Laboratories 

J.  B.  Roerig, 

Letter  ( Sodium 

Peritinic 

9 

Div.  of  Charles  Pfizer  & Co., 

Inc. 

Levothyroxine) 

43 

Stresscaps 

53 

Tao 

70-71 

Breon  Laboratories  Inc. 

Lilly,  Eli  and  Company 

Searle,  G.  D , & Company 

Lomotil 

98-99 

Fergon 

88 

V-Cillin  K,  Pediatric 

20 

Shadel  Hospital  Inc. 

Bristol  Laboratories 

McNeil  Laboratories  Inc. 

Treatment  of  Alcoholism  65 

Tetrex-F 

93 

Parafon  Forte 

74 

Sherman  Laboratories 

Burroughs  Wellcome  & Co.,  Inc. 

Mead  Johnson  Laboratories 

Protamide 

72 

Empirin 

51 

Oracon  80-81-82 

Smith  Kline  and  French  Laboratories 

Ciba  Pharmaceutical  Company 

Medic  Alert 

Thorazine 

14 

Serpasil-Esidrix 

66 

Life  Saving  Bracelets  90, 

92 

Stuart  Company 

Mylanta 

67 

Cutter  Laboratories 

Pacific  Vegetable  Oil  Corp. 

Hyper-Tet 

100 

Saffola  Products 

8 

Syntex  Laboratories,  Inc. 

Norinyl 

85-86-87 

Dorsey  Laboratories 

Parke,  Davis  and  Company 

Synalar 

16-17-18 

Triaminic-tablets 

Chloromycetin 

2 

Trick  & Murray 

Office  Supplies 

Wine  Adivisory  Board 

and  syrup  Insert  45-46-47-48 

T ussagesic  6 

Pfizer  Laboratories  Div. 

Vistaril  60-61-62-63 

79 

Geigy  Pharmaceuticals 

Torfranil 

76-77 

Raleigh  Hills  Hospital 

Treatment  of  Alcoholism 

55 

Wine  for  Your  Health  78 

Winthrop  Laboratories 

Haack  Laboratories 

Ohestat 

89 

Robins,  A.  H.,  Company,  Inc. 

NTZ 

94 

Donnagel/  Robitussin 

Wyeth  Laboratories 

Hynson,  Westcott  & Dunning,  Inc. 

Insert  11 

-12 

Pen  Vee  K 

5 

Lactinex 

3 

Phenaphen 

13 

Tubex 

Insert  57-58 

DICTIONARIES  ANONYMOUS 

The  other  day  as  I was  on  my  way  to  the  R's,  I stumbled  across  the  word  ‘'cabala” 
in  my  dictionary.  And  since  I am  a member  of  Distionaries  Anonymous — which  means 
that  at  the  flip  of  a page,  I go  reeling  into  orgies  of  definitions — I never  did  get  to  my 
destination.  In  fact  I even  forgot  the  word  I set  out  to  find.  “Cabala”  fascinated 
me.  It  had  a mystic  ring  to  it — indeed,  as  it  turned  out,  it  meant  something  mystic; 
it  is  a synonym  for  occultism,  coming  from  a Hebrew  word  that  refers  to  a Jewish 
cult  professing  a whole  catalog  of  mysteries.  From  it  we  derive  our  more  common 
word  “cabal,”  a secret  group.  This  dictionary,  however,  speculated  on  an  alternative 
history  of  “cabala.”  Rather  than  coming  from  the  Hebrew,  it  might  instead  have  been 
derived  from  the  initials  of  the  ministers  of  Charles  II,  King  of  France.  And  since  we 
are  on  a free  association  binge,  it  might  be  amusing  to  speculate  on  the  kind  of  name 
we  would  fashion  from  the  initials  of  the  Johnson  cabinet.  What  would  they  spell? 
(“Confusion,”  I can  hear  a Republican  sneer.)  Of  course  our  ears  are  full  of  acronyms 
these  days — UNESCO,  CORE,  SNAFU  and  RADAR  to  name  only  a few. 

On  another  carouse,  I fell  across  the  word  “extenuate."  From  the  Latin,  this  literally 
means  “to  make  thin.”  A diet,  we  might  say,  is  an  extenuating  circumstance.  Seriously, 
however,  “extenuate”  illustrates  how  frequently  we  make  concepts  from  nature.  Meta- 
phor is  embedded  in  our  everyday  speech  (like  “embedded”  for  instance).  The  “super- 
cilious” person  literally  is  one  who  raises  his  eyebrows.  When  we  “educate”  someone, 
we  “draw”  him  out.  A person  with  a “talent’  is  one  with  money.  To  “flinch”  is  literally 
to  bend.  As  Emerson  pointed  out  in  his  essay  “Nature,”  “right”  means  “straight,” 
wrong  means  “twisted,”  “spirit”  primarily  means  “wind,”  “transgression”  means  cross- 
ing of  a line. 

D.  Gordon  Rohman 
— Department  of  English, 
Michigan  State  University 
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In 

diarrhea  of 

acute  gastroenteritis... 
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LO  MOT  I Ll:“ 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• Lowers  Motility*  Allays  Diarrhea  Limits  Disability 


No  matter  how  quickly  diarrhea 
may  subside,  it  seldom  subsides 
quickly  enough  for  the  patient. 

The  lack  of  laboratory  methods  for 
promptly  identifying  the  causative 
organism  increases  the  importance  of 
symptomatic  and  supportive  therapy. 

Lomotil  is  a simple,  highly 
acceptable  agent,  free  of  the  major 
disadvantages  of  the  opiates,  for 
prolonging  intestinal  transit  time  and 
limiting  the  duration  of  diarrhea. 
With  Lomotil  to  control  intestinal 
hypermotility  and  diarrhea,  patients 
are  more  comfortable  and  frequently 
are  able  to  resume  normal 
activities  sooner. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not  be 
exceeded,  and  medication  should  be  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils  and  tachycardia;  continuous 
observation  is  recommended.  Lomotil  should 


be  used  with  caution  in  patients  with 
impaired  liver  function  or  those  taking 
addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation, 
dizziness,  cutaneous  manifestations, 
restlessness,  insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria, 
depression  and  general  malaise. 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Children: 

3-6  mo.  . . >/2  tsp*  t.i.d.  (3  mg.)  * 1 « 

6-12  mo.  .V2  tsp.  q.i.d.  (4  mg.)  1111 

1- 2 yr.  ..  Mi  tsp.  5 times  daily  (5  mg.)  11111 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.)  ill 
5-8  yr.  . . .1  tsp.  q.i.d.  (8  mg.)  1111 

8-12  yr.  . .1  tsp.  5 times  daily  (10  mg.)  1 1 1 1 1 

Adults:  . .2  tsp.  5 times  daily  (20  mg.)||  ||  ||  ||  | 
(or  2 tablets  q.i.d.)  ee  oa  ee  os 


♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 
initial  daily  dosage. 


SEARLE 


Research  in  the  Service  of  Medicine 
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New. . . in  a Disposable  Syringe 


Hyper-Tet 

[TETANUS  IMMUNE 
GLOBULIN-HUMAN,  U.S.P.] 


Hyper-Tet  is  now  fully  available  in  a complete,  more  convenient  injection 
package  ready  for  immediate  use. 

• 250  unit  sterile  disposable  syringe  with  needle. 

• 70%  alcohol  prep  swab  wrapped  individually  in  foil. 

This  new  package  greatly  simplifies  and  speeds  administration.  Hyper- 
Tet,  in  either  the  syringe  or  250  unit  vial,  has  a three  year  dating. 


The  Tetanus  Antitoxin 
without  horse  serum 
or  its  reactions 


Side  Effects  and  Precautions:  The  likelihood  of  anaphy- 
lactic reactions  or  serum  sickness  is  remote.  Though  not 
in  connection  with  Hyper-Tet,  very  rare  serious  reactions 
from  other  human  gamma  globulin  products  have  been 
reported.  Their  extreme  rarity  makes  prediction  of  the 
occurrence  impossible.  Slight  soreness  at  or  over  the 
injection  site  may  be  noted.  DO  NOT  give  intravenously. 
Skin  tests  should  NOT  be  given  since  almost  all  individu- 
als will  give  false  positive  reactions  to  any  human  gamma 
globulin  product. 

World  Leader  in  Human  Blood  Fractions 


CUTTER  JlcUu^uUo^ueA- 


Berkeley,  California 
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She  doesn’t  feel 
she  “suffers’ 
from  hypertension 


Butiserpazide*  lowers  blood  pressure 
so  smoothly  that  patients  are  often  untroubled 
by  either  disease  or  therapy 


By  switching  patients  to  Butiserpazide  you  may 
be  able  to  free  them  of  much  of  the  burden  of 
hypertension.  Clinical  comparisons  have  shown 
that  many  respond  with  (1)  smooth,  uniform  low- 
ering of  blood  pressure1 ...  at  times  to  levels  below 
those  attained  with  previous  therapy2;  (2)  “strik- 
ing” improvement  in  such  symptoms  as  headache, 
nervousness,  palpitation  and  dizziness2;  plus 

You  have  a choice  of  2 strengths: 


(3)  “. . . lowered  incidence  of  drug  side  effects.”2 
And  there’s  an  added  advantage:  the  usual 
dosage  is  just  1 tablet  once  or  twice  daily,  often 
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and  diuretic  action,  but  a mildly  sedative  effect  as 
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hypertension? 
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controls  many  moderate  to  severe  cases  without  any  need  for  ganglionic  blockers, 
or  other  more  potent  agents;  if  such  agents  are  needed,  their  dosage  can  be  cut  in  half. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Who  Besides  Public  Health? 

Portland,  Oregon 

Editor,  northwest  medicine: 

The  editorial,  “Dental  Caries,”  in  the  December 
1967  issue  of  northwest  medicine,  appears  to  have 
five  salient  points: 

First,  fluoridation  should  cease  to  be  the  focal 
point  of  dental  health  controversy.  Apparently  it  has 
been  a focal  point  of  controversy  for  others  inter- 
ested in  the  health  of  our  citizens.  The  focal  point  for 
the  American  Academy  of  Pediatrics,  American 
Association  for  the  Advancement  of  Science.  Ameri- 
can Cancer  Society,  American  Dental  Association, 
American  Medical  Association,  American  Public 
Health  Association,  College  of  American  Patholo- 
gists, Food  and  Drug  Administration,  Industrial 
Medical  Association.  National  Research  Council, 
United  States  Public  Health  Service  and  many  more 
health  professionals,  is  not  fluoridation.  Their  focal 
point  is  a vital  interest  in  the  health  and  welfare 
of  our  citizens.  Starting  from  this  point  they  have 
independently  reviewed  the  evidence  and  endorsed 
the  principle  of  fluoridation  of  public  water  supplies 
as  one  proven  method  of  improving  health  by  sig- 
nificantly reducing  dental  caries.  A scientific  fact 
is  not  controversial — it  is  refutable  by  proof  of  its 
error  or  its  applicability  may  be  judged  in  the  light 
of  other  scientific  facts  and  its  political,  economic 
and  social  ramifications. 

Second,  “The  Dental  Profession  and  Medical 
Profession  should  pool  all  current  knowledge  and 
determine  all  facts  to  be  presented  to  the  public.” 
Today,  as  at  the  time  of  the  original  statement 
fifteen  years  ago,  this  knowledge  continues  to  be 
gathered  and  published.  One  cannot  help  but  won- 
der how  the  editor  remains  unaware  of  this  mount- 
ing. overwhelming  evidence  supporting  the  safety 
and  efficacy  of  fluoridation  of  public  water  sup- 
plies as  a method  of  reducing  dental  caries. 

Third,  “Voluntary  methods  only  should  be  pre- 


sented.” This  a priori  condition  for  evaluation  of 
public  dental  and  health  policies  would  immediately 
close  the  doors  ot  the  scientific  attitude  which  al- 
lows programs  to  stand  or  fall  on  their  own  merits 
and  would  return  public  water  supply,  environ- 
mental sanitation,  and  consumer  protection  to  the 
dark  ages. 

Fourth,  “Cooperation  of  manufacturers  of  re- 
fined carbohydrate  products  should  be  sought.”  The 
editor  fails  to  state  what  specific  program  they 
should  cooperate  with,  but  presumably  it  is  ana- 
lagous  to  the  American  Cancer  Society,  the  Ameri- 
can Heart  Association  and  the  United  States  Public 
Health  Service  approaching  the  tobacco  industry 
for  cooperation  to  reduce  bronchogenic  carcinoma 
and  coronary  vascular  disease  by  discouraging  ciga- 
rette smoking. 

Fifth,  (dental  caries?,  fluoridation?)  “is  not  prop- 
erly in  the  field  of  public  health.”  If  the  editor  is 
referring  to  dental  caries,  then  there  would  be  no 
field  for  public  health.  Dental  caries  is  probably 
second  only  to  aging  as  a universal  affliction  of  our 
population.  Only  10  per  cent  of  the  5th  grade  school 
children  in  a middle  income  area  of  Multnomah 
County  are  free  of  dental  caries.1  Four  of  every  five 
dollars  spent  for  health  needs  in  Oregon’s  Head  Start 
Program  are  for  dental  services.2  The  Head  Start 
Program’s  average  cost  for  dental  sevices  per  child 
in  San  Francisco  and  Vallejo  (with  fluoridated  water) 
was  $26.35  and  $27.77  respectively,  while  in  Berkeley 
and  San  Joaquin  (without  flouridated  water)  it  was 
$70.01  and  $82.85  respectively.3  Unions  are  negotiat- 
ing for  dental  benefits.  We,  as  consumers  and  tax- 
payers, are  picking  up  the  tab  for  this  increasing 
demand  for  dental  services.  If  the  editor  is  referring 
to  fluoridation,  then  who  besides  public  health  would 
have  the  public  interest,  medical  knowledge,  legal 
force  and  technical  resources  to  supervise  it,  modify 
it  or  revoke  it  as  required  in  the  light  of  continued 
accumulation  of  knowledge? 

I am  disappointed  that  such  naive  and  archaic  rec- 
ommendations should  represent  the  editorial  thinking 

Of  NORTHWEST  MEDICINE. 

Sincerely, 

kit  G.  Johnson  M.D.,  Resident 
Preventive  Medicine  ana  Public  Health 


REFERENCES 

1 Mrs.  Jean  Johnson,  Dental  Hygienist,  Multnomah 
County  Division  of  Public  Health 

2 David  Witter,  Dental  Health  Section,  Oregon  State 
Board  of  Health 

3 V.  L.  Diefenbach,  Division  Dental  Health  U.  S.  Public 
Health  Service 
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DORSEY  "FLU-GRAM” 

DON' 

r BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 

WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 


WfSs 

REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 
ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 


COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 
MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 


each 

Tussagesic 

timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 
Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen  325  mg. 

Dosage:  Adults — 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  68501 


1 1 

| clip  and  file  under  “flu”  | 

For  relief  of  “flu-like"  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 

(402)434-6311  | 

Fast  delivery  by  your  Dorsey 
Representative 

[ ! 
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Phenaphen 
with  Codeine 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (2V2  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate 14  gr.  (No.  2), 


14  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon -nausea,  constipation, 
and  drowsiness  have  been  reported. 

A H.  ROBINS  CO..  INC.,  Richmond,  Va.  23220 


Diets  to 

reduce  cholesterol  levels 
can  show  a marked  improvement 
in  patient 
acceptance 
with 
Saffola 
products. 


Patients  enjoy  the  light,  delicate  flavor 
of  all  Saffola  products.  This  flavor  comes 
from  safflower  oil,  Safifola’s  principal 
ingredient.  Safflower  oil  produces 
superior  mayonnaise  and  margarine.  As 
a salad  and  cooking  oil,  it’s  unexcelled. 
And  safflower  oil  is  50%  higher  in 


poly-unsaturates  than  corn  oil. 

To  help  your  patients  adjust  to  a diet  low 
in  saturated  fats,  we  have  a special  Saffola 
recipe  booklet.  A supply  is  yours  for  the 
asking — from  Pacific  Vegetable  Oil 
Corporation,  World  Trade  Center,  San 
Francisco,  California  94111. 


Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematiiuc 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate)  . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


<89-7-6063 


correspondence  continued  from  page  108 
Response  to  Inquiry 

Editor,  northwest  medicine: 

Thank  you  for  your  prompt  reply  to  my  letter.  I 
apologize  for  my  delay  in  answering  your  request; 
but  I was  attempting  to  track  down,  as  far  as  pos- 
sible, the  third  reference  made  in  my  letter,  “Who 
Besides  Public  Halth?”  (See  page  108,  Ed.) 

References  to  my  letter  probably  should  be  in  the 
form  of: 

1.  Johnson,  Jean,  Personal  correspondence 

2.  Witter,  David,  Personal  correspondence 

3.  Diefenbach,  V.  L.,  United  States  Public 
Health  Service  Bureau  of  Health  Manpower 
Division  of  Dental  Health  News  Release  of  Oc- 
tober, 1967. 

Mrs.  Jean  Johnson,  Dental  Hygienist  of  Multno- 
mah County  Division  of  Public  Health  visually  sur- 
veyed teeth  of  all  5th  grade  students  from  14  schools 
this  fall.  Of  the  1,008  students  only  100  were  free  of 
caries  or  restorations;  57  had  caries  with  urgent  need 
of  care;  45  had  significant  caries;  141  had  beginning 
caries  and  the  remaining  665  had  restorations  present 
without  visible  caries. 

David  Witter  has  confirmed  with  Mr.  Paul  Pear- 
son of  the  Office  of  Economic  Opportunity  in  Salem, 
that  each  child  in  the  Head  Start  Program,  Oregon, 
receives  $20.00  to  $25.00  in  medical  care  and  $65.00 
to  $85.00  in  dental  care.  You  may  be  interested  in  ob- 
taining the  cost  of  this  program  in  Washington. 

I am  enclosing  a copy  of  the  News  Release  (page 
112,  113,  Ed.)  cited.  I could  not  locate  a copy  of  the 
News  Letter  referred  to. 

Thank  you  for  your  invitation  to  submit  reports  of 
work  in  this  field.  I am  not  doing  original  work  in  it; 
but  I will  try  to  stimulate  others  whom  I know  are 
gathering  data. 

Sincerely, 

KIT  G.  JOHNSON,  M.D., 

Resident  Preventive  Medicine  and  Public  Health 


October  2,  1967 

“Less  tooth  decay  among  people  and  greatly  re- 
duced costs  for  dental  care  are  what  a community 
can  expect  to  result  from  fluoridating  its  public  water 
supply.” 

This  statement  was  made  today  by  Assistant  Sur- 
geon General  Dr.  Viron  L.  Diefenbach.  Director  of 
the  Division  of  Dental  Health,  U.S.  Public  Health 
Service,  who  pointed  out  that  the  impact  of  fluorida- 
tion on  dental  care  costs  is  dramatically  illustrated 
by  costs  per  child  patient  for  dental  care  provided  in 
the  summer  1966  Head  Start  programs  in  a number 
of  California  communities. 
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Dr.  Diefenbach  cited  a report  of  the  California 
Dental  Service,  in  its  recent  Newsletter,  which  showed 
that  the  costs  of  providing  dental  care  services  for 
Head  Start  children  in  San  Francisco  and  Vallejo, 
both  fluoridated  communities,  were  almost  two- 
thirds  lower  than  the  same  basic  dental  care  services 
in  non-fluoridated  California  communities. 

As  reported  in  the  Newsletter,  from  Head  Start 
dental  care  programs,  San  Francisco  and  Vallejo  had 
and  average  cost  per  child  patient  of  $26.35  and 
$27.77  respectively.  “The  average  cost  per  child  was 
highest  in  the  non-fluoridated  communities  of  San 
Joanquin,  where  it  was  $85.85,  and  Berkeley,  where 
it  was  $70.01.” 

The  markedly  decreased  number  of  dental  cavities 
and  the  resulting  necessity  for  fewer  extractions  and 
less  extensive  fillings  are  reflected  in  reduced  costs 
for  dental  care.  In  the  past  decade,  numerous  studies, 
many  by  th  Division  of  Dental  Health,  confirmed  the 
fact  that  tooth  decay  can  be  reduced  by  approxi- 
mately 65  per  cent  among  children  who  begin  to 
drink  fluoridated  water  early  in  life.  To  fluoridate  a 
community  water  supply  is  inexpensive,  costing  about 
10tf  per  person  per  year. 

“The  benefits  of  fluoridation  are  life-long  assets. 
The  reduction  in  dental  needs  and  its  significant 
impact  upon  the  costs  necessary  to  achieve  good  oral 
health  for  children  are  of  great  importance  for  all 
those  interested  in  the  health  of  the  nation,”  Dr. 
Diefenbach  concluded. 


Scientific  Denial,  Not  Character 
Analysis,  Invited 

Roseburg,  Oregon 

Editor,  northwest  medicine: 

It  is  very  difficult  to  express  my  gratitude  for  your 
splendid  editorial  on  dental  caries  in  the  December 
issue.  You  have  condemned  the  negative  attitude  of 
the  anti-fluoridationist.  But  you  have  also  noted  that 
fluoridation  is  not  getting  the  job  done.  There  is  too 
much  energy  wasted  on  the  feud. 

Yet  I am  a physician  anti-fluoridationist.  I do  not 
apologize  for  it.  I acknowledge  my  own  frailities. 
Likewise  I admire  the  strength,  skill,  and  sagacity  of 
others.  Even  though  I have  frailities  I also  have 
central  ideals  both  political  and  scientific.  I cannot 
easily  part  from  these. 

Politically  I will  not  infringe  myself  upon  my 
neighbor.  I do  not  expect  him  to  do  this  to  me.  I will 
give  my  neighbor  friendly  help  if  he  wants  it  and  will 
accept  friendly  return  favors.  As  a physician  I hope 
to  practice  persuasion  instead  of  compulsion.  I ack- 
nowledge the  right  of  my  patients  to  accept  or  reject 
my  advice  or  to  accept  or  reject  my  medicines.  The 
only  exception  being  if  the  patient  be  not  of  mature 
or  sound  mind  and  what  I am  doing  for  him  is  felt  to 
be  strongly  for  his  future  good.  I do  not  prefer  this 
situation. 

continued  on  page  115 


Relief  of  neuritic  pain  from  herpes  zoster 
(shingles)  is  prompt1'3— usually  after  the 
first  few  intramuscular2  injections— particu- 
larly when  therapy  is  administered  early.3  1 
The  duration  of  disability  in  many  patients 
is  often  significantly,  shortened.  ' Posther- 
petic neuralgias— even  in  the  elderly— rarely 
develop.11  Complete  pain  relief  is  observed 
tn  most  patients  within  5 days.2 

Administration  in  herpes  zoster:  one  ampul 
( 1.3  cc.)  I.M.  daily  for  2 to  5 days.  Caution: 
For  intramuscular  use  only.  Inadvertent  l.V. 
administration  may  cause  anaphylactoid  re- 
action. Supplied:  Boxes  of  10  ampuls.  1.3 
cc. each. 


References 


1.  Combes.  F.  C and  Canizares.  O.:  New  York  State  1 
Med.  52:706-708  (Mar.  15)  1952. 

2.  Xander.  G.  W.:  Western  Med.  1:14  (Sept.)  1960. 

.V  Baket.  A.  G.:  Penna.  Med.  J.  63:697-698  (May)  1960 
4.  Lehrer.  H.  W„  Lehrer,  H.  G.,  and  Lehrer.  D R,: 
Northwest  Med.  75:1249-1252  (Nov.)  1955. 


Detroit,  Michigan  48211 


for  the  searing  pain 
of  “Shingles” . 
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“Will  it  stop  the  pain?” 


a solution 
to  peptic  ulcer 
distress 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


continued  from  page  113 

Fluoridation  runs  counter  to  these  sentiments.  If 
such  sentiments  be  old  fashioned  1 do  not  regret  them. 

Nevertheless,  if  fluoridation  did  what  the  propon- 
ents say  it  does,  and  it  was  the  only  or  the  best  way 
to  prevent  tooth  caries,  I would  not  oppose  it  per- 
sonally. 

Scientifically,  all  of  us  physicians  are  brought  up 
on  the  inductive  and  deductive  methods.  We  are  in- 
terested in  practical  results  and  at  times  of  necessity 
use  empiricism.  We  prefer,  however,  understanding. 
We  prefer  honesty.  We  prefer  truth.  This  is  not  be- 
cause we  wish  to  be  recognized  as  shining  lights.  But 
it  is  because  we  know  we  are  in  harmony,  and  we 
are  going  in  the  right  direction.  If  we  are  in  contact 
with  reality  and  it  is  working  for  us,  we  have  confi- 
dence; we  have  security;  we  have  pleasure  and  a sense 
of  well-being. 

Instinctively,  we  like  fair  play.  We  can  forgive  a 
slanted  lay  press.  We  would  prefer  such  slanting  to 
be  in  both  directions  so  that  it  might  balance  out. 
We  cannot  forgive  slanted  medical  journals,  or  those 
that  suppress  legitimate  thought.  Our  journals  are  our 
last  refuge. 

Because  of  the  political  wall  built  around  fluorida- 
tion, fluorine’s  behavior  in  biology  is  poorly  under- 
stood by  the  healing  arts.  Uncontrolled  statistics  and 
hypotheses  substitute  for  basic  science. 

There  is  a myth  that  only  an  occasional  oddball 
physician  opposes  fluoridation.  This  is  not  true.  My 


Douglas  County  Medical  Society  rejected  it  by  ma- 
jority decision  in  1961.  A recent  survey  (August, 
1967)  of  mine  shows  that  33  out  of  196  Oregon  phy- 
sicians selected  at  random  (16.8  per  cent)  reject  it 
for  various  reasons.  This  survey  further  shows  that 
when  the  available  knowledge  mentioned  below  be- 
comes completely  disseminated,  the  majority  of  the 
profession  will  reject  fluoridation. 

It  is  not  true  there  is  no  evidence  of  systemic  toxi- 
city in  the  one  part  per  million.  Roughly  10  per  cent 
of  the  children  drinking  such  municipally  artif ically 
fluoridated  water  have  slightly  mottled  teeth.  Only 
12.8  per  cent  of  the  196  physicians  knew  the  mottle 
was  due  to  toxic  degeneration  of  the  ameloblasts. 
Most  believe  it  is  a simple  chemical  stain. 

The  mottled  tooth  chips,  pits,  and  fractures  easier. 
Cavities  form  larger.  It  does  not  hold  its  fillings  well. 
It  makes  no  difference  whether  the  mottling  effect 
is  slight  or  severe.  We  cannot  deny  its  realness.  We 
have  been  told  the  opposite.  Only  7 per  cent  of  196 
physicians  knew  the  mottled  tooth  was  more  fragile. 

Even  though  the  harmful  effect  of  fluorides  on 
teeth  are  known  and  easily  verified,  the  alleged  bene- 
ficial systemic  effects  are  hypothetical.  The  local 
beneficial  effects  most  likely  anti-bacterial  are  easily 
substantiated. 

As  a physician  I await  scientific  denial  of  these 
statements,  not  an  analysis  of  my  character.  If  I am 
proven  wrong  wholly  or  partly  I will  apologize  to 
those  whom  I have  offended. 

continued  on  page  lift 


crp]asy  on 
thecQud^et... 

cJ7'Jasy  on 

the  other 
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cpor  cJron  C ^deficiency  Qy^nemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  1 001  6 


brand  of  FERROUS 


on 

GLUCONATE 
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Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


Indications:  For  use  in  management  of  anxiety  and  tension  occurring 
alone  or  as  accompanying  symptom  complex  to  medical  and  surgical 
disorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
leep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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It  your  forte,  sir,  is  to  get  on  with  the  central 
theme  of  preventing  dental  caries,  1 commend  you 
for  it.  My  forte  is  to  expose  a segment  of  the  wrong 
thinking  that  you  have  been  talking  about.  1 am 
possessed,  perhaps,  with  the  peculiar  and  unpopular 
notion  that  such  wrong  thinking  is  worse  than  putting 
very  small  amounts  of  a toxic  substance  in  the  water. 

Sincerely  yours, 
ROY  E.  HANFORD,  M.D. 


Response  to  Inquiry 

Roseburg,  Oregon 

Editor,  NORTHWEST  medicine: 

This  is  in  response  to  your  inquiry  about  a state- 
ment in  my  previous  letter.  (See  page  115,  Ed.) 

1 always  have  a guilty  feeling,  when  no  other 
medical  journal  will  publish  anything  I have  to  say 
on  fluoridation,  to  ask  you  to  do  it.  I do  not  believe 
that  this  is  personal  in  regards  to  other  journals,  but 
has  to  do  with  the  subject  matter,  the  emotionalism, 
etc.  This  makes  it  difficult  for  you  as  you  strive  to  be 
impersonal  in  the  matter,  to  be  fair  without  jeopardiz- 
ing your  own  position.  I have  first  hand  knowledge  of 
the  pressure  that  has  been  brought  upon  you  but  as 
you  already  know  about  it,  I do  not  need  to  discuss  it. 

In  1961,  I really  did  spend  four  months  reviewing 
the  card  indices  of  the  University  of  California  Medi- 
cal School  Library,  the  University  of  Oregon  Medical 
School  Library  and  the  University  of  Washington 
Medical  School  Library  plus  complete  basic  science 
review.  I say  this  in  regard  to  your  green  line  en- 
circlement in  my  letter  of  ‘The  local  beneficial  ef- 
fects most  likely  anti-bacterial  are  easily  substan- 
tiated.” Two  recurrent  statements  are  forever  appear- 
ing. One  is  the  hypothesis  that  the  hydroxy  apatite  is 
converted  to  fluo  apatite  and  this  makes  the  tooth 
more  durable.  The  other  is  that  fluorides  are  anti- 
enzymatic  to  the  bacteria. 

Dr.  Weisz,  in  Pittsburg,  writing  in  1961  showed 
a 90  per  cent  loss  of  tooth  decay  over  a 10  year 
period  by  Va  per  cent  sodium  fluoride  mouth  washes. 
This  is  in  the  1961  Year  Book  of  Dentistry,  I believe. 
The  effect  was  thought  to  be  due  to  a decrease  of 
lacto-bacillus  count.  Early  dental  literature  also  re- 
ported loss  in  bacterial  count  in  children  drinking 
fluoridated  water.  This  is  my  reason  for  saying  “the 
beneficial  effects  most  likely  anti-bacterial  are  easily 
substantiated.”  We  cannot  rule  out  local  chemical 
beneficial  effect  but  so  far  I believe  it  is  only  hypo- 
thetical or  theoretical  as  near  as  1 can  find  out.  Since 
erupted  enamel  does  not  have  living  cells,  we  are  in 
the  extracellular  compartment  of  biology  of  multi- 
cellular organisms  and  the  effects  on  the  enamel,  if 
present,  must  be  simple  chemical  effects.  The  intra- 


cellular effect  of  one  fluoride  ion  is  anti-enzymatic 
in  my  opinion  because  of  the  excessively  strong  na- 
ture of  fluorine  and  the  requirements  for  the  living 
cyto  skeleton  are  weaker  elements  which  do  not  unite 
to  form  stable  compounds  and  do  not  throw  road 
blocks  into  enzyme  action.  I do  not  know  how  we 
can  escape  these  conclusions  if  we  authenticate: 

1.  The  great  strength  of  fluorine  and  its  ability 
to  form  stable  compounds  with  most  cations 
with  exception  of  sodium  and  potassium. 

2.  Biology  is  a dynamic,  unstable  equilibrium. 

Sincerely  yours, 
ROY  E.  HANFORD,  M.D. 


Diet  Pills  Investigated 

Portland,  Oregon 

Editor,  northwest  medicine: 

The  hazards  inherent  in  the  use  of  certain  popular 
multicolored  weight-reducing  pills  which  are  being 
distributed  in  this  area  should  be  brought  to  the  at- 
tention of  the  medical  profession. 

At  least  six  deaths,  apparently  related  to  these  pills, 
have  been  studied  in  this  office  in  the  past  two  years. 
The  deaths  have  occurred  in  individuals  who  were 
known  to  be  taking  the  so-called  “rainbow”  pills  for 
weight  reduction.  A possible  mechanism  of  death  in 
these  cases  is  suggested  by  the  following  non  fatal 
case  reports: 

A 38  year  old  office  worker  noted  the 
gradual  onset  of  muscle  weakness.  Over  a pe- 
riod of  three  days  she  developed  quadraplegia 
and  severe  respiratory  difficulty.  She  was 
thought  to  have  an  acute  ascending  Landry’s- 
type  paralysis  and  was  admitted  to  the  hospital 
to  be  placed  in  a respirator.  She  was  found  to 
have  profound  hypokalemia  (serum  potassium 
of  1.6  mEq  per  liter).  The  administration  of 
potassium  produced  a dramatic  recovery.  She 
had  been  taking  the  “rainbow-colored  pill” 
treatment  for  obesity. 

A 35  year  old  woman  complained  of  nerv- 
ousness, shortness  of  breath  and  palpitation. 
For  two  months  she  had  been  taking  a series  of 
colored  weight-reduction  pills  dispensed  by  a 
physician.  When  examined,  the  heart  rate  was 
120.  The  EKG  displayed  numerous  ventricular 
premature  beats  with  runs  of  ventricular  tachy- 
cardia, and  a digitalis  effect.  The  medication 
was  discontinued  and  all  symptoms  disappeared. 

These  colored  pills  are  known  to  contain,  either 
singly  or  in  combination,  the  following  drugs:  digi- 
talis, thyroid,  a thiazide  diuretic,  a laxative,  barbitu- 
ates  and  amphetamine.  The  thiazide  and  laxative  can 
promote  potassium  loss.  The  amphetamine  anorexia 
can  reduce  potassium  intake  and  the  resulting  hypo- 
kalemia can  sensitize  the  myocardium  to  digitalis  and 

continued  on  page  204 
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A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+ output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient's 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVERE 


Sec  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


Once  a day,  every  day 

ENDURONYL 


METHYCLOTHIAZIDE  5 mg.  with 
DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisemeni 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 


PARGVL1NE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYl! 


METHYCLOIHIAZIOE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients. electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated; 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  'A 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  aoi438 
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NOTES 


The  President’s  State  of  the  Union  Message 
was  confusing.  He  expects  to  ask  the  Congress  for 
a number  of  new  services  to  promote  health  but 
complains  that  the  cost  of  health  services  is 
too  high.  Cadillac  at  Volkswagen  price? 


A Department  of  Experimental  Animal  Medicine  has 
been  established  at  the  University  of  Washington  School 
of  Medicine,  under  direction  of  W.  C.  Dolowy,D. V.M.  The 
new  department  will  offer  programs  for  veterinarians, 
physicians  and  other  scientists  who  wish  to  specialize 
in  diseases  of  laboratory  animals. 


The  College  of  General  Practice  of  Canada  will  hold 
its  12th  Annual  Scientific  Assembly  in  Mexico  City, 

March  25-28.  The  speaker  list  is  international,  mostly 
from  Canada  and  the  United  States,  and  the  subject  list 
is,  of  course,  general.  Information  on  the  meeting  may 
be  obtained  from  Donald  I.  Rice,  M.D. , 1941  Leslie  Street, 
Don  Mills,  Ontario,  Canada. 


James  Goddard,  head  of  the  Food  and  Drug 
Administration  seems  to  have  foot  in  the  mouth  talent 
second  only  to  that  of  Gov.  George  Romney.  How  Dr.  Goddard 
has  said  that  the  neighborhood  drug  store  will  soon  disappear 
and  that  pharmacists  are  not  contributing  anything  much  to 
medical  care.  Apparently  he  hasn’t  examined  the  qualifi- 
cations of  pharmacists  lately.  Their  education  has 
progressed  remarkably  during  the  last  few  years.  They 
are  highly  trained  prof essionals , who  have  specialized  in 
the  study  of  drugs.  Having  devoted  four  years  to  the  study, 
it  should  be  obvious  that  they  know  more  about  drugs  than 
the  medical  graduate  who  spends  a relatively  small  per- 
centage of  his  time  studying  drugs  while  in  medical  school. 
Pharmacists  have  a wealth  of  information  that  they  are  glad 
to  offer  to  any  physician  who  seeks  it.  Dr.  Goddard  ought 
to  apologize. 


Charles  G.  Roland,  a Senior  Editor  of  JAMA  says, 
"Few  medical  schools  teach  medical  writing,  so  students 
and  interns  learn  the  only  way  they  can — by  mimicking 
their  elders.  And  it  is  these  elders  who  create  our 
characteristically, dull,  sloppy,  and  shabby  medical 
literature."  (JAMA  201:616  Aug  21,  1967.) 


Russell  C.  Henry,  whose  letter  appears  elsewhere  in 
this  issue,  was  called  to  Washington  to  appear  before 
Senator  Hart’s  Subcommittee,  January  31.  His  letter, 
therefore,  is  timely  in  this  issue  but  we  must  confess 
that  this  was  not  planned  by  Dr.  Henry.  His  letter  was 
actually  written  last  May,  not  long  after  he  made  the 
startling  discovery  that  reducing  pills  were  the  probable 
cause  of  several  previously  unexplained  deaths.  The  letter 
was  misplaced  and  turned  up  again  last  month.  Our  apologies 
go  to  Dr.  Henry,  along  with  congratulations  for  a very 
astute  piece  of  detective  work. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindrone  lmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 
Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonary 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T3  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  — an  original  steroid  from 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 

Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


nnnvfl 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


She  relies 
on  your 
contraceptive 
advice 


4ft. 


She  can  expect  to 
continue  Oracon  for  years 

OR AGON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets:  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


Oracon  in  a total  conception-control 

program.  Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing. spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness. enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
svndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching,  l’ost-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX,  and  X): 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values); 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1,  the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  fiom  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month's 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  "To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette5  dispenser 

OR  AGON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 
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EDITORIAL 


A Creed  Based  On  Dedication 


A creed  is  an  authoritative  statement  of  be- 
lief. No  single  part  can  be  removed  or 
stand  alone. 

The  American  Medical  Political  Action  Com- 
mittee knows  that  physicians  are  good  citizens, 
make  intelligent  political  decisions  and  fully  in- 
tend to  participate  in  the  elective  process.  Un- 
fortunately, as  we  have  learned,  too  frequently 
these  good  intentions  come  to  naught. 

AMPAC’s  primary  role  in  this  equation,  as  we 
see  it,  is  to  see  that  physicians,  their  wives,  their 
employees  and  their  allies  in  the  healing  arts  do 


not  “stand  idly  by’’  while  the  elective  process 
and  the  legislation  resulting  therefrom  causes 
deterioration  in  the  quality  of  medical  care  avail- 
able to  our  patients. 

The  statement  appearing  on  the  facing  page 
is  being  distributed  by  AMPAC  as  a reminder 
that  a physician’s  creed  is  based  on  his  dedica- 
tion to  service  and  that  one  so  dedicated  cannot 
“stand  idly  by  when  hard  won  freedoms  are 
undei  attack.” 

Blair  J.  Henningsgaard,  M.D.,  Chairman 
American  Political  Action  Committee 
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Planning  Under  Public  Law  89-749 


From  Medicare  it  seems  that  we  must  prog- 
ress to  something  they  call  Planning.  Hav- 
ing been  mauled  by  legislation  that  has 
rocked  the  very  foundation  of  practice,  it  is  not 
surprising  that  physicians  are  disturbed  by  yet 
another  emanation  from  the  legislative  mill. 
Some  have  described  the  latest  program,  in  an 
age  of  programs,  as  frightening.  It  is  frightening 
to  those  deeph  engrossed  in  caring  for  patients— 
those  who  prefer  to  be  let  alone.  But  being  let 
alone  is  a luxury  no  longer  available  in  a world 
bent  on  change  and  in  a country  administered  bv 
architects  of  a Great  Society.  Government  does 
not  seem  inclined  to  go  away. 

Fortunatly,  there  are  many  resilient  minds  in 
medicine.  The\  are  beginning  to  build  something 
new  in  order  to  cope  with  the  onslaughts  of  gov- 
ernment but  what  they  are  building  shows  signs 
of  developing  something  that  will  look  a good  bit 
like  something  old.  The  foundation  may  have 
been  shaken  but  it  has  not  been  removed.  Oddly 
enough,  it  is  the  most  recent  effort  to  establish  a 
government  sponsored  program  that  is  revealing 
what  government  cannot  change  very  much. 

Public  Law  89-749  was  written  to  establish 
comprehensive  health  planning.  First  impression, 
quite  naturally,  is  that  here  is  the  final  blow  that 
will  destroy  the  practice  of  medicine,  turning  it 
all  over  to  control  by  government.  Further  con- 
sideration indicates  that  it  will  not  do  so.  Plan- 
ning is  not  new.  It  has  been  going  on  ever  since 
Adam  found  that  he  had  to  plan  some  kind  of 
life  outside  the  Garden  of  Eden.  Everyone  plans. 
Almost  everything  we  do  has  to  be  planned  in 
advance.  Planning  for  health  care  makes  more 
sense  than  most  of  the  things  done  in  the  health 
field  by  the  government  that  de  Tocqueville  said 
would  become  an  “immense  and  tutelary  power." 

Planning  is  done  by  those  who  wish  to  exer- 
cise some  control  over  what  happens  to  them  in 
the  future.  Planning  is  not  done  by  those  who 
merely  drift.  Planning  for  health  care  can  pro- 
duce a revolution  in  medicine  but  it  dosen't  have 
to.  Not,  that  is,  if  it  is  truly  comprehensive,  and 
if  it  is  as  good  as  its  promoters  say  that  it  is.  The 
resilient  minds  in  medicine  are  perceiving  the 
opportunities  that  planning  will  bring— and  the 
obligations  that  it  entails. 


Planning  proceeds  through  three  stages:  1. 
Recognition  of  the  problems.  2.  Study  of  the 
alternatives  available  for  solutions.  S.  Selection 
of  the  best  measures  for  solutions.  This  is  hardly 
revolutionary.  Certainly  it  does  not  mean  that 
revolutionary  solutions  must  be  accepted.  To  the 
contrary,  if  well  tried  and  proven  methods  are 
shown  to  be  the  best,  good  planning  should  not 
only  reveal  the  fact  but  should  be  able  to  ensure 
their  continued  application.  Surely  there  is  much 
in  the  private  practice  of  medicine  that  will  stand 
the  test. 

It  is  all  very  well  to  talk  about  health  as  some- 
thing that  can  be  provided  for  everyone  if  we 
just  spend  enough  money  to  buy  it.  Some  things 
can  be  done  to  make  environment  less  unhealthv 
and  some  things  can  be  done  to  improve  every- 
one’s  knowledge  about  how  to  avoid  unhealthv 
practices  (whether  smokers  and  drinkers  will  use 
the  knowledge  will  remain  a question).  No  one 
can  doubt  that  there  are  unmet  needs  and  un- 
solved problems  but— and  it  is  a very  large  but 
indeed— when  people  get  sick,  as  they  always  have 
and  always  will,  they  will  continue  to  need  the 
kind  of  help  that  only  a physician  can  bring.  To 
think  otherwise  is  to  ignore  the  basic  structure  of 
human  nature.  And  planning  for  health  that  ig- 
nores human  nature  is  not  good  or  comprehen- 
sive planning. 

The  meaning  of  all  this  should  be  very  clear. 
It  is  alreadv  apparent  to  the  resilient  minds,  par- 
ticularly to  those  who  have  devoted  careful 
thought  to  the  problems  presented  to  medical 
organizations.  The  conclusion  that  leadership  is 
required  is  expressed  in  this  issue  by  the  three 
presidents  of  the  three  state  medical  associations 
of  the  Northwest.  It  is  expressed  unmistakable  in 
the  remarkably  outspoken  report  of  the  Grass 
Roots  Committee  of  the  Oregon  Medical  Associa- 
tion, also  published  in  this  issue.  It  was  the  con- 
sensus of  recent  seminars  on  planning,  at  Seattle 
and  Portland,  Medicine  cannot  ignore  the  chal- 
lenge to  leadership.  There  has  never  been  greater 
opportunity  to  exercise  control  of  what  will  hap- 
pen to  medicine  in  the  future— and  there  has 
never  been  greater  obligation  for  medicine  to 
correct  what  is  obviously  wrong  while  standing 
firmly  for  what  has  always  been  right,  m 

H.L.H. 
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Flammable  Fabrics  Revisited 


The  signing  of  the  Flammable  Fabrics 
Act  Amendments  of  1967  last  December 
14th,  conceivably  marked  a greater  contri- 
bution to  the  field  of  burn  injuries  than  the  in- 
troduction of  antibiotics,  silver  nitrate,  and  the 
“rule  of  nines”  combined.  In  his  recent  State  of 
the  Union  message,  President  Johnson  appropri- 
ately stated  that  the  bill  “passed  with  little  fan- 
fare”. 

Hundreds  of  bills  are  introduced  into  Congress 
each  session  accompanied  by  much  sound  and 
fury,  and  are  promptly  forgotten  as  soon  as  con- 
stituents have  had  a chance  to  read  the  laudatory 
speeches  and  press  comments.  The  converse  oc- 
curred with  the  Flammable  Fabrics  Amendments. 
There  were  few  speeches,  just  bipartisan  voting 
support  when  it  counted.  T he  man  responsible 
for  this  feat  was  the  senior  Senator  from  Wash- 
ington, Warren  G.  Magnuson.  Senator  Magnuson 
introduced  the  bill  and,  as  Chairman  of  the  Sen- 
ate Commerce  Committee,  presided  over  the 
hearings,  a rather  neat  combination.  Local  events 
profoundly  effect  national  politics.  There  is  little 
doubt  that  the  Senator’s  legislative  push  came 
after  he  visited  burned  patients  and  saw  nurses 
caring  for  those  patients,  at  Children’s  Ortho- 
pedic Hospital  and  Medical  Center  in  Seattle. 
He  got  the  message  that  caring  for  seriously 
burned  victims  is  one  of  the  most  discouraging 
jobs  in  medicine,  and  that  prevention  is  the  only 
answer. 

Another  influencing  factor  was  appreciation  of 
the  magnitude  of  the  burn  problem  in  his  own 
state.  In  this  issue,  (Childhood  Burns,  Causes  and 
Economic  Consequences,  page  145),  Gerald  R. 
Bassett,  former  Director  of  the  Washington  State 
Crippled  Children’s  Services,  deals  with  this  prob- 
lem in  a sobering  fashion.  He  points  out  that  re- 
ported deaths  from  burns  are  overshadowed  bv 
the  long  term  morbidity  entailing  enormous  cost 


and  suflering.  Dr.  Bassett's  survey  was  presented 
during  testimony  on  the  Flammable  Fabrics 
Amendments,  where  the  cost  of  flame-proofing 
children’s  clothing  was  seen  to  be  small  in  com- 
parison to  the  costs  of  caring  for  burn  victims.1 

The  most  important  amendment  authorizes 
the  Secretary  of  Commerce  to  issue  standards  of 
flammability  for  all  wearing  apparel.  This  even 
includes  imported  fabric.  Following  the  example 
of  the  Auto  Safety  Bill,  also  authored  by  Senator 
Magnuson,  Congress  wisely  did  not  set  the  stand- 
ards but  established  the  mechanism  for  doing  so. 

I he  issues  involved  in  setting  flammability  stand- 
ards are  complex,  and  the  situation  will  change 
as  technological  innovation  occurs  in  the  perti- 
nent industries.  The  flexible  language  of  the 
amendment  also  allows  different  standards  to  be 
set  for  groups  that  are  particularly  susceptible  to 
serious  burn  injury.  A logical  example  might  be 
a more  stringent  standard  for  fabric  going  into 
children’s  nightwear  and  dresses,  as  well  as  bed- 
ding used  in  nursing  homes. 

Another  laudatory  feature  of  the  bill  is  the 
authorization  for  research  into  the  epidemiology 
of  burns  to  attempt  to  pinpoint  features  amen- 
able to  preventive  measures,  and  to  develop  bet- 
ter methods  of  flame-proofing  textiles.  Regret- 
ably,  all  too  many  government  programs  are 
launched  without  adequate  provision  to  evaluate 
whether  they  accomplish  their  stated  goals.  The 
real  fanfare  for  the  Flammable  Fabrics  Bill 
should  come  when  it  can  be  shown  that  it  has 
in  fact  caused  a reduction  in  the  tragic  toll  of 
burn  injuries.  ■ 

A bra  ham  B.  Bergman,  M.D. 

REFERENCE 

1 Bergman,  A.  B.,  Clothing  burns  in  children.  Testimony 
before  the  Consumer  Subcommittee  of  the  Senate  Com- 
merce Committee.  Procedings  and  Debates  of  the  90th  Con- 
gress, 1st  Session  (May  5)  1967. 
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Transplants 


The  Nazi  physicians  who  used  concentration 
camp  inmates  as  experimental  animals  were 
brought  to  justice  at  the  Nuremberg  trials. 
What  justice  should  be  meted  out  to  those  now 
using  human  subjects  for  transplant  experiments 
that  are  not  justifiable  at  the  present  state  of 
knowledge?  Who  is  to  act?  The  public  will  not. 
The  public  has  been  led  to  believe  that  miracles 
are  being  performed.  Should  the  profession  act? 
There  is  good  reason  to  believe  it  should.  A long 
cherished  image  is  being  destroyed. 

The  new  image  of  the  doctor  is  that  of  an 
experimenter  in  a white  coat,  calloused  by  the 
animal  laboratory,  who  sees  in  his  human  patient 
onlv  another  technical  problem,  not  different  in 
essence  from  that  presented  by  the  dog  upon 
which  he  has  developed  his  technical  skill.  It  is 
a frightening  image.  It  is  not  the  image  of  the 
doctor  who,  by  merit,  has  always  inspired  confi- 
dence and  trust.  How  can  a patient  enter  a hos- 
pital in  confidence  when  he  suspects  that  the  man 
in  the  white  coat  is  making  a cold  and  calculating 
assessment  of  the  value  of  organs  that  might  be 
used  for  someone  else?  How  can  such  a patient 
escape  fear  that  will  seriously  interfere  with  treat- 
ment? How  can  the  very  sick  patient  go  to  sleep 
without  wondering  what  might  happen? 

Heart  transplants  have  raised  some  terrifying 
questions.  Thev  have  not  been  answered  by  the 
technicians  who  have  walked  where  better  men 
have  feared  to  tread.  Technical  skill  with  knife 
and  needle  is  not  enough.  Surgery  does  not  begin 
and  end  in  the  operating  room.  There  are  hun- 
dreds, perhaps  thousands,  of  superbly  trained  sur- 
geons in  the  country  and  elsewhere  who  are 
more  than  adequateh  equipped  to  transplant 
hearts.  Their  refusal  to  use  patients  as  experi- 
mental animals  should  be  honored  as  evidence 
of  their  dedication  to  humanity.  Those  who  have 
achieved  enormous  publicity  by  display  of  mere 
technical  prowess  deserve  no  honor  or  respect. 
Their  manipulative  skill  has  outrun  their  knowl- 
edge of  physiology.  They  should  restrain  their 
overweening  ambition  until  physiology  catches 
up.  If  not  willing  to  restrain  themselves,  thev 
should  be  restrained,  firmly,  by  those  who  under- 


stand the  obligations  of  physicians  to  humanity 
and  to  human  society. 

How  tlead  is  the  dead  man  from  whom  they 
would  take  a heart?  How  near  death  is  the  man 
who  is  to  get  it?  Can  anyone  answer  honestly? 
Does  the  donor  die  when  his  brain  waves  are 
flat?  Patients  have  recovered  after  the  tracings 
of  an  electroencephalogram  have  been  flat  for 
an  hour  or  more.  Does  he  die  when  his  heart 
stops?  Stopped  hearts  are  being  started  so  fre- 
quently that  the  procedure  is  no  longer  note- 
worthy Is  failure  of  respiration  a clue?  Mechani- 
cal devices  have  supplanted  normal  respirators 
effort  for  long  periods  during  recovery  after  ill- 
ness or  injury.  Does  severe  head  injury  make 
death  inevitable?  And  can  handling,  such  as  in 
transfer  to  another  hospital,  make  the  shock  of 
head  injurs  lethal  in  cases  that  otherwise  might 
have  had  an  even  chance  for  recovery?  W ho  can 
believe  that  the  best  interests  of  the  injured  are 
being  seised  when  men  in  white  coats  hover 
around  with  a permit  in  hand? 

Newspapers  carried  a story,  last  month,  about 
a man  who  had  been  shot  in  the  head.  A neuro- 
surgeon operated  but  voiced  no  hope  for  recov- 
ery after  surgery.  The  patient’s  bods  was  sought 
immediately  bs  a surgeon  who  wanted  his  heart. 
The  patient's  mother  refused  to  sign  a release. 
He  lived  five  days.  Had  his  heart  been  used, 
when  would  it  have  been  removed?  Would  the 
ambitious  surgeon  have  decreased  his  chances  of 
getting  an  active  heart  by  waiting  until  the 
electrocardiogram  had  also  been  flat?  Or  would 
he  have  relied  on  the  pronouncement  of  certain 
death  and  removed  a still  beating  heart?  One 
surgeon  has  stated  publicly  that  he  has  taken 
nine  kidneys  from  individuals  whose  hearts  had 
not  stopped.  Is  there  any  difference? 

What  ol  the  proposed  recipient?  How  long  will 
his  damaged  heart  continue  to  function?  How 
soon  will  he  die?  Would  an\  surgeon  be  wiling 
to  bet  his  own  life  on  the  accuracy  of  his  fore- 
cast? Is  it  honest  to  state  that  a man  has  just 
ten  days  to  live  unless  he  gets  a new  heart  and 
count  a success  if  he  lives  fifteen  days  after  the 
transplant?  Was  he  given  five  more  days  of  life 
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by  the  surgeon? 

Would  any  intelligent  person  submit  to  an 
experimental  procedure  if  he  knew  the  whole 
truth  about  its  hazards,  the  precarious  balance 
to  be  maintained  between  rejection  and  infec- 
tion—and  the  fallibility  of  death  predictions? 
And  woidd  the  public  continue  its  hero  worship 
of  technically  skillfull  surgeons  if  the  inade- 
quacy of  physiologic  knowledge  were  known? 

Most  unfortunately,  the  public  has  been  mis- 
led because  those  who  know  the  answers  to  many 
of  these  questions,  and  who  know  that  to  some 
questions  there  are  no  answers,  have  failed  to 
speak  out. 


Science  grows  no  less  important  when  it  is 
delivered  with  art.  But  science  becomes  a mon- 
ster when  it  is  not  restrained  by  compassion.  And 
science  must  be  reminded  that  one  of  the  oldest 
principles  of  the  art  is  that  first  one  must  do  no 
harm.  There  is  great  need  in  the  world  for 
doctors  who  have  deep  concern  for  the  ill,  the 
injured,  and  the  distraught.  There  should  be  no 
place  in  medicine  for  those  who  have  so  far 
forgotten  the  needs  of  human  beings  that  they 
play  with  human  life  as  they  play  with  the  lives 
of  dogs  in  an  experimental  laboratory.  I)o  we 
need  another  Nuremberg?  ■ 

H.  L.  H. 


Crash  Injury  Research  in  Washington 


Cornell  Aeronautical  Laboratory  will  inaug- 
urate a three  year  study  of  automobile  acci- 
dents in  Washington,  starting  March  1, 
1968.  The  research  effort  in  Washington  has 
been  in  the  planning  stage  for  more  than  a year, 
but  it  is  not  new  in  design.  The  same  program 
has  been  followed  iti  thirty  states,  and  studies 
are  now  in  progress  in  ten. 

The  state  has  been  divided  into  six  districts 
for  intensive  reporting  and  analysis  for  periods 
of  six  months  each.  The  first  will  be  State  Patrol 
District  One,  with  headquarters  at  Tacoma.  The 
District  includes  Clallam,  Grays  Harbor,  Jeffer- 
son, Kitsap,  Mason,  Pierce,  and  Thurston  coun- 
ties. The  second  six  month  project,  starting  Sep- 
tember 1,  1968,  will  be  conducted  in  District 
Three,  comprising  Asotin,  Benton,  Columbia, 
Franklin,  Garfield,  Kittitas,  Walla  Walla,  and 
Yakima  counties.  Those  to  follow  will  be:  District 
7;  4 and  6;  2;  and  5,  in  that  order. 

Washington  State  Patrol  will  contribute  sig- 
nificant data  from  highway  sites  of  accidents 
while  medical  records  will  provide  information 
on  type,  and  severity  of  injuries.  The  study  has 
approval  of  Washington  State  Department  of 
Health,  Washington  State  Medical  Association 
and  Washington  State  Hospital  Association. 
Main  goal  of  the  study  is  to  influence  design 


of  safer  automobiles.  For  this  reason  it  is  re- 
stricted to  injury  producing  accidents  involving 
automobiles  built  during  the  three  most  recent 
years.  It  is,  therefore,  a study  of  what  has  been 
called  the  second  collision— that  occurring  when 
the  occupant  collides  with  part  of  the  motor  car 
structure  following  collision  of  the  car  with 
another  object.  The  safety  features  required  by 
recently  enacted  federal  laws  will  come  under 
special  scrutiny.  Many  current  safety  features  of 
automobile  design  are  the  result  of  studies  pre- 
viously conducted  by  the  Cornell  organization. 

Although  the  plan  is  not  expected  to  provide 
information  on  causes  of  the  accident— the  pri- 
mary collision— it  appears  that  some  information 
on  accident  causes  may  be  obtained.  The  report- 
ing forms  call  for  much  information  about  con- 
ditions observed  at  the  scene  of  the  accident, 
including  photographs  of  the  automobiles  in- 
volved or  other  objects  indicating  direction  and 
magnitude  of  forces.  While  these  data  will  be 
applied  to  causation  of  injuries  rather  than  caus- 
ation of  accidents,  the  later  may  be  indicated  in 
parts  of  the  records  to  be  made.  It  is  to  be  hoped 
that  the  principle  of  meticulous  reporting,  hav- 
ing been  established,  will  be  extended  to  later 
studies  on  causes  of  accidents.  The  disease  must 
be  well  understood  before  treatment  can  be 
applied.  ■ H.L.H. 
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Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...Y-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


800192 
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Hemodilution  in  Surgery  for  Congenital  Heart  Disease 


One  hundred  consecutive  cases  at  University  Hospital,  Seattle 


RICHARD  D.  SCHULTZ,  M.  D„  Omaha,  Nebraska 

EUGENE  A.  HESSEL,  II,  M.  D.,  M.S./LOREN  C.  W I N T E R S C H E I D,  M.D.,  PhD./ 
DAVID  H.  DILLARD,  M.  D.  / K.  ALVIN  M E R E N D I N O,  M.  D.,  Ph.  D.,  Seattle,  Washington 


Pulmonary  complications  were  reduced  and  urinary  output  increased  by  hemo- 
dilution priming  in  one  hundred  consecutive  patients  subjected  to  open-heart 
surgery  for  congenital  heart  disease.  Controlled  hemodilution  with  lactated 
Ringer’s  solution  was  superior  to  arbitrary  total  hemodilution  priming,  especially 
when  using  a relatively  large  volume  prime  system,  such  as  a disc-oxygenator. 
Hematocrit  levels  were  more  readily  maintained  at  about  30  per  cent,  operative 
arrhythmia  problems  were  decreased,  electrolyte  homeostasis  teas  more  easily 
maintained,  and  postoperative  anemia  and  hyponatremia  were  decreased. 

Progressive,  fatal  respiratory  distress  syndrome  developed  in  three  patients. 
Definitive  cause  and  treatment  remain  obscure. 

Operative  mortality  was  13  per  cent,  most  of  the  deaths  occurred  in  high-risk 
patients  and  a number  were  due  to  lesions  uncorrectablc  at  present.  Errors  in 
surgical  judgement  and  management  are  significant.  They  must  be  recognized 
and  discussed  frankly  if  they  are  not  to  be  repeated. 


As  we  proceed  in  the  second  decade  of  open- 
heart  surgery,*  we  pause  for  review  of  what 
has  occurred  and,  in  light  of  experience,  to 
contemplate  future  development. 

In  1960,  experience  with  the  first  one-hundred 
cases  of  open-heart  surgery  performed  at  the  Uni- 
versity of  Washington  was  published  in  this 
journal.1  The  present  report  relates  experience 
with  the  last  one-hundred  cases  of  congenital 
heart  disease  subject  to  open-heart  repair.  Special 
attention  is  given  to  hemodilution  priming.  This 
report  shows  results  currently  obtainable  and  re- 

Dr.  Schultz  is  Assistant  Professor  of  Surgery,  Creighton 
University.  Dr.  Hessell  is  Instructor  in  Surgery;  Dr. 
Winterscheid,  Associate  Professor  of  Surgery;  Dr.  Dillard, 
Associate  Professor  of  Surgery;  and  Dr.  Merendino,  Pro- 
fessor and  Chairman.  Department  of  Surgery,  University 
of  Washington  School  of  Medicine. 


* Open-heart  surgery  was  first  done  at  the  University  of 
Washington  on  August  1.  1956. 


veals  areas  in  which  progress  has  been  made, 
spotlighting  problem  areas  vet  to  be  solved. 

Since  the  introduction  of  hemodilution,  many 
reports  have  proposed  use  of  various  diluents  in 
several  extracorporeal  systems.  While  some  au- 
thors have  suggested  that  hemodilution  is  merely 
a reasonably  safe  method  of  conserving  blood, 
others  have  reported  results  superior  to  those  ob- 
tained with  whole  blood  prime.  We  are  now  re- 
porting the  various  methods  we  have  tried  and 
are  reviewing  in  detail  our  preferred  method  and 
its  results. 

This  evaluation  is  based  on  a review  of  the 
case  records  of  100  patients  consecutively  sub- 
jected to  open-heart  surgery  for  congenital  de- 
fects, through  January,  1966.  Ages  ranged  from 
five  months  to  61  years  and  weights  from  2.9  kg 
to  108  kg.  They  are  grouped  according  to  di- 
agnosis in  Table  I and  the  associated  defects  are 
shown. 
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methods 

The  b\pass  equipment  used  included  a Kay- 
Cross  rotating  disc  oxygenator,  roller  pump,  and 
Harrison-Brown  heat  exchanger.  Flow  rates  were 
maintained  at  2.4  to  3.0  liters  per  square  meter 
per  minute.  Perfusion  was  carried  out  at  normal 
both  temperature.  If  more  than  one  hour  of  per- 
fusion was  anticipated,  the  temperature  was  low- 
ered to  around  30  C.  Serum  electrolytes,  pH  and 
Pco2  determinations  were  obtained  every  10  to 
30  minutes,  the  interval  depending  upon  the  pre- 
ceding values  and  clinical  need.  Instruments  for 
electroencephalographic  and  arterial  and  venous 
pressure  monitoring  were  in  continuous  opera- 
tion. All  patients  received  antibiotics  the  dav 
prior  to  surgerv  and  for  four  days  postoperativelv. 
The  current  choice  of  antibiotics  is  sodium  cep- 
halothin  and  sodium  colistimethate.  given  con- 
currently. 

In  the  first  ten  patients  in  this  series,  limited 
dilution  of  the  perfusate  was  carried  out  using 
10  per  cent  low  molecular  weight  dextran  (LMD), 
12  cc  kg  body  weight  with  the  total  amount  of 
LMD  not  exceeding  one  liter.  In  the  next  20 
patients,  in  effort  to  further  reduce  the  volume  of 
blood  used  in  the  prime,  dilution  was  increased 
to  40  cc  kg  bodv  weight,  of  which  12  cc  kg  bodv 
weight  was  LMD  (not  exceeding  one  liter)  and 
the  remainder  was  5 per  cent  dextrose  in  0.1  per 
cent  sodium  chloride  solution.  In  the  last  70 
patients,  the  degree  of  hemodilution  was  modi- 
fied so  as  to  maintain  the  patient's  hematocrit  at 
about  30  per  cent.  To  this  end.  the  amount  of 
diluent  added  to  the  prime  was  calculated  on  the 
basis  of  the  following  formula: 


D = PC  - 0.3  (PBV  + PC)  - (Hct  X PBV) 

0.375 

D =Amount  of  diluent 

PC  = Prime  capacity  of  the  extracorporeal  circuit 
PBV  = Patient's  blood  volume 
Hct  =Patient's  hematocrit 
0.3  = Desired  hematocrit 
0.375  = Hematocrit  of  bank  blood 

For  the  first  59  of  the  last  70  patients  the  di- 
luent consisted  of  12  cc  kg  body  weight  of  LMD. 
the  remaining  volume  being  made  up  with  lac- 


tated  Ringer's  solution.  For  the  11  remaining 
patients,  the  diluent  rvas  lactated  Ringer's  solu- 
tion only. 

Blood  used  for  priming  was  acid  citrate  dex- 
trose (ACDp  bank  blood  with  600  mg  CaCL 
and  20  mg  heparin  added  to  each  unit,  [ust  prior 
to  going  on  bypass,  the  patient  was  given  3 mg 
heparin  kg  body  weight.  At  the  end  of  the  pro- 
cedure the  heparin  was  neutralized  with  prota- 
mine sulfate. 

RESULTS 

deaths 

Thirteen  patients  died  during  the  first  post- 
operative month.  One  patient  died  late  postoper- 
ative. (see  below  under  aortic  stenosis). 

Atrial  septal  deject,  40:  there  were  no  deaths. 
Thirty-six  patients  had  ostium  secundum  defects 
and  four  had  ostium  primum  defects. 

Ventricular  septal  defect,  17:  one  death.  A 
3-year-old  boy  with  severe  pulmonary  lnperten- 
sion  died  24  hours  after  operation  in  a state  of 
low  cardiac  output.  He  was  a high-risk  patient 
who  perhaps  should  not  have  been  accepted  for 
repair. 

Tetralogy  of  Fallot,  11:  one  death.  A cyanotic 
17-vear-old  female,  with  a single  pulmonary  art- 
erv.  who  had  undergone  a previous  Blalock-Taus- 
sig  operation,  died  18  days  after  total  correction 
due  to  progressive  respiratory  distress  syndrome. 

Pulmonic  Stenosis.  11;  one  death.  A 2-year-old 
female  with  an  associated  atrial  septal  defect 
died  of  air  emboli  and  other  problems  resulting 
from  errors  in  operative  management. 

Aortic  Stenosis,  10:  four  died  within  two  days 
after  surgery'  and  one  death  occurred  at  reopera- 
tion after  7 weeks.  A 32-year-old  female  with  an 
extremeh  small  aortic  root  died  during  surgery 
as  a consequence  of  a torn  right  coronan  artery 
resulting  from  our  attempt  to  insert  a prosthetic 
valve  of  unique  design.  A 16-v ear-old  male  died 
one  da\  following  commissurotomy  and  valvulo- 
plastv  when  the  aortotomv  sutures  tore  the  aorta 
during  an  episode  of  vomiting  and  severe  hyper- 
tension. A 5-year-old  girl  died  30  hours  after 


Citric  acid,  sodium  citrate,  dextrose. 
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Table  1 


One  Hundred  Consecutive  Cases  of  Congenital  Heart  Disease 
Treated  with  the  Aid  of  Cardiopulmonary  Bypass 


Diagnosis 

No.  of 

Age  (years) 

Deaths 

Associated  Cardiac  Abnormalities 

Patients 

range  (mean) 

Abnormalities 

Number 

Atrial  Septal  Defect 

40 

4-61(18.2) 

0 

Reoperation,  tricuspid 

Secundum 

36 

insufficiency 

1 

Primum 

4 

Primum  cleft  mitral  valve 

2 

Sinus  venosum  defect  with 

partial  anomalous 

pulmonary  venous  drainage 

3 

Pulmonary-valvular  stenosis 

4 

Left  superior  vena  cava 

1 

A-V  Canal 

4 

3-10(5.3) 

2 

Cleft  mitral  valve 

1 

Partial 

3 

Complete 

1 

Ventricular  Septal 

17 

1-48(13.0) 

1 

Pulmonary  infundibular 

Defect 

stenosis 

3 

Aortic  insufficiency 

1 

Patent  Ductus 

1 

Tricuspid  and  mitral 

insufficiency  (rheumatic) 

1 

Left  superior  vena  cava 

and  severe  pulmonary 

hypertension 

1 

Pulmonic  Stenosis 

1 1 

2-38(12.8) 

1 

Atrial  septal  defect. 

Valvular 

6 

primum 

1 

Infundibular 

1 

Combined 

4 

Tetralogy  of  Fallot 

11 

5-23 ( 10.5) 

1 

Previous  shunt 

*> 

Acyanotic 

3 

Cyanotic 

8 

Anomalous  Pulmonary 

Reoperation 

1 

Venous  Drainage 

5 

5mo-17(  8.7) 

2 

Ventricular  septal  defect 

Partial 

2 

and  left  superior  vena 

Total 

3 

cava 

1 

Atrial  septal  defect  and 

ventricular  septal 

defect 

1 

Aortic  Stenosis 

10 

5mo-32(  14.6) 

5 

Endocardial  fibroelastosis 

1 

Miscellaneous 

2 

3-8 ( - ) 

2 

Previously  created  atrial 

Transposition  of 

septal  defect:  ventricular 

Great  Vessels 

1 

septal  defect,  patent 

Mitral  Insufficiency 

1 

ductus 

1 

Total 

100 

14 

operation  due  to  complete  heart  block  and  aortic 
insufficiency  secondary  to  a futile  attempt  at 
correcting  what  was  thought  clinically  to  be  sub- 
valvular aortic  stenosis.  The  condition  ultimately 
proved  to  be  due  to  an  anomalous  insertion  of 
the  chordate  and  papillary  muscles  of  the  mitral 
valve.  A 7-month-old  female  with  known  endo- 
cardial fibroelastosis  and  aortic  stenosis  died  sud- 
denly 30  hours  after  aortic  commissurotomy, 
done  in  the  vain  hope  of  reversing  an  unfavorable 
course.  The  condition  proved  later  to  have  been 


noncritical  aortic  stenosis.  The  late  death  in  this 
series  occurred  in  a 17-year-old  male  expiring  of 
myocardial  failure  two  days  following  replace- 
ment of  a Starr-Edwards  prosthesis  that  had  par- 
tially dislodged  seven  weeks  after  insertion. 

Atrio-Ventricular  Canal  Defect , 4;  two  died. 
Both  were  high-risk  patients.  A three-year-old 
with  a hypoplastic  left  ventricle  died  of  heart 
failure  four  hours  after  operation.  A 10-year-old 
with  severe  pulmonary  vascular  sclerosis  died 
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Table  2 

Blood  Replacement  in  70  Patients  Receiving  Controlled 
Hemodilution  Perfusion 


Diagnosis 

Pts. 

Weight 

Mean 

Operative 

Postoperative 

ASD 

26 

44.6  Kg 

20.7cc/Kg 

27.5cc/Kg 

with  LMD 

19 

20.4cc/Kg 

34.0cc/Kg 

without  LMD 

7 

23.4cc/Kg 

7.7cc/Kgt 

AV  Canal 

4 

16.7  Kg 

47.8cc/Kg 

53.3cc/Kg 

VSD 

12 

26.5  Kg 

31.9cc/Kg 

27.2cc/Kg 

PS 

9 

34.6  Kg 

50.6cc/Kg 

35.4cc/Kg 

Tetralogy  of 
Fallot 

8 

26.5  Kg 

56.1cc/Kg 

( 1 pt.  died 
in  O R.) 

56.9cc/Kg 

APVD 

4 

41.2  Kg 

33.0cc/Kg 

56.5cc/Kg 

AS 

5 

49.2  Kg 

27.4cc/Kg 

34.9cc/Kg 

Misc. 

2 

11.5  Kg 

78.3cc/Kg 

331.7cc/Kg 

+ p < .05 


§ ASD — Atrial  septal  defect 
LMD — low  molecular  weight  dextran 
AV — Atrio-Ventricular 


VSD — Ventricular  septal  defect 
PS — Pulmonic  stenosis 

APVD — Anomalous  pulmonary-venous  drainage 
AS— Aortic  stenosis 


four  days  after  operation  of  progressive  respira- 
tory distress  syndrome. 

Anomalous  Pulmonary  Venous  Drainage,  4; 
two  patients  with  total  anomalous  pulmonary 
venous  drainage  died  of  low  cardiac  output  24  to 
48  hours  after  operation.  One  was  5 months  old 
and  the  other  13  months.  The  13-month-old  had 
a very  hypoplastic  left  heart. 

Miscellaneous,  2:  both  died.  A 3-year-old  male 
with  transposition  of  the  great  vessels  had  under- 
gone a previous  Blalock-Hanlon  operation  and 
had  severe  pulmonary  vascular  sclerosis.  He  died 
ten  days  following  an  apparently  successful  total 
correction  by  interatrial  venous  transposition. 
Death  was  due  to  respiratory  distress  syndrome 
aggravated  terminally  by  bronchopneumonia.  An 
8-year-old  female  with  severe  congenital  mitral 
regurgitation  had  severe  rheumatoid  arthritis 
with  extreme  mobility  of  the  cervical  spine.  It 
required  support  at  all  times.  She  died  of  com- 
plications related  to  the  management  of  the  two 
lesions.  There  was  cardiac  arrest  during  induc- 
tion of  anesthesia.  She  may  have  suffered  a cervi- 
cal spinal  cord  injury  due  to  her  flail  cervical 


spine.  She  died  30  hours  after  operation  as  the  re- 
sult of  a complicated  course  of  excessive  bleeding, 
possible  air  embolism,  and  myocardial  failure. 

comparison  of  primes 

With  institution  of  hemodilution,  there  was 
decreased  incidence  of  respiratory  problems  and 
improved  urinary  output.  When  the  volume  of 
diluent  was  increased  to  40  cc/kg  utilizing  LMD 
and  0.1  per  cent  sodium  chloride  in  5 per  cent 
dextrose  solution,  there  was  marked  hemodilu- 
tion with  hematocrits  falling  to  25  per  cent  and 
often  lower.  This  was  associated  with  electro- 
encephalographic  changes  suggesting  cerebral 
hypoxia,  metabolic  acidosis,  electrolyte  imbal- 
ances and  arrhythmias. 

Results  in  the  last  70  patients,  managed  with 
controlled  hemodilution  utilizing  lactated  Ring- 
er’s solution  with  or  without  LMD,  were: 

Deaths— Nine  patients  (13  per  cent)  died.  The 
mortality  rate  is  identical  to  that  in  the  first  30 
patients.  None  of  the  deaths  could  definitely  be 
attributed  to  the  priming  technique.  The  three 
patients  dying  of  progressive  respiratory  distress 
syndrome  were  in  this  group. 
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Bleeding— Blood  replacement  used  during  and 
after  the  operation  is  summarized  in  Table  2. 
There  was  no  difference  in  operative  replace- 
ment, but  a significantly  decreased  (p<0.05) 
postoperative  replacement  in  patients  with  atrial 
septal  defects  who  did  not  receive  LMD. 

postoperative  complications 

Anemia— Hematocrits  reached  a minimum  on 
the  fourth  to  sixth  day.  In  the  majority  it  stayed 
about  35  per  cent,  but  in  eight  it  fell  to  between 
32  and  35  per  cent-,  and  in  ten,  below  32  per  cent. 
None  of  the  patients  required  late  transfusion. 

Hyponatremia— Serum  sodium  levels  reached 
minimum  on  the  second  or  third  day.  In  seven 
it  fell  below  135  mEq/liter,  ranging  from  124  to 
131  mEq/liter  (mean  128.6  mEq/liter). 

Arrhythmia  — Cardiac  arrhythmias,  ranging 
from  atrial  fibrillation  to  transitory  AV  block, 
developed  in  six  surviving  patients.  Arrhythmia 
occurred  in  all  patients  with  septal  defects  (five 
atrial  defects  and  one  tetralogy  of  Fallot),  but 
did  not  prolong  the  hospital  stay  of  the  patient. 

Fever— An  unexplained  temperature  above 

37.5  C.  was  observed  after  the  third  day  in  ten 
patients.  The  temperature  usually  stayed  below 

38.5  C.,  was  not  usually  associated  with  leukocy- 
tosis and  elevation  continued,  on  the  average, 
7.8  days. 

Infection— Local  cellulitis  at  a cutdown  site  on 
an  extremity  was  noted  and  treated  successfully 
in  one  patient.  There  were  no  cases  of  wound 
infection  or  septicemia. 

Renal  — One  patient  developed  acute  renal 
shutdown  necessitating  peritoneal  dialysis  on  the 
third  and  fourth  day.  A BUN  high  of  99  mg  per 
100  ml  and  a creatinine  high  of  7.6  mg  per  100  ml 
were  recorded. 

Hepatitis  was  encountered  in  two  patients, 
both  having  received  gammaglobulin  prophylac- 
ticallv  in  the  first  postoperative  week.  Onset  of 
clinical  hepatitis  was  after  6 weeks  in  one,  and 
16  weeks  in  the  other.  It  was  mild  and  neither 
patient  required  hospitalization. 

Other— Three  patients  developed  friction  rubs, 
prolonged  malaise,  fever  and  leukocytosis  con- 
sistent with  the  postpericardiotomy  syndrome. 
All  were  treated  with  corticosteroids  with  bene- 
ficial results.  One  patient  had  urticarial  rash  in 
response  to  blood. 


The  use  of  low  molecular  weight  dextran  was 
discontinued  when,  on  two  occasions,  flocculent 
material  was  noted  in  the  extracorporeal  circuit 
before  institution  of  bypass.  Its  nature  could  not 
be  established. 


DISCUSSION 

Many  techniques  for  hemodilution  in  both 
large  and  small  volume  prime  systems  have  been 
described  since  it  was  first  introduced  by  Pianco 
and  Neptune  in  1959. 2 We  found  that  arbitrary 
dilution  with  40  cc/kg  body  weight  with  LMD 
and  5 per  cent  dextrose  in  0.1  per  cent  sodium 
chloride  solution  led  to  difficulties:  marked 
hemodilution,  acidosis,  electrolyte  imbalance  and 
cardiac  rhythm  disturbances.  These  were  mostly 
obviated  by  controlled  dilution  utilizing  lactated 
Ringer’s  solution  with  or  without  LMD.  A form- 
ula was  devised  that  had  the  possible  advantage 
of  fitting  the  degree  of  hemodilution  to  each 
patient:  i.e.,  a polycythemic  patient  underwent 
more  dilution  than  an  anemic  one.  The  actual 
amount  of  diluent  used  ranged  from  24  to  64 
cc/kg  body  weight  and  averaged  42  cc/kg.  The 
similarity  of  this  figure  to  that  used  in  arbitrary 
dilution  suggests  that  most  of  the  improved  re- 
sults stemmed  from  the  substitution  of  the  lac- 
tated Ringer’s  solution  for  the  dilute  saline  so- 
lution. 

Hemodilution,  by  reducing  the  amount  of 
whole  blood  used,  offers  the  advantage  of  easing 
blood  procurement,  facilitating  emergency  car- 
diopulmonary bypass,  and  reducing  the  incidence 
of  hepatitis.  It  may  minimize  complications  at- 
tributed to  administration  of  homologous  blood, 
reduce  blood  sludging,  and  enhance  tissue  per- 
fusion. Some  of  these  benefits  have  been  docu- 
mented experimentally. 

In  clinical  practice  some  authors  have  found 
hemodilution  a satisfactory,  safe,  simple  and  ef- 
ficient technique,  but  without  other  advantages 
over  whole  blood  prime.  Others  have  reported 
reduced  pulmonary  complications,  less  red  cell 
destruction,  and  improved  renal  function.4,5  Ne- 
ville et  al  described  a method  of  total  non-blood 
prime  for  a disc-oxygenator  system,  utilizing  ap- 
proximately 40  cc/kg  body  weight  of  buffered 
Ringer’s  lactate  that  is  similar  to  our  method.6 
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Thev  observed  less  acidosis,  hemolysis,  and  bleed- 
ing, and  improved  urine  output  with  lower  levels 
of  BUN  postoperativeh  than  in  a similar  group 
of  patients  subjected  to  whole  blood  prime.  Using 
our  method  of  controlled  hemodilution,  we  ob- 
served decreased  incidence  of  respiratory  prob- 
lems and  improved  urine  output.  Anemia,  acido- 
sis, hyponatremia,  and  arrhythmias  were  not 
serious  problems. 

Experience  with  patients  with  atrial  septal  de- 
fects suggests  no  effect  on  operative  blood  loss, 
but  a reduction  of  postoperative  bleeding  when 
low  molecular  weight  dextran  was  eliminated 
from  the  prime.  Hellstrom  and  Bjork  also  found 
increased  bleeding  in  patients  receiving  LMl),r 
but  Long  et  al  did  not.s 

Ihe  death  rates  observed  are  comparable  to 
those  reported  in  other  series.911  Nine  of  the  14 
deaths  occurred  in  high-risk  patients  and  a num- 
ber of  these  patients  had  lesions  of  the  kind 
which  may  be  uncorrectable  with  our  present 
state  of  knowledge  and  skill.  On  the  other  hand, 
all  of  the  five  deaths  in  patients  who  were  not 
high  operative  risks  occurred  as  a consequence  of 
errors  in  surgical  management;  it  is  probable  that 
many  of  the  other  deaths  were,  in  part,  related  to 
failure  of  our  knowledge  of  proper  operative  and 
postoperative  care. 

Of  particular  interest  in  this  regard  are  the 
three  patients  dying  of  progressive  respiratory 
distress.  They  died  rather  late  (4  to  18  days) 
with  inadequate  arterial  oxygenation  despite  the 
eventual  use  of  positive  pressure  ventilation  with 
100  per  cent  oxygen.  Two  did  not  have  a signi- 
ficant  respirators  problem  immediately  after  op- 
eration and  two  did  not  exhibit  low  cardiac  out- 
put initially.  At  autopsy  the  lungs  showed  con- 
gestion and  hyaline  membranes.  Fibrosis  was  ob- 
served in  the  18-day  specimen. 

Similar  acute  findings  have  been  attributed  to 
use  ol  homologous  blood  by  some  authors12  and 
were  first  reproduced  in  dogs  by  Paine  et  al  by 
the  administration  of  high  concentrations  of 
oxygen.13  The  entire  spectrum  of  pathologic 
findings  has  recently  been  observed  in  patients 
who  had  undergone  prolonged  positive  pressure 
ventilation  with  high  concentrations  of  oxygen.14 
The  progressive  and  terminal  course  of  the  syn- 
drome may  well  have  been  related  to  the  respira- 


tors therapy,  but  the  initiating  factors  remain 
obscure. 

In  this  regard  it  may  be  pertinent  that  all  three 
patients  had  complicated  defects  producing  cya- 
nosis and  tsvo  had  severe  pulmonars  vascular 
sclerosis.  All  had  bypasses  of  nearly  tsvo  hours  or 
longer  svhereas  only  six  of  the  remaining  97  pa- 
tients had  bypasses  exceeding  one  and  one-half 
hours.  All  three  bled  excessively  after  surgery  and 
tsvo  had  to  be  explored  for  this  reason.  Tsvo  un- 
dersvent  elective  tracheostomy  at  the  time  of 
surgery.  All  had  controlled  hemodilution  utiliz- 
ing LMD  and  lactated  Ringer’s  solution.  Hosv. 
if  at  all,  any  of  these  factors  relate  to  this  dis- 
tressing ssndrome  remains  unclear.  It  is  doubt- 
ful that  it  is  merely  secondary  to  losv  cardiac  out- 
put as  has  been  suggested  by  some.5  It  merits 
continued  attention  and  investigation. 

The  experience  reported  here  supports  the  con- 
clusions of  McGoon  et  al,  that  a vast  majority  of 
the  deaths  are  secondary  to  limitations  of  judg- 
ment and  care  at  operation  or  afterward.5  One's 
results  will  also  reflect  the  accuracy  of  preopera- 
tive diagnosis  and  selection  of  patients  for  at- 
tempt at  surgical  correction.  This  clearly  indi- 
cates the  burden  of  responsibility  assumed  by  the 
surgical  team  and  the  need  for  constant  review 
of  experience  to  the  end  that  care  ma\  be  im- 
proved ■ 

University  of  Washington  Dept,  of  Surgery 
98105  (Dr.  Merendino) 


chemical  nomenclature 

generic  trade 

sodium  cephalothin  Keflin 

sodium  colistimethate  Coly*Mycin 


abstracte 

Las  complicaciones  pulmonares  jueron  reducidas  y 
la  elitninacion  de  orina  aumento  con  la  hemodilucion 
prim  aria  en  cien  pacientes  consecutivos  sujetos  a 
cirujia  de  corazon  ahierto  por  enfermedad  cardiac  a 
congenita.  La  hemodilucion  controlada  con  solucion  de 
Ringer  con  lactato  fue  superior  a la  hemodilucion  pri- 
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maria  arbitraria  especialmente  ns  and  o tin  sistema  de 
volumen  relativamente  grande  tal  como  tin  oxigenador 
de  disco.  Los  niveles  del  hematocrito  se  mantuvieron 
facilmente  mas  o menos  al  30  por  ciento;  problemas 
de  arritmias  operativas  disminnyeron ; equilibria  elec- 
trolitico  se  mantuvo  con  mayor  facilidad  y la  anemia 
post-operativa  y la  hiponatremia  fneron  disminuidas. 

Un  sindrome  fatal  de  difictiltad  respiratoria  pro- 


gresiva  se  presento  en  Ires  pacientes.  La  causa  defmitiva 
y el  tratamiento  permanecen  obscuros. 

La  mortalidad  operativa  fue  del  13  por  ciento ; la 
mayoria  de  las  muertes  ocurrieron  en  pacientes  de  alto 
riesgo  y tin  numero  de  e/las  se  debieron  a lesiones  incor- 
regibles  en  el  presen/e.  Errores  en  el  juicio  quirurgico 
y en  el  manejo  son  de  significado.  Elios  se  deben  recon- 
ocer  y discutir  francamente  para  evitar  sti  repeticion. 
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Childhood  Burns, 

Causes  and  Economic  Consequences 


GERALD  R.  BASSETT,  M.  D.,  Seattle,  Washington 

Every  year  in  the  U.S.  some  300,000  persons  are  estimated  to  be  severely  burned 
in  accidental  fires.  Nearly  half  of  these  casualties  are  children.  Clothing  fires  and 
burns  resulting  from  spilled  hot  liquids  are  particuarly  dangerous  risks  to  infants 
and  small  children.  Costs  are  high  for  the  long-term  medical  care  these  children 
require,  and  it  is  suggested  that  accident  prevention  programs,  directed  at  reducing 
specific  fire  hazards  to  children,  could  eventually  reduce  both  treatment  costs  and 
disabilities. 


Childhood  curiosity  is  a treasured  quality, 
but  unguarded  curiosity  coupled  with  in- 
experience or  ignorance  produces  a com- 
bination that  is  ripe  for  accidents. 

The  National  Fire  Prevention  Association  es- 
timates that  every  year  some  300,000  persons  in 
the  United  States  are  seriously  burned  and  often 
disfigured.1  It  is  estimated  that  nearly  half  of 
these  casualties  are  children. 

Accidents  are  the  leading  cause  of  death  in 
Washington  State  at  ages  1 through  34,  account- 
ing for  49.2  per  cent  of  all  deaths  in  those  ages 
(1965). 2 Of  1,843  accidental  deaths  in  1965,  1,029 
were  not  connected  with  motor  vehicles.  Deaths 
resulting  from  fires  totaled  1 17.  Over  11  per  cent 
of  accidental  deaths,  not  connected  with  motor 
vehicles,  were  associated  with  fire.  While  no  rou- 
tine morbidity  information  is  collected  about 
burn  victims  in  Washington  State,  reported  mor- 
talit\  data  are  probably  a fair  index  of  the  mag- 
nitude of  the  problem  of  non-fatal  burns.  It  is 
distressing  to  contemplate  the  extent  of  disability 
and  costs  of  this  potentially  preventable  problem, 
especially  in  Washington’s  children. 

Control  of  environmental  hazards  can  help 
make  this  combination  less  dangerous.  Consider- 
able interest  has  recently  developed  over  con- 
sumer protection  services  that  would  help  mini- 
mize environmental  hazards  leading  to  accidents. 
A precaution  such  as  flame-resistant  clothing  has 
been  suggested  as  one  approach  to  aid  in  solving 
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the  problem  of  fire-connected  accidents.3 

Children  with  burns  often  present  complex, 
long-term,  medical  problems.  In  addition  to 
problems  posed  by  a loss  or  restriction  of  physi- 
cal and  social  function,  children  are  especially 
prone  to  psychological  stresses  caused  by  body 
damage.  Parents  must  also  face  these  problems 
and  finance  very  costly  on-going  medical  care. 

To  obtain  better  understanding  of  some  of  the 
factors  associated  with  accidental  burns  in  chil- 
dren, including  the  costs  of  their  medical  care,  a 
record  analysis  wras  made  of  Washington’s  Crip- 
pled Children’s  Program  burn  cases.  Burn  victims 
referred  to  the  Program  often  have  been  severely 
injured  or  disfigured  and  require  long-term, 
restorative  medical  care.  Families  with  such  chil- 
dren have  usually  accumulated  large  medical  bills 
for  acute  care  by  the  time  they  seek  Program 
sponsorship.  They  are,  in  effect,  medically  indi- 
gent and  require  financial  aid  to  meet  necessary 
medical  and  related  expenses.  Financial  sponsor- 
ship of  medical  care,  however,  is  only  one  of  their 
needs.  Aid  extended  by  Washington’s  Crippled 
Children’s  Program  is  designed  to  be  broad  in 
scope.  Through  local  health  departments,  the 
Program  is  able  to  assist  children  and  their  fami- 
lies by  providing  services  such  as  public  health 
nursing,  social  work,  physical  therapy,  and  case 
coordination  with  other  professionals  and  agen- 
cies (i.e.  private  physicians;  schools;  public  as- 
sistance; vocational  rehabilitation). 
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method 


NUMBER  OF  CRIPPLED  CHILDRENS  PROGRAM  BURN  CASES 
By  aSc  group  when  burned  State  of  Washington 
July  1.  1966  April  lb,  1967 


The  data  presented  below  relate  to  all  Pro- 
gram sponsored  children  with  severe  burns  ac- 
tively under  care  between  July  1,  1966-April  15, 
1967.  Dollar  figures  are  Program  costs  for  hos- 
pital and  professional  services.  They  do  not  re- 
flect what  families  paid  for  care  before  referral 
to  the  Program.  Likewise,  the  figures  do  not  in- 
clude those  not-inconsiderable  costs  connected 
with  related  services,  and  needs,  such  as  public 
health  nursing,  social  work,  case  coordination, 
or  travel  costs  and  time  required  to  bring  these 
children  to  care. 
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Fig.  2 


data 

From  July  1,  1966,  to  April  15,  1967,  Wash- 
ington’s Crippled  Children’s  Program  sponsored 
services  for  32  burn  victims  (18  females,  14  males) 
from  14  counties  in  the  state.  Most  of  the  chil- 
dren reside  in  Eastern  Washington  counties.  The 
numbers  probably  do  not  jroint  to  a hazardous 
area,  but  more  likely  reflect  the  presence  of  a 
Program  sponsored  plastic  surgery  team,  in  Spo- 
kane, that  serves  the  eastern  region. 


NUMBER  OF  CRIPPLED  CHILDRENS  PROGRAM  BURN  CASES 
By  age  at  time  of  burn  and  at  present  — State  of  Washington 
July  1,  1966 — April  15,  1967 
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CHILDREN 


20 


Fig.  1 


Burns  resulting  from  clothing  fires,  spilled  hot 
liquids,  and  ignited  gasoline  caused  the  majority 
of  injuries  in  these  children.  Figure  I shows  the 
number  of  children  involved,  by  age  at  time  of 
accident  and  present  age.  The  data  indicate  that 
children  under  age  5 are  particularly  vulnerable 
to  accidental  injury  caused  by  fires.  By  compar- 
ing age  at  time  of  accident  and  present  age,  it  is 
evident  that  severely  burned  children  present 
long-term  treatment  problems.  The  average  du- 
ration of  time  between  accident  and  present  age 
is  5.3  years. 

Figure  2 shows  by  age  group  at  time  of  acci- 
dent, the  number  of  children  involved  by  burns 
from  various  primary  causes.  Clothing  fires  and 
burns  resulting  from  spilled  hot  liquids  are  par- 
ticularly  dangerous  risks  to  infants  and  small 
children.  Vaporizer  burns  were  confined  to  chil- 
dren under  2 years  old.  Flash  fires  from  improp- 
erly handled  gasoline  become  an  increasing  risk 
with  age. 

Table  1 represents  the  number  of  child-years 
of  treatment  sponsored  by  the  Program  and  costs 
involved.  Again,  the  long-term  nature  of  burn 
treatment  and  rehabilitation  is  reflected  in  these 
figures.  Hospitalization  constitutes  almost  70  per 
cent  of  Program  costs  — by  implication,  this 
would  be  one  of  the  heaviest  financial  burdens 
for  any  family  with  a severely  burned  child.  Pro- 
fessional fees  include  payments  to  plastic  sur- 
geons, dentists,  and  vendors  of  appliances.  In 
the  nine  and  one-half  month  period  reported,  less 
than  1 per  cent  of  the  Program  caseload  consisted 
of  burn  victims.  These  same  children  accounted 
for  over  5 per  cent  of  total  Program  service  ex- 
penditures for  the  same  time  period. 
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Table  1 


CC  Program  Burn  Cases 
Washington  State  7/1/66-4/15/67 
Child-years  of  treatment,  by  numbers  of  children  and  Program  costs. 


Child-Yr. 

Total# 

Total 

Program  Costs 

Treatment 

Children 

Child-Yr. 

Hospitalizaton 

Professionals 

Total 

1 

16 

16 

$ 5,318.52 

$ 3.023.00 

$ 8,341.52 

2 

7 

14  ' 

8,270.35 

4.107.00 

12,377.35 

J 

3 

9 

7.115.07 

1,053.45 

8,168.52 

4 

4 

16 

5.964.18 

2,148.00 

8,112.18 

5 

1 

5 

1,921.96 

1.413.75 

3,335.71 

6 

1 

6 

3,229.48 

2.707.00 

5.936.48 

Totals 

32 

66 

$31,819.56 

$14,452.20 

$46,271.76 

Average  costs/ child 

$ 994.36 

$ 471.72 

$ 1,445.99 

Average  costs 

child-vr. 

$ 482.11 

$ 228.71 

$ 701.08 

comments 

The  foregoing  analysis  of  Washington’s  Crip- 
pled Children’s  Program  statistics  is  based  upon 
a relatively  small  number  of  cases;  however,  the 
data  do  suggest  that  fire  hazards  mav  present  age- 
specific  risks  and  that  both  type  of  hazard  and 
children  at  risk  from  the  hazard  can  be  identified. 
Thus,  accident  prevention  programs  may  find 
these  data,  or  application  of  this  method  of  analy- 
sis. useful  in  locating  and  correcting  hazardous 
fire  conditions. 

T he  data  show  that  Program  treatment  costs 
for  childhood  burn  victims  are  a significant  pro- 
portion of  the  Program’s  total  tax-supported  bud- 
get. I hese  children  require,  receive,  and  benefit 
from  treatment  and  rehabilitation;  but  it  should 
be  more  desirable  to  prevent  the  initial  injury 
and  have  no  need  for  care.  While  this  report  is 
not  a comparison  of  the  cost  of  health  services 
and  the  socio-economic  benefits  derived  from 
these  services,  it  does  furnish  material  indirectly 
bearing  on  cost-benefit  issues  and  is  worthy  of 
consideration.  For  instance,  a financial  assump- 
tion might  well  be  made  that  if  we  were  to  invest 
in  accident  prevention  programs,  there  would  be 
fewer  burn  victims  requiring  investments  in  treat- 
ment and  rehabilitation  services.  Similar  assump- 
tions of  a less  tangible  nature,  dealing  with  hu- 
man values  of  happiness  and  well-being,  might 
also  be  made.  Such  assumptions,  stated  as  hypo- 
theses to  be  tested,  might  yield  answers  that 
would  help  health  planners  decide  about  the  al- 
location of  scarce  resources.  If,  as  a result  of  effec- 
tive accident  prevention  programs  (i.e.  primary 


prevention),  there  were  fewer  burn  victims  re- 
quiring treatment  services,  a planning  decision 
might  follow  that  would  decrease  or  phase  out 
the  current  necessary  treatment  (i.e.  secondary 
prevention)  and  rehabilitation  (i.e.  tertiary  pre- 
vention) programs.  ■ 

Dept,  of  Preventive  Medicine 
University  of  Washington  (98105) 


abstracto 

Se  estima  que  cad  a aiio  en  l os  Estados  Unidos  unas 
300,000  personas  sufren  quemaduras  severas  en  fuegos 
accidentales.  Cast  la  mitad  de  estas  casualidades  son 
ninos.  Fuegos  de  la  ropa  y quemaduras  que  resultan 
al  derramarse  ll  quid  os  calientes  son  particularmente 
riesgos  peligrosos  para  bebes  y ninos  pequehos.  El  costo 
del  cuidado  medico  de  larga  duracion  que  estos  ninos 
requieren  es  e/erado  y se  sugiere  que  programas  para 
la  prei  encion  de  accidentes  dirijidos  a reduc'tr  peligros 
de  fnego  especificos  para  ninos,  pueden  eventualmente 
reducir  los  dos,  el  costo  del  tratamiento  y las 
incapacidades. 
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Circulatory  Effects  of  Intermittent 
Positive  Pressure  Eentilation 

BEVERLY  C.  MORGAN,  M.D./EDWARD  W.  CRAWFORD,  M.  D.  'LOREN  C.  W I N T E R S C H E I D,  M.D., 

WARREN  G.  G U N T H E R,  M.  D.,  Seattle,  Washington 


Cardiac  output  is  diminished  when  airway  pressure  is  elevated  excessively  by 
intermittent  positive  pressure  apparatus.  Study , including  use  of  a thermistor  to 
estimate  blood  flora,  indicates  that  interference  with  venous  return  may  be  the 
major  factor.  Moderate  increase  in  pressure  does  not  reduce  flow.  If  the  patient 
is  in  distress  because  of  pulmonary  hypoperfusion,  increase  in  intrathoracic 
pressure  may  be  harmful. 


Intermittent  positive  pressure  ventilation 
(IPPV),  while  used  primarily  in  the  operat- 
ing room,  has  become  widely  applied  in 
pediatrics  for  therapy  of  respiratory  distress  syn- 
drome, cystic  fibrosis,  asthma  and  other  non-sur- 
gical  problems.  The  benefits  of  this  therapy  are 
well  recognized;  however,  significant  alterations 
in  circulatory  function  may  result  from  its  appli- 
cation. This  paper  will  demonstrate  the  hemody- 
namic effects  of  positive  pressure  ventilation,  and 
discuss  the  mechanisms  involved  in  these  changes. 

material  and  methods 

Five  children,  ranging  in  age  from  6 months 
to  5 years,  were  anesthetized  with  halothane- 
nitrous  oxide-oxygen  prior  to  elective  cardiovas- 
cular surgery.  Two  patients  had  coarctation  of 
the  aorta,  two  had  patent  ductus  arteriosus,  and 
one  had  tetralogy  of  Fallot.  Airway  pressure  (in 
the  endotracheal  tube),  venous  pressure  (in  the 
superior  or  inferior  vena  cava)  and  arterial  pres- 
sure (in  the  radial  or  brachial  artery)  were  re- 
corded, and  electrocardiogram  lead  I or  II  moni- 
tored. A No.  6 cardiac  catheter  with  a thermister 
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flowmeter  mounted  at  the  tip  was  placed  in  the 
interior  or  superior  vena  cava  several  centimeters 
distal  to  the  right  atrium  and  flow  patterns  re- 
corded. This  flowmeter  was  developed  in  our 
laboratory  from  a device  introduced  by  Mellander 
and  Rushmer,  utilizing  a transistorized,  balanced 
bridge  circuit  with  rapid  response  time.1  The 
thermister  is  maintained  at  a constant  tempera- 
ture, slightly  above  the  temperature  of  blood; 
Blood  flowing  by  the  thermister  bead  cools  the 
bead,  requiring  increased  electrical  current  to 
maintain  constant  temperature  of  the  thermister. 
The  voltage  recorded  is  proportional  to  the  cur- 
rent required  and,  therefore,  is  also  proportional 
to  the  flow.  No  attempt  was  made  at  quantitative 
inferences. 

Prior  to  thoracotomy,  data  were  obtained  dur- 
ing spontaneous  respirations  anti  at  varying 
levels  of  intermittent  positive  pressure  ventila- 
tion applied  by  manual  pressure  on  the  breathing 
bag  of  the  anesthesia  gas  circut;  peak  airway  pres- 
sures of  10  to  30  cm  FRO  were  utilized  over  a 
wide  range  of  inspiratory  to  expiratory  ratios. 

results 

Application  of  intermittent  positive  pressure  at 
low  airway  pressures  had  no  significant  effect  on 
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IVC  FLOW 


Fig.  1A.  Airway  and  inferior  vena  caval  pressure  (in  cm.  H.,0)  and  vena  caval  flow  (thermister 
catheter)  showing  effect  of  modest  increase  in  pressure  and  inspiratory :expiratory  ratio.  Data 
recorded  from  lightly  anesthetized  child  prior  to  thoracotomy  (repair  of  coarctation  of  the  aorta). 
IB.  Arterial,  vena  caval  and  mask  pressure  (in  cm.  H.,0),  vena  caval  flow  (thermister  catheter) 
and  electrocardiogram  lead  II  showing  effect  of  prolonged  inspiration.  Note  immediate  surge  in 
caval  flow  with  release  of  positive  pressure.  Data  recorded  at  paper  speed  of  25  mm  sec  from  a 
lightly  anesthetized  child  prior  to  thoracotomy  (ligation  of  small  patent  ductus  arteriosus). 


the  circulator)  functions  monitored,  Figure  1A. 
Airway  pressures  of  approximately  20  cm  H20 
raised  venous  pressure  3-5  cm  and  slightly  dimin- 
ished vena  caval  flow  during  the  positive  phase 
of  the  respiraton  cvcle,  with  rapid  return  follow- 


ing release  of  pressure.  Figure  1A.  Application  of 
higher  levels  of  airway  pressures  (30  cm  H20) 
with  significant  prolongation  of  the  inspiratory 
phase  of  the  respiraton  cycle  resulted  in  eleva- 
tion of  venous  pressure,  decrease  in  venous  re- 
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Fig.  2.  Effect  of  increasing  intrathoracic  pressure  on  cardiovascular  function;  data  recorded 
from  a lightly  anesthetized  dog  two  weeks  following  surgical  implantation  of  pulsed  ultrasonic 
flow  transducers  on  vena  cava,  pulmonary  artery,  pulmonary  vein  and  aorta.  Arterial  and  right 
ventricular  pressure  (mm  Hg)  recorded  via  catheters;  thoracic  pressure  (cm  H„0)  recorded  via 
implanted  intrapleural  balloon. 


turn  to  the  heart  and  depression  of  arterial  pres- 
sure. Airway  pressure  of  25-30  cm  H20  sustained 
for  a period  of  approximately  12  seconds  resulted 
in  elevation  of  venous  pressure  from  a control 
level  of  8 to  a high  of  18  cm  H20,  and  decrease  in 
arterial  pressure  from  90/60  to  48/40  mm  Hg. 
Vena  caval  flow'  decreased  promptly  and  remain- 
ed at  diminished  levels  until  release  of  positive 
pressure  when  caval  flow  immediately  increased; 
venous  and  arterial  pressures  returned  to  control 
levels  within  2-3  seconds,  Figure  IB. 

discussion 

The  results  w'e  obtained  in  these  children  con- 
firm our  previous  findings  in  intact  anesthetized 
dogs  which  were  studied  following  recovery  from 
surgical  implantation  of  pulsed  ultrasonic  flow 
transducers  on  the  superior  vena  cava,  pulmonary 
artery,  pulmonary  vein,  and  aorta.2  That  study 
demonstrated  that  high  levels  of  intermittent  pos- 
itive pressure  ventilation  with  peak  airway  pres- 
sure of  30  cm  H20,  inspiratory  to  expiratory  ratio 
of  2:1,  decreased  cardiac  output  by  35  per  cent 
and  stroke  volume  by  44  per  cent.  The  ratio  of  the 
duration  of  inspiration  to  expiration  wras  demon- 
strated to  be  of  major  importance.  Prolonged  in- 


flation (2:1  ratio  of  inspiration  to  expiration) 
with  modest  pressures  (20  cm  H20)  reduced  car- 
diac output  more  than  higher  pressures  for  short- 
er periods  (1:2  ratio  at  30  cm).  Pulmonary  arter- 
ial blood  flow  was  similarly  decreased.  During 
these  studies,  maximum  cardiac  output  occurred 
during  spontaneous  respiration.  Figure  2 illus- 
trates the  cardiovascular  effects  of  increasing  air- 
way  pressure  as  recorded  from  a lightly  anesthe- 
tized dog. 

The  exact  mechanism  producing  the  decreased 
cardiac  output  observed  during  intermittent  posi- 
tive pressure  ventilation  has  not  been  established. 
Increased  pulmonary  vascular  resistance  has  been 
implicated.  How'ever,  surgical  constriction  of  the 
main  pulmonary  artery,  wdiile  considerably  in- 
creasing resistance  to  flow',  does  not  decrease 
cardiac  output  providing  that  venous  return  is 
maintained.4  Others  have  proposed  that  decreas- 
ed right  heart  filling  is  the  important  pathway.5 
Certainly  the  pumping  effect  of  spontaneous 
inspiration  and  its  associated  negativity  of  intra- 
thoracic pressure  is  lost  during  1PPV.  The  im- 
mediate decrease  in  vena  caval  flow  as  airway 
pressure  is  elevated,  demonstrated  in  this  study, 
suggests  that  decreased  venous  return  is  a major 
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factor. 

The  decrease  in  cardiac  output  and  pulmonary 
blood  flow  that  occurs  may  be  hazardous  in  in- 
fants with  respiratory  distress  syndrome.  If  pul- 
monan  hypoperfusion  is  the  mechanism  respon- 
sible for  idiopathic  respiratory  distress  syndrome.6 
the  further  decrease  in  pulmonary  blood  flow 
associated  with  high  intrathoracic  pressure  may 
be  harmful. 

The  children  in  this  study  were  all  relatively 
healthv  in  spite  of  their  cardiovascular  lesions, 
and  were  normovolemic;  still,  major  alterations 
in  circulator)  function  occurred.  The  fall  in  car- 
diac output  during  intermittent  positive  pressure 
ventilation  is  accentuated  when  the  capacity  for 


abstracto 

El  deblto  cardiaco  disminuye  c nan  do  se  eleva  exces- 
ivamente  la  presion  del  tracto  respiratorio  por  medio 
del  aparato  de  presion  positira  intermitente.  Un  estndio 
cjue  incluye  el  uso  de  un  transistor  sensitivo  a la  temper- 
atura  (thermister)  para  estimar  el  flu  jo  sanguineo, 
indica  que  la  in/erf  erencia  con  el  retorno  venoso,  pueda 
ser  el  mayor  factor.  Un  incremento  moderado  de  la 
presion,  no  disminuye  el  flu  jo  sanguineo.  Si  el  paciente 
estd  en  dificultades  debido  a una  hipoperfusion  pul- 
monar,  el  aumento  en  la  presion  intratordcica  puede  ser 
danina. 


reconstituting  the  venous  gradient  from  the  peri- 
phery to  the  heart  is  impaired  as  in  hemorrhagic 
shock  and  sympathetic  blockade.7 

summary 

The  circulatory  effects  of  intermittent  positive 
pressure  ventilation  were  investigated  in  five 
anesthetized  children  prior  to  cardiovascular  sur- 
gery. Modest  levels  of  IPPY  elevated  venous  pres- 
sure 3-5  cm  and  mildly  decreased  vena  caval  flow. 
Higher  levels  of  pressure  with  prolonged  inspira- 
tion resulted  in  significant  elevation  of  venous 
pressure,  decrease  in  venous  return  to  the  heart, 
and  depression  of  arterial  pressure.  ■ 

University  of  Washington,  98105 
(Dr.  Morgan) 
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THE  ISSUE  OF  HIGH  PROFITS 

Only  one  out  of  6,000  compounds  tested  by  drug  companies  turns  out  to  be  a market- 
able product,  and  even  then  it  can  reach  the  market  only  after  years  of  animal  and  clinical 
testing.  In  addition,  a competitor’s  new  or  improved  product  for  treatment  of  the  same 
disease  can  appear  at  any  moment  to  overshadow  or  make  obsolete  a profitable  product 
perfected  at  great  cost. 

To  illustrate,  16  drug  products  which  were  listed  among  the  200  most  commonly 
prescribed  products  in  1965  had  disappeared  from  the  list  when  the  1966  annual  audit 
of  prescriptions  filled  in  retail  stores  was  completed.  Three-quarters  of  those  16  products 
had  been  on  the  market  10  years  or  less.  The  same  survey  disclosed  that  100  products 
dropped  in  frequency  of  prescribing  rate  between  1965  and  1966.  Only  84  remained  the 
same  or  rose  in  rank. 

— C.  Joseph  Stetler,  President 
Pharmaceutical  Manufacturers  Association, 
from  his  statement  given  before  the 
Monopoly  Subcommittee  of  the  Senate  Select 
Small  Business  Committee,  November  16,  1967 
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A Bright  Future  for  the  Private  Practice 

of  Psychiatry 

CHARLES  H.  JONES,  M.  D.,  Winnetka,  Illinois 

IT  ith  increased  interest  in  psychiatry , there  has  developed  the  realization  that 
private  practice  is  far  superior  to  psychiatry  provided  by  government.  In  spite  of 
the  fact  that  there  has  been  discrimination  against  mental  disorders  by  insurance 
companies  and  prepayment  plans , much  progress  has  been  made , there  is  increas- 
ing recognition  of  the  need  for  including  mental  disorders  in  plans  for  medical 
care  and  there  is  decreasing  interest  in  development  of  community  mental  health 
centers.  The  social  psychiatrists  have  ignored  human  nature  and  are  naive  to 
think  that  recently  trained  psychiatrists  wish  to  work  in  the  enervating  environ- 
ment of  community  psychiatry.  It  is  clear  that  services  rendered  to  the  public  by 
the  private  sector  of  medicine  will  expand,  become  more  comprehensive,  and 
increase  in  efficiency. 


Advocates  of  government  sponsored  psy- 
chiatric programs,  and  those  who  yearn 
lor  a national  health  service  have  been 
saturating  the  public  with  a barrage  of  propagan- 
da bemoaning  an  alledged  sad  state  of  the  psy- 
chiatric scene.  The  propaganda  stresses  the  need 
for  centrally  planned  and  controlled  programs  of 
a type  that  might  have  applied  to  programs  of 
twent\  years  ago,  but  are  unrealistic  today. 

The  private  practice  of  psychiatry  is  one  of  the 
most  expanding  and  promising  sectors  of  medi- 
cine. Private  services  are  growing  so  rapidly  in 
scope  and  availability  that  psychiatrists  have  dif- 
ficult} in  keeping  the  public  informed  of  changes. 

There  is  a need  for  physicians  in  private  prac- 
tice to  help  put  into  proper  perspective  the  cur- 
rent medical-political  issues  that  deal  with  pro- 
duction and  distribution  of  psychiatric  services. 
If  this  is  done,  American  voters  and  their  servants 
may  act  with  common  sense  in  solving  complex 
administrative  and  technical  problems. 

When  I joined  the  Washington  State  Hospital 
System  twenty  years  ago,  there  were  no  psychia- 
trists in  private  practice,  other  than  in  Seattle, 
Tacoma  and  Spokane.  They  were  sufficiently 
limited  in  numbers  that  a state  hospital  psychia- 
trist could  keep  track  of  the  idiosyncrasies  of  each, 


Delivered  before  the  Snohomish  County  Medical  Society, 
Everett,  Washington  on  February  7,  1967. 


and  this  was  of  great  help,  believe  me.  Since  that 
time,  private  psychiatrists  have  flocked  to  metro- 
politan areas  by  the  dozens,  even  to  the  point  of 
spilling  over  into  suburbia.  Private  psychiatry 
was  established  in  Yakima  and  in  Richland  in 
1949.  City  after  city,  and  town  after  town,  gradu- 
ally have  been  added  to  the  list  of  those  attracting 
private  psychiatrists.  There  is  hardly  a trade  area 
in  Washington  without  easy  availability  of  priv- 
ate psychiatrists,  who  before  long  will  be  as  ubi- 
quitous as  surgeons,  internists  and  pediatricians. 

In  response  to  the  law  of  supply  and  demand, 
which  prevails  in  the  free  enterprise  economy  of 
the  United  States,  it  is  a pleasure  to  note  that 
there  are  presently  more  residents  in  training  in 
psychiatry  than  in  any  other  medical  specialty. 
Ten  per  cent  of  all  residents  today  are  in  psychi- 
atry. Most  of  them  plan  to  enter  private  practice. 

Another  indication  of  psychiatry’s  expansion 
in  the  private  sector  of  medicine  is  the  marked 
interest  and  good  attendance  at  j:>osr  graduate 
programs  in  psychiatry  for  non  - psychiatrists. 
These  are  especially  successful  when  courses  are 
organized  around  what  physicians  want  to  hear 
from  psychiatrists,  instead  of  what  psychiatrists 
want  to  tell  physicians.1 


Dr.  Jones,  formerly  Psychiatrist-in-Chief,  Henry  Waldo  Coe 
Foundation  and  Morningside  Hospital,  Portland.  Oregon,  is 
Superintendent  and  Psychiatrist-in-Chief,  North  Shore 
Hospital,  Winnetka,  Illinois. 
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Xo  one  can  deny  that  today  there  is  a pressing, 
almost  insatiable  demand  for  personal,  private, 
psychiatric  services.  A popular  explanation  for 
this  is  an  increased  public  sophistication  about 
psychiatric  disorders.  But  I don’t  think  that  this 
is  the  main  reason.  I have  admitted  to  state 
mental  hospitals  many  sophisticated,  tolerant, 
insightful  patients,  who  were  there  because  they 
didn’t  have  the  economic  support  to  be  anywhere 
else.  My  explanation  for  increased  demand  is  that 
expansion  of  private  psychiatric  services  has  par- 
alleled, step-by-step,  the  progressive  economic  af- 
fluence enjoyed  by  Americans  during  the  past 
twenty  years.  More  and  more  people  have  been 
able  to  afford  private  psychiatric  care,  since 
World  War  II,  on  an  out-of-pocket  basis,  and 
gradual  lessening  of  discriminations  against  psy- 
chiatric sen  ices  in  prepaid  medical  contracts  has 
brought  psychiatry  to  millions  of  citizens.  There 
also  has  been  a very  rapid  shift  of  emphasis  from 
personal  purchasing  of  such  plans  to  obtaining 
them  as  fringe  benefits  of  employment  or  because 
of  membership  in  special  groups. 

prepayment  plans  discriminate 

Discriminations  against  patients  with  psychi- 
atric illnesses  in  many  prepaid  medical  contracts 
have  been  similar  to  those  against  the  tubercular, 
and  premature  infants,  but  if  anything,  they  have 
been  more  devious  and  illogical.  Many  policies 
still  exclude  care  in  private  hospitals  or  state 
hospitals,  while  covering  psychiatric  sections  of 
general  hospitals.  Others  discriminate  in  dura- 
tion of  coverage  or  pay  a lower  percentage  of  the 
total  bill,  as  compared  with  payments  for  those 
with  physical  illnesses.  Some  exclude  patients 
with  symptoms  of  alcoholism  or  drug  abuse. 
Fortunately,  these  deficiencies  are  being  over- 
come. Many  of  the  best  medical  care  contracts 
now  make  little  or  no  distinction  between  physi- 
cal and  psychiatric  disorders,  and  it  can  be  pre- 
dicted that  within  a few  years  similar  coverage 
will  be  universal. 

In  order  to  hasten  elimination  of  restrictions 
on  the  coverage  of  mental  disorders  from  health 
insurance  plans,  the  American  Psychiatric  Asso- 
ciation issued  a special  booklet  less  than  a year 
ago.2  The  A.P.A.  in  setting  forth  guidelines, 
recognized  the  medical  model  of  mental  illness 
to  be  essential  in  determining  the  nature  of 
mental  disorders  which  should  be  covered  by 
medical  insurance.  It  defined: 


A mental  disorder  is  a disorder  occurring  in 
a person  who  when  thoroughly  studied  by  a 
licensed  physician  is  diagnosed  as  suffering 
from  one  or  more  of  the  specific  psychiatric 
conditions  described  in  Mental  Disorders,  the 
American  Psychiatric  Association’s  diagnostic 
and  statistical  manual.  Mental  disorders  include 
both  conditions  that  interfere  with  current  func- 
tioning and  conditions  that  produce  no  im- 
pairment in  current  functioning  but  carry  with 
them  the  threat  of  future  disability.  Mental 
disorders  include  active  processes  of  limited 
or  unlimited  duration,  as  well  as  injuries  and 
certain  kinds  of  relatively  static  conditions 
present  at  birth  and  persisting  throughout  life. 


other  principles  enunciated  by  the  APA: 

1.  It  is  recognized  that  there  are,  and  there  will 
continue  to  be,  people  in  search  of  help  whose 
trouble  does  not  constitute  a basis  for  treatment  by 
a physician.  However,  a person  who  defines  his  dis- 
comfort as  a mental  disorder  and  seeks  help  for  it 
from  a physician  is  entitled  to  evaluation  and  consul- 
tation. This  constitutes  a proper  basis  for  a health 
insurance  claim,  regardless  of  resultant  diagnosis. 
When  a person  seeking  help  is  found  not  to  have  a 
mental  disorder,  it  is  appropriate  for  the  physician 
to  make  a referral  to  the  resource  considered  best 
able  to  handle  the  problem. 

2.  The  purpose  of  a program  of  psychiatric  cover- 
age under  prepayment  or  other  health  insurance  plans 
is  quality  treatment  of  all  eligible  persons.  This  treat- 
ment should  be  available,  accessible  and  acceptable 
to  the  patient.  The  responsibility  for  establishing  the 
necessity  for  a specific  clinical  service  rests  with  the 
physician  in  charge  of  the  case. 

3.  In  order  to  achieve  a good  therapeutic  result, 
it  is  sometimes  necessary  to  involve  in  the  treat- 
ment program  family  members  of  the  person  original- 
ly designated  as  the  patient.  Equivalent  psychiatric 
coverage  should,  therefore,  be  available  to  all  mem- 
bers of  the  family  unit. 

4.  A patient  hospitalized  for  mental  disorder 
should  have  available  to  him  through  his  prepay- 
ment or  other  health  insurance  coverage  the  range 
of  services  required  for  the  treatment  of  non-psychi- 
atric illnesses,  to  be  carried  out  either  in  the  psychia- 
tric facility  where  he  is  being  treated  (provided  it 
meets  adequate  standards)  or  in  another  facility. 

5.  It  should  be  recognized  that  many  of  the  mani- 
festations of  mental  retardation,  alcohol  problems, 
and  drug  dependence  can  benefit  from  active  treat- 
ment, and  such  treatment  should  be  provided  as  long 
as  a reasonable  expectation  of  improvement  exists. 
Further,  it  should  be  emphasized  that  the  mentally 
retarded  are  subject  to  other  mental  disorders,  as  are 
individuals  of  normal  intellectual  functioning,  and 
they  should  be  entitled  to  equivalent  coverage.  Even 
though  psychiatric  services  cannot  be  expected  to 
affect  the  organic  aspects  of  retardation,  they  can 
make  a major  contribution  toward  allevating  its  ef- 
fects, because  of  the  particular  susceptibilty  of  the 
mentally  retarded  person  to  emotional  and  inter- 
personal disturbances. 
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effect  of  Medicare 

A great  boost  to  the  private  practice,  fee-for- 
service  concept  of  medical  economics  came  with 
the  successful  modification  of  the  Medicare  Law 
in  1965  as  influenced  by  the  American  Medical 
Association  and  supporting  health  organizations. 
From  newspaper  accounts  since,  one  would  think 
that  the  AMA  was  politically  impotent  and  had 
little  influence  on  the  final  form  in  which  Medi- 
care was  passed.  Physicians  know  that  this  is  not 
so.  We  know  that  the  Johnson  Administration’s 
Medicare  bills,  as  originally  introduced  in  each 
house  of  Congress,  were  not  medicare  at  all,  but 
were  compulsory  hospital  care  for  Social  Security 
beneficiaries,  irrespective  of  financial  need.  In 
the  Administration’s  plan,  no  provision  was  made 
for  psychiatric  hospitalization. 

During  the  legislative  battle  over  Medicare  the 
AMA  vigorously  advocated  a combined  program 
of  voluntary  hospital  and  medical  care,  and  the 
National  Association  of  Private  Psychiatric  Hos- 
pitals, in  particular,  conducted  an  effective  cam- 
paign for  psychiatric  coverage.  The  compromise 
enacted  requires  compulsory  hospital  coverage 
in  Part  A of  Title  18  and  allows  voluntary  fee- 
for-service  medical  coverage  in  Part  B.  Both  parts 
contain  provisions  for  psychiatric  patients.  Like- 
wise, in  Title  19,  which  shifts  considerable  re- 
sponsibility and  initiative  to  individual  states, 
fee-for-service  compensation  to  private  physicians 
is  authorized  for  a variety  of  medical  services  to 
the  following  categories:  1.  The  non  - welfare, 
medically  indigent  and;  2.  Welfare  recipients  such 
as,  a.  under  the  age  of  twenty-one;  b.  relatives 
living  with  dependent  children;  c.  sixty-five  years 
of  age  or  over;  d.  blind;  and  e.  permanently  and 
totally  disabled. 

AMA’s  success,  in  obtaining  broader  Medicare 
provisions  for  doctor-to-patient  services  following 
the  traditional  model  of  fee-for-service  compen- 
sation, boosts  the  private  practice  of  psychiatry  in 
two  ways.  First,  fee-for-service  economic  support 
has  been  provided  for  many  elderly  beneficiaries 
of  Social  Security  who  were  heretofore  medically 
indigent,  and  potential  support  has  been  sche- 
duled for  special  categories  of  indigents  who 
heretofore  were  unable  to  look  to  private  physi- 
cians for  psychiatric  care;  and  second,  discrimina- 
tions against  psychiatric  patients  have  been  par- 
tially overcome  and  those  remaining  should  in 
time  be  corrected  by  remedial  legislation. 


A most  irksome  discrimination  remains  in  Title 
19.  Care  in  psychiatric  institutions,  either  public 
or  private,  is  specifically  prohibited  for  indigents 
under  the  age  of  sixty-five,  although  it  is  allowed 
for  those  above  that  age.  Inconsistently,  such  care 
is  authorized  for  any  of  the  eligible  categories  in 
psychiatric  sections  of  general  hospitals.  This 
type  of  discrimination  is  particularly  odious  to 
some  of  the  smaller  states,  which  have  few  or  no 
general  hospitals  with  special  sections,  but  do 
have  private  psychiatric  hospitals  of  the  highest 
standards  and  excellent  reputations.  The  least 
of  what  physicians  of  Snohomish  County  can  do 
is  to  let  Congressman  Meeds  and  Senators  Jack- 
son  and  Magnuson  know  that  this  discrimination 
makes  little  sense  and  should  be  eliminated  as 
Medicare  is  reviewed. 


apathy  can  prevent  Title  19 

The  economic  power  of  Title  19  can  be  mobil- 
ized to  support  independent  medical  practice 
depending  on  how  productively  members  of  the 
medical  profession  involve  themselves  in  working 
out  fine  print  operative  details.  In  face  of  apathy 
on  the  part  of  medical  organizations,  Title  19  is 
apt  to  evolve  into  a bureaucratic  monstrosity, 
characterized  by  inefficiency  and  waste.  Carl 
Schlicke  in  his  Presidential  Address  to  the  Wash- 
ington State  Medical  Association  particularly 
called  attention  to  Title  19,  and  emphasized  the 
many  dividends  that  have  resulted  from  the  As- 
sociation becoming  involved  with  implementa- 
tion of  some  governmental  medical  programs. 

Under  the  currently  popular  concept  of  “cre- 
ative federalism”  increasing  amounts  of  feder- 
ally collected  tax  money  will  be  returned  to  the 
states  under  such  projects  as  Title  19.  These 
will  be  state  programs,  and  it  is  the  upmost  im- 
portance that  we  be  in  a position  to  help  shape 
their  implementation.  Many  of  you  have  seen 
copies  of  Wilbur  Cohen’s  outline  of  Social 
Policy  for  the  1970’s  and  the  advanced  report 
of  the  National  Commission  on  Community 
Health  Services,  headed  by  former  H.E.W. 
Secretary,  Marion  Folsom. 

There  are  other  schemes  afoot,  even  wilder. 
This  is  the  sort  of  thing  which  ...  is  a picture 
of  the  future  as  the  architects  of  the  Great 
Society  see  it.  Instead  of  simply  throwing  up 
our  hands  in  despair,  it  seems  to  me  ...  we 
should  encourage  and  intelligently  support  all 
that  is  good  in  these  programs  and  intelligently 
oppose  and  try  to  re-shape  that  which  fails  to 
meet  realistic  criteria.  In  order  to  act  effectively 
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on  these  suggestions,  we  have  to  be  in  a po- 
sition of  sufficient  influence  so  that  the  people 
and  the  duly  elected  representatives  in  our 
State  Legislature  and  The  Congress  will  be  in- 
terested in  our  views  and  will  heed  our  advice.3 

Title  19  of  Medicare  is  very  open-ended  legis- 
lation which  allows  a state  wide  latitude  in  set- 
ting terms  of  eligibility,  duration  and  scope  of 
welfare  medical  programs.  So  far,  Washington 
has  avoided  abusing  this  latitude  in  respect  to 
eligibilitv  and  duration,  but  has  failed  miserably 
in  respect  to  scope:  in  that  nothing  is  provided 
for  psychiatric  illnesses  except  one  consultation 
per  patient. 

community  mental  health  centers 

One  explanation  for  Washington’s  failure 
might  be  that  Title  19  program  is  supervised  by 
the  Department  of  Public  Assistance,  whereas  the 
Department  of  Institutions  has  been  designated 
b\  the  Governor  to  be  concerned  with  programs 
of  psychiatric  care.  Thus,  the  Administration's 
budget  currently  under  consideration  by  the  Leg- 
islature contains  requests  for  community  mental 
health  centers  and  expanded  grant-in-aid  appro- 
priations for  local  programs,  but  nothing  is  pro- 
vided for  welfare  medical  care  which  could  allow 
fee  pavment  for  private  psychiatric  services. 

I cannot  believe  that  preference  for  community 
mental  health  centers  rests  on  a political  philos- 
ophy that  medical  care  given  by  salaried  em- 
ployees is  preferable  to  that  by  independent,  pri- 
vate  physicians.  One  suspects  that  the  over-riding 
reason  is  that  few  legislators  would  be  inclined 
to  supply  sufficient  money  to  try  both  approaches 
simultaneously.  Because  of  competition  for  ap- 
propriations, physicians  in  private  practice  who 
are  convinced  that  the  fee-for-service  approach  is 
superior  to  the  charity  clinic  approach  have  their 
work  cut  out  for  them  in  justifying  this  point  of 
view  with  their  legislative  representatives.  For 
make  no  mistake  about  it,  salaried  employees  of 
the  Department  of  Institutions  are  working  full- 
time and  overtime  agitating  to  expand  their  in- 
fluence. 

What  is  this  community  mental  health  centers 
scheme?  Details  can  be  found  in  the  Community 
Mental  Health  Centers  Act  of  1963;  Public  Law 
88-164;  the  Mental  Retardation  Facilities  and 


Community  Mental  Health  Centers  Construction 
Act.  Amendments  of  1965,  Public  Law  89-105; 
and  especially  in  the  regulations  promulgated  by 
the  United  States  Department  of  Health.  Educa- 
tion and  Welfare  to  implement  these  laws.4'5 
This  Federal  program  provides  matching  funds 
for  the  construction  of  these  centers  and,  on  a 
declining  basis,  for  staffing  of  agencies  organized 
to  coordinate  geographic  mental  health  programs. 
How  the  specifics  of  federal  legislation  might 
affect  the  State  of  Washington  can  be  found  in  a 
report  of  the  Mental  Health  and  Mental  Retarda- 
tion Advisory  Council,  which  frittered  awa\ 
>102,600  over  a two-year  period  while  ruminating 
about  the  contents  of  its  report.  As  it  turns  out, 
the  report  is  nothing  more  than  a re-hash  of  fed- 
eral regulations,  propaganda  of  the  type  found  in 
the  book,  Action  for  Mental  Health ,6  and  a map 
of  Washington  dividing  the  state  into  eighteen 
mental  health  districts. 

Regulations  of  the  1963  Community  Mental 
Health  Centers  Act  state  that  comprehensive 
mental  health  services  shall  provide  the  following 
ten  elements:  1.  inpatient  service,  2.  outpatient 
service,  3.  partial  hospitalization  services,  such  as 
day  care,  night  care,  weekend  care,  4.  emergency 
services,  twenty-four  hours  per  day,  must  be  avail- 
able within  at  least  one  of  the  first  three  services 
listed  above,  5.  consultation-education  services 
available  to  community  agencies  and  professional 
personnel,  6.  diagnostic  services,  7.  rehabilitative 
services,  including  vocational  and  educational 
programs,  8.  pre-care  anti  after-care  services  in 
the  community,  including  foster  home  placement, 
home  visiting  and  halfway  houses,  9.  teaching, 
and  10.  research  and  evaluation. 

In  spite  of  pretenses  that  comprehensive  serv- 
ices require  compliance  with  the  federal  plan, 
outpatient  services,  consultation-education  serv- 
ices, diagnostic  services  and  most  ol  pre-care  and 
after-care  services  can  be  provided  bv  private 
psychiatrists  with  no  facility  other  than  then- 
offices.  Rehabilitative  services  and  some  pre-care 
serv  ices  can  be  provided  by  private  psychiatrists 
working  in  close  cooperation  with  vocational-edu- 
cational agencies  in  the  community. 

Inpatient  services,  partial  hospitalization  and 
emergency  services  by  their  nature  require  a hos- 
pital. In  harmony  with  the  clinical  judgments  of 
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private  physicians,  a great  number  of  patients 
could  receive  these  elements  in  the  general  hos- 
pitals of  Snohomish  County.  For  certain  patients, 
however,  these  elements  of  care  would  be  avail- 
able within  the  immediate  area  of  Snohomish 
County  at  the  Northern  State  Hospital,  forty 
miles  close  by.  One  finds  it  difficult  to  imagine 
that  the  good  citizens  of  this  community  are 
much  exercised  about  teaching  and  research  in 
psychiatry.  Thus,  no  rigid  plan  is  required  for 
Snohomish  County. 

In  regard  to  Northern  State  Hospital,  it  seems 
appropriate  to  use  paragraphs  of  a report  I made 
last  September  to  the  Skagit  County  Medical 
Service  Bureau:7 

Northern  State  Hospital  is  one  among  many 
tax-supported  institutions  throughout  the  United 
States  which  has  in  recent  years  embarked 
upon  program  innovations  based  on  the  “social 
model  of  mental  illness,”  which  is  a cardinal 
concept  of  a school  of  thought  known  as 
“social  psychiatry”.  These  institutions  have 
generally  abolished  treatment  programs  de- 
signed to  deal  with  specific  types  of  psychiatric 
entities  and  have  substituted  artificial  group- 
ings of  patients  on  the  basis  of  the  geographic 
areas  from  which  admissions  arise. 

Regionalization  of  hospitals  has  been  popu- 
larly associated  with  a rapid  stunning  of  newly 
admitted  patients  by  massive  regimens  of  tran- 
quilizing  drugs.  While  this  seems  to  be  the 
same,  physiologically  and  psychologically,  as 
“chemical  restraint”  which  was  in  vogue  in 
institutions  thirty  to  forty  years  ago,  there  is 
one  difference.  In  the  older  era,  patients  were 
retained  in  the  hospital  and  placed  on  rehabili- 
tative and  occupational  assignments  so  that  a 
mental  status  determination  could  be  made 
after  the  organic  manifestations  of  drugs  had 
dissipated.  Today,  these  patients  are  rapidly 
dismissed  from  the  hospital  as  continued  stay 
is  considered  to  be  fraught  with  social  hazard. 

If  all  that  might  be  desired  for  a given  patient 
would  be  chemical  restraint,  a psychiatrist  in 
private  practice  could  provide  such  under  his 
supervision  in  one  of  the  general  hospitals  in 
Snohomish  - County  and  would  be  able  to  as- 
sure a more  efficient  continuity  of  treatment 
than  would  be  the  case  if  he  would  refer  the 
patient  to  Northern  State  Hospital. 

A long  range  goal  of  social  psychiatry  is  to 
abolish  state  mental  hospitals  as  psychiatric 
institutions.  This  is  based  on  the  supposition 
that  there  is  no  such  thing  as  chronic  psychiatric 
illness  except  that  which  is  supported  by  chronic 
pathologic  process,  the  most  offensive  example 
of  which  is  the  social  structure  of  state  mental 
hospitals,  which,  therefore,  must  be  avoided 
at  all  costs.  Thus,  by  denying  the  existence  of 
chronic  mental  illness,  except  that  with  an 
organic  etiology,  it  is  concluded  that  state  hos- 
pitals are  no  longer  necessary  other  than  to 
care  for  those  with  chronic  medical  diseases. 


social  psychiatry 

When  Action  for  Mental  Health  militantly 
embraced  the  philosophy  of  social  psychiatry  in 
1961  and  proclaimed  that  community  mental 
health  centers  would  cause  the  demise  of  state 
mental  hospitals,  little  heed  was  paid  the  protests 
of  experienced  administrators.8  Recently  an  ad- 
vance guard  of  homing  pigeons  has  returned  to 
roost  in  a report  by  Kraft,  Binner  and  Dickey, 
who  have  analyzed  four  and  one-half  years’  ex- 
perience at  the  Fort  Logan  Mental  Health 
Center.9 

Kraft  has  an  excellent  reputation  as  a mental 
hospital  administrator  and  is  a card-carrying 
member  of  the  social  psychiatry  movement.  His 
remarks  cannot  be  ignored: 

In  this  paper  we  have  reviewed  the  experi- 
ence of  the  Fort  Logan  Mental  Health  Center, 
an  institution  designed  to  incorporate  many 
of  the  features  of  a comprehensive  mental 
health  center.  We  have  noted  that  there  has 
been  much  enthusiasm  over  the  development 
of  these  comprehensive  mental  health  centers, 
and  an  optimistic  belief  has  developed  that  they 
will  largely  or  completely  eliminate  the  prob- 
lem of  the  chronic  custodial  patient. 

From  our  data,  however,  it  is  painfully  evi- 
dent that  while  the  center  has  been  able  to  re- 
turn large  numbers  of  patients  to  the  com- 
munity, a “hard  core”  group  which  is  minimally 
responsive  to  treatment  still  remains.  The  data 
also  demonstrates  that  such  individuals  are  ac- 
cumulating at  a rapid  rate.  Thus,  these  people 
pre-empt  a growing,  significant  share  of  the 
center’s  resources,  and  are  gradually  reducing 
the  numbers  of  less  sick  patients  whom  we  can 
successfully  treat. 

Our  studies  clearly  indicate  that  this  unre- 
sponsive group  is  constituted  largely  by  pa- 
tients characterized  by  ego  disorganization — 
the  chronic  schizophrenics.  This  is,  of  course, 
not  a surprising  finding.  It  underscores  the  fact 
that  it  will  take  more  than  a reorganization  of 
treatment  resources  and  facilities  to  solve  the 
complex  clinical  problem  of  the  chronic 
schizophrenics. 

We  leave  untouched  the  whole  question  of 
the  advisability  of  returning  patients  quickly 
to  their  communities.  There  is  a growing  con- 
cern about  the  social  costs  of  maintaining  the 
severely  emotionally  disabled  person  in  the 
community.  It  is  not  without  a price  that  pa- 
tients are  retained  in  their  community.  To  the 
costs  of  services  provided  by  other  agencies, 
such  as  welfare,  must  be  added  such  other  less 
tangible  costs  as  decreased  earning  capacity, 
burdens  upon  family  members,  and  the  possible 
harmful  effects  of  the  patients  upon  others  with 
whom  they  associate. 
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If  all  ten  required  elements  for  a community 
mental  health  center  were  to  be  made  available 
to  anv  and  all  residents  of  Snohomish  County  bv 
salaried  employees,  there  would  be  an  exorbitant 
duplication  of  many  existing  services.  On  this 
point,  I question  whether  or  not  all  of  these  serv- 
ices could  be  developed  in  Snohomish  Countv 
under  the  most  favorable  of  circumstances,  and 
further,  I question  that  many  of  them  are  really 
desired.  To  get  down  to  brass  tacks,  these  pro- 
grams are  not  restricted  to  indigents,  or  even  to 
the  medically  indigent. 

Administrative  law  promulgated  by  the  De- 
partment of  Health,  Education  and  Welfare  re- 
quires that  at  least  20  per  cent  of  the  patient  load 
of  so-called  community  mental  health  centers 
must  be  indigent,  which,  of  course,  means  that  up 
to  80  per  cent  of  patients  can  afford  private  serv- 
ices and  still  be  eligible  for  care.  I have  yet  to 
hear  proponents  of  the  community  mental  health 
center  concept  suggest  that  services  might  prop- 
erly be  limited  to  indigents. 

inconsistency  of  clinic  fee  schedules 

Since  outpatient  clinics  have  been  operating 
throughout  the  United  States  for  many  years,  we 
might  profitably  look  at  their  performance  in  re- 
spect to  setting  fees.  The  Director  of  the  Schenec- 
tady County  Child  Guidance  Center  in  New  York 
queried  thirty  community  mental  health  clinics 
and  child  guidance  centers  for  information  about 
their  fee  schedules.  Clinics  that  supplyed  infor- 
mation were  located  in  various  sections  of  the 
United  States,  but  most  were  in  the  Northeast. 
No  correlation  was  found  between  the  fee  levels 
at  the  various  clinics  and  the  size  of  the  com- 
munity served,  or  the  economic  status  of  the  com- 
munity. Most  clinics  provided  free  service  to 
families  who  were  unable  to  pay.  Most  clinics 
had  a maximum  fee.  Some  of  these  centers  pre- 
ferred families  whose  incomes  placed  their  ability 
to  pay  even  above  that  represented  by  the  maxi- 
mum fee  for  private  psychiatrists.  Other  clinics 
did  not  have  any  cutoff  point  or  income  ceiling 
for  eligibility  for  clinic  services.  It  was  not  un- 
usual to  find  three  or  four  fold  variations  be- 
tween fees  which  would  be  charged  the  same 
family  at  different  clinics.  In  some  instances,  the 
highest  fee  was  some  500  per  cent  greater  than  the 
lowest;  e.g.,  the  weekly  fee  for  a family  of  four 
persons  with  an  income  of  S6,500  was  $2.00  at  one 
clinic  and  S12.00  at  another.  If  a mother  and 
child  were  each  being  seen  once  a week,  and  the 


family  moved  from  the  country  served  by  one 
clinic  of  another  area  . . . the  cost  to  the  family 
would  rise  900  per  cent,  from  $2.00  to  $20.00  each 
week.10 

affluent  patients  preferred 

Hollingshead  and  Redlick  have  shed  consider- 
able light  on  a curious  phenomenon  in  which 
personnel  of  clinics  that  were  originally  organ- 
ized to  serve  lower  socio-economic  classes  unwit- 
tingly now  tend  to  choose  middle  and  upper-class 
patients  for  long-term  or  intensive  treatment. 
Blue-collar  workers  and  people  on  welfare 
seemed  to  be  shunted  aside  in  this  classical 
follow-up  study  of  one  year’s  psychiatric  pa- 
tients identified  in  New  Haven,  Connecticut. 
The  study  determined  who  received  what  kind 
of  treatment,  where,  by  whom,  for  how  long, 
for  what  price,  and  to  a large  extent,  why.11 

Many  social  psychiatrists  have  used  Hollings- 
head and  Redlick  to  propose  that  only  psychiatric 
personnel  with  lower  class  social  background  can 
be. expected  to  have  empathy  with  patients  from 
these  levels.  When  I hear  such  pretentions,  I 
know  that  either  the  book  has  not  been  read  com- 
pletely, or  that  a very  important  chapter  is  being 
deliberately  ignored.  Just  for  fun,  it  appears  that 
in  addition  to  patients,  Hollingshead  and  Red- 
lick made  a sociological  analysis  of  their  psychia- 
trists. They  paradoxically  found  that  psychia- 
trists with  lower-class  social  backgrounds  were 
preoccupied  with  treating  the  wealthy  by  lengths 
and  expensive  psychological  or  psychoanalytic 
techniques,  whereas  psychiatrists  with  middle  and 
upperclass  social  backgrounds  treated  mainh 
lower-class  patients  with  “directive  organic  ap- 
proaches,” which  included  electro-shock  therapy, 
drugs  and  brief  psychotherapy.  The  significance 
of  these  findings  by  Hollingshead  and  Redlick  is 
that  the  charity  clinic  approach  fails  to  supply 
psychiatric  services  for  the  lower  classes  if  afflu- 
ent upper-class  patients  are  not  specifically  ex- 
cluded. 

human  nature  ignored 

The  key  defect  in  all  the  planning  and  schem- 
ing done  by  social  psychiatrists  for  community 
mental  health  centers,  and  done  by  educated 
people  claiming  to  be  psychiatrists  and  social 
scientists,  is  that  they  have  completely  overlooked 
human  nature.  They  have  overlooked  the  fact 
that  by  operating  two  systems  for  the  delivery  of 
medical  care,  one  for  the  indigent  and  one  for  the 
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affluent,  one  system  has  to  be  inferior,  and  the 
difference  will  be  immediately  perceived  by  the 
indigent.  What  these  people  really  want,  and 
what  blue-collar  families  really  want  is  to  get 
medical  care  on  exactly  the  same  basis  as  every- 
one else.  They  are  disgruntled  and  hostile  at  be- 
ing herded  to  public  agencies  or  quasi-public 
agencies,  only  to  have  their  problems  given  short 
shrift  or  left  dangling  on  indeterminate  waiting 
lists.  Given  an  alternative  between  clinics  and  the 
free  choice  of  private  physician,  is  there  question 
which  option  anyone  would  exercise? 

Related  to  this  blind  spot  of  failing  to  recog- 
nize human  nature,  social  psychiatrists  are  naive 
to  think  that  with  ever  prevalent  opportunities 
for  private  practice  recently  trained  psychiatrists 
would  want  to  work  in  an  enervating  environ- 
ment of  community  psychiatry.  The  only  attrac- 
tive recruitment  feature  of  this  type  of  post  is 
temporary  income  while  arranging  for  private 
practice. 

This  rather  detailed  consideration  of  many  of 
the  inherent  defects  of  the  community  mental 
health  center  scheme  has  been  undertaken  to 
show  that  in  the  long  run  private  medicine  will 
receive  very  little  competition  or  interference 
from  this  source.  Federal  rules  and  regulations, 
by  themselves,  are  enough  to  stultify  attempts  to 
use  this  approach.  Here  in  Washington  there  is 
little  to  concern  us  in  the  redundant  community 
mental  health  center  legislation  currently  under 
consideration  in  Olympia.  Not  only  do  these 
executive  legislative  requests  contain  seeds  of 
their  own  destruction  in  the  form  of  unwieldy 
administrative  procedures  and  unnecessarily  rig- 
orous central  controls,  but  one  provision  is  cer- 
tain to  result  in  nothing  happening.  This  is  the 
requirement  that  50  per  cent  of  matching  funds 
be  raised  locally,  with  the  implication  that  county 
governments  do  the  job.  Where  this  same  type  of 
state-county  matching  program  has  been  put  into 
effect  elsewhere,  county  commissioners  have  been 
overwhelmingly  unenthusiastic. 

legislators  must  understand 

After  having  read  a draft  of  one  of  these  execu- 
tive request  bills,12  I do  have  a suggestion  for  an 
amendment.  House  Bill  303  provides  that  “Com- 
munity mental  health  center  programs  shall  re- 


quire that  patients  make  payment  for  community 
mental  health  services,  in  accordance  with  their 
ability  to  pay,  rendered  pursuant  to  a plan  sub- 
mitted to  the  director,  but  not  in  excess  of  actual 
costs.”  I would  like  to  see  substituted  an  amend- 
ment to  the  effect  that  “Community  mental 
health  programs  shall  be  limited  to  persons  meet- 
ing financial  eligibility  standards  established  by 
the  Department  of  Public  Assistance  for  welfare 
medical  care.”  Offering  this  amendment  would 
be  a most  useful  ploy  to  bring  to  the  attention  of 
legislators  that  in  passing  community  mental 
health  centers  legislation  in  its  present  form,  they 
would  not  be  providing  for  the  indigent,  except 
in  small  measure.  It  is  most  important  that  legis- 
lators understand  this  and  particularly  those  on 
appropriations  committees  when  we  plead  for 
funds  for  psychiatric  services  under  Title  19. 

It  is  understandable  that  from  a financial 
standpoint  legislators  would  prefer  a community 
mental  health  center  approach  to  that  of  Title 
19.  Even  though  appropriations  to  such  centers 
are  inadequate  to  do  the  job,  at  least  they  can  be 
precisely  limited.  Estimates  on  costs  of  a Title  19 
program,  which  would  have  a much  wider  avail- 
ability to  those  in  need,  are  difficult  to  forecast, 
and  actual  experiences  of  other  states  are  not  yet 
available.  Perhaps  the  most  logical  position  to 
take  would  be  a moral  one  of  complaining  that 
discriminations  against  the  mentally  ill  in  welfare 
medical  programs  should  be  wiped  out,  regard- 
less of  uncertainties  about  costs. 

The  case  can  be  made  stronger  if  an  attempt  is 
made  to  consider  finances.  First:  50  per  cent  of 
additional  costs  would  come  from  the  federal 
government  under  Title  19  support.  Second: 
money  earmarked  for  community  mental  health 
centers  and  expanded  grant-in-aid  funds  could  be 
shifted  in  good  conscience,  and  unquestionably, 
more  indigents  would  be  helped  thereby.  Third: 
considerable  sums  could  be  saved  in  the  form  of 
physicians’  salaries  at  state  hospitals  if  these  insti- 
tutions would  develop  mixed  medical  staffs  so 
that  physicians  in  private  practice  would  be  com- 
pensated for  their  efforts  by  the  extensive  fee-for- 
service  income  now  being  lost.  Fourth:  if  state 
hospitals  were  organized  by  type  of  service,  in- 
stead of  by  geography,  cost  accounting  would  re- 
sult in  much  higher  daily  hospitalization  charges 
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for  many  services,  which  would  markedly  increase 
state  income.  Finally,  if  the  current  level  of  col- 
lection were  to  be  substracted  from  each  mental 
hospital's  appropriation  as  an  anticipated  credit 
with  the  provision  that  the  hospital  would  then 
be  able  to  use  all  collections  made  during  future 
biennia,  an  incentive  would  be  provided  to  in- 
crease this  source  of  income  to  its  maximum  po- 
tential. 

An  argument  that  failure  to  appropriate  state 
funds  to  be  used  by  counties  for  community 
mental  health  would  result  in  a loss  of  federal 
funds  is  without  merit.  These  relatively  small 
sums  would  undoubtedly  be  matched  by  private 
agencies  such  as  general  hospitals,  as  has  widely 
occurred  in  other  states.  The  fact  is  that  failure  to 
provide  psychiatric  services  under  Title  19  will 
cause  the  non-utilization  of  sizable  federal  funds 
otherwise  available. 


In  summary  then,  I have  said  to  you  that  the 
future  of  the  private  practice  of  psychiatry  is 
bright,  indeed,  and  that  services  rendered  to  the 
public  by  the  private  sector  of  medicine  will  in 
any  event  expand  and  become  more  comprehen- 
sive and  efficient.  Washington’s  feeble  gestures 
to  do  something  to  extend  psychiatric  services  to 
lower  income  classes  and  the  indigent  must  be 
deplored.  There  are  many  inherent  deficiencies 
in  the  community  mental  health  center  scheme 
now  receiving  legislative  attention.  Physicians 
should  individually  and  collectively,  undertake 
the  task  of  promoting  psychiatric  services  under 
Title  19  of  Medicare  by  educating  the  public  and 
advising  public  officials.  If  future  psychiatric 
services  are  provided  the  general  public  bv 
salaried  physicians,  you  can  surely  anticipate  that 
this  precedent  will  lead  to  attempts  to  organize 
other  medical  services  on  the  same  basis.  ■ 

225  Sheridan  Rd.  (60093) 


abstracro 


Con  el  aumento  en  el  interes  en  psiqniatria  se  ha 
llegado  a la  realization  de  que  la  prdctica  privada  es 
mucho  mas  superior  que  la  psiqniatria  que  proporciona 
el  gobierno.  A pesar  del  hecho  de  que  ha  habido  descri- 
minacion  contra  los  desordenes  mentales  por  parte  de 
las  compahias  de  seguros  y los  planes  en  los  cuales  los 
pagos  por  los  servicios  se  hacen  de  antemano,  mucho 
progreso  se  ha  alcanzado.  El  reconocimiento  de  la 
necesidad  de  incluir  los  desordenes  mentales  en  planes 


de  atencion  medica,  aumenta  mientras  que  disminuye 
el  interes  de  desarrollar  centros  de  salud  de  la  comuni- 
dad.  Los  psiquiatras  sociales  ban  ignorado  la  natnraleza 
hnmana  y son  ingenuos  al  pensar  que  los  psiquiatras 
recien  graduados  desean  trabajar  en  el  ambiente  des- 
moralizante  de  la  psiqniatria  comunal.  Es  claro  que 
los  servicios  proporcionados  al  publico  por  el  sector 
medico  privado  se  van  a expandir,  se  van  a hacer  mas 
comprensivos  y van  a aumentar  su  eficiencia. 
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An  Intracystic  Ballistic  Missile 


HAROLD  J.  E L L N E R,  M.  D.,  Richland,  Washington,  and  GLEN  AXFORD,  M.  D.,  Pasco,  Washington 


A surprisingly  easy  method  of  removing  a live  rifle  cartridge  from  the  bladder 
was  used  after  attempt  at  instrumental  removal  was  unsuccessful.  Digital 
manipulation  aligned  the  cartridge  for  bullet-first  delivery  and  readily  forced  the 
object  far  enough  to  permit  easy  extraction.  The  method  should  be  applicable 
when  cylindrical  foreign  bodies  must  be  removed  from  the  bladder  of  female 
patients,  and  should  be  tried  before  contemplating  surgery. 


The  literature  cites  many  examples  of  foreign 
bodies  in  the  urinary  bladder.  In  most  cases, 
these  articles  are  introduced  by  patients  who 
are  either  mentally  disturbed  or  who  are  in  search  of 
aberrant  erogenous  stimulation.  The  female  urethra, 
due  to  its  relative  shortness  and  distensibility,  can  ac- 
commodate objects  of  considerably  greater  diameter 
than  can  the  male. 


Fig.  1.  Film  of  pelvis  demonstrating  the  nature  of  the  in- 
travesical foreign  body. 
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Fig.  2.  The  removed  specimen,  a caliber  30-06  rifle  cart- 
ridge measuring  6.5  x 1.0  cm. 


CASE  report: 

A 28  year  old  white  female  presented  herself  at 
her  physician’s  office  in  a state  of  panic,  offering  no 
history  more  specific  than  that  she  had  lost  an  object 
In  her  bladder.  Due  to  her  mental  state,  no  effort 
was  made  to  press  her  for  details.  (Her  husband,  ap- 
pearing remorseful,  was  suspected  as  having  occupied 
some  role  in  the  incident). 

A film  of  the  pelvis  readily  identified  the  object  as 
a rifle  cartridge,  Figure  1.  She  was  admitted  to  the 
hospital  and  urologic  consultation  was  obtained.  A 
manipulative  procedure  was  planned  after  assurance 
from  experts  that  the  specimen  would  not  detonate. 
On  the  following  day,  under  general  anesthesia, 
the  bullet  was  observed  cystoscopically.  It  lay  on  the 
floor  of  the  bladder  amid  considerable  inflammatory 
and  edematous  mucosal  reaction.  Attempts  to  lasso 
it  by  a looped  suture  with  the  aid  of  the  biopsy  for- 
ceps were  unsuccessful  due  to  its  smoothness  and 
mobility.  The  cystoscope  was  removed  and  cystotomy 
was  considered. 
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However,  the  cartridge  was  found  to  be  readily 
palpable  through  the  anterior  vaginal  wall.  It  was  a 
surprisingly  easy  matter  to  perform  a version  by  this 
route,  orienting  the  long  axis  of  the  cartridge  along 
the  midline  of  the  body,  the  bullet  pointing  toward  the 
orifice.  With  the  vaginal  hand  fixing  it  in  position, 
abdominal  pressure  succeeded  in  forcing  the  nose 
of  the  bullet  out  the  urethra.  A hemostat  was  then 
used  to  grasp  and  deliver  it.  The  specimen.  Figure  2, 
proved  to  have  a piece  of  string  tied  in  the  extractor 
groove,  suggesting  that  the  cartridge  had  been  in- 
serted with  the  expectation  of  drawing  it  out  with  the 
string,  but  that  the  latter  had  broken.  One  day  of 
catheter  drainage  completed  the  hospital  course.  De- 
spite the  mucosal  reaction  observed,  the  patient  re- 
quired neither  analgesics  nor  antibiotics. 

summary 

Another  case  is  added  to  the  curiosities  comprised 
by  foreign  bodies  in  the  bladder.  Fortuitously,  sur- 


abstracto 

Un  metodo  sorprendentemente  facil  se  usb  para 
remover  un  cartucho  vivo  de  rifle  de  la  vejiga  despues 
de  que  fracaso  un  atento  de  removerlo  con  instrumen- 
tos.  Manipulacion  digital  alineo  el  cartucho  con  la  bala 


gery  was  avoided  by  the  unexpected  success  of  bi- 
manual palpation  and  extraction. 

conclusion 

1.  Foreign  bodies  in  the  urinary  bladder,  while 
not  common,  should  be  suspected  in  disturbed,  known 
psychotic,  or  reticent  individuals  with  urinary  com- 
plaints. 

2.  Efforts  to  obtain  a history  should  be  discreet 
in  order  to  avoid  further  embarrassment  to  dis- 
traught patients. 

3.  In  female  patients  with  cylindrical,  or  approxi- 
mately cylindrical  foreign  bodies,  efforts  at  removal 
by  manual  means,  prior  to  surgery,  may  prove  re- 
warding. ■ 

712  Swift  Blvd.  99352 
Richland,  Washington 
(Dr.  Ellner) 


hacia  adelante  y prontamente  forzo  el  objeto  por  sufl- 
ciente  distancia  que  permitiera  extraccion  facil.  El 
metodo  deberia  aplicarse  cuando  cuerpos  extranos 
cilindricos  tengan  que  removerse  de  las  vejigas  de 
mujeres  y debiera  probarse  antes  de  contemplar  cirujid. 


THE  ISSUE  OF  GENERIC  PRESCRIBING  AND  DISPENSING 

A great  deal  has  been  said  during  these  hearings  about  prescribing  by  the  generic 
name  of  the  drug.  I would  like  the  record  to  be  perfectly  clear  that  the  prescription 
drug  industry  and  the  PMA  do  not  oppose  the  physician’s  freedom  to  prescribe  in  this 
way.  We  believe  a phyisician  should  be  entirely  free  to  prescribe  as  he  wishes,  whether 
by  a manufacturer’s  brand  name,  by  the  generic  name  with  the  manufacturer  identified, 
or  by  the  generic  name  alone. 

In  a true  generic  prescription  the  physician  delegates  to  a pharmacist  or  nurse  the 
selection  of  the  manufacturing  source  for  the  product  prescribed.  If  the  physician  con- 
siders such  a delegation  not  to  be  contrary  to  the  interest  of  his  patient,  he  should  be 
free  to  prescribe  in  that  manner.  If  the  physician  prefers,  he  should  also  be  free  to 
designate  a brand  name  or  to  specify  the  manufacturing  source  by  designating  the  generic 
name  of  the  drug  together  with  the  name  of  the  preferred  manufacturer. 

— C.  Joseph  Stetler,  President 
Pharmaceutical  Manufacturers  Association, 
from  his  statement  given  before 
Monopoly  Subcommittee  of  the 
Senate  Select  Small  Business  Committee, 
November  16,  1967 
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Bacteriologic  Diagnosis  of  Bronchitis  and  Pneumonia 

RICHARD  H.  G A N Z,  M.D.  / T H E O D O R E E.  L U D D E N,  M.D.  / 

NORMA  M.  GAVIN,  M.T.A.S.C.P.  / GEORGE  K.  A U l D,  A.R.l.T  / 

JOE  BRAND  A,  Spokane,  Washington 

A study  was  performed  to  determine  the  value  of  pre-sputum  inhalations  in 
improving  the  accuracy  of  sputum  bacteriology  for  the  diagnosis  of  pneumonia 
and  bronchitis.  Samples  were  taken  without  any  sputum  induction,  after  inhala- 
tion of  saline  solution  (heated),  and  after  inhalation  of  15  per  cent  propylene 
glycol.  There  was  no  significant  difference  in  the  recovery  of  etiologic  agents  by 
any  of  the  three  collection  methods.  Freshly  coughed  sputum  or  throat  swab  is 
adequate  for  the  bacteriologic  diagnosis  of  lower  respiratory  illness.  The  use  of 
induced  sputum,  while  not  harmful,  is  probably  of  no  value. 


Various  inhaled  solutions  and  methods  of 
nebulization  have  been  used  in  the  last 
eight  years  to  induce  more  and  better 
sputum  for  laboratory  study.  From  the  recent 
literature  on  the  subject,  it  is  clear  that  some  of 
these  new  techniques  are  of  value  in  sputum 
cytology  and  that  they  do  improve  the  volume  of 
sputum.19 

Our  interest  is  in  the  unreported  area  of  non- 
tuberculosis sputum  bacteriology.  We  are  struck 
by  the  number  of  lower  respiratory  illnesses  in 
which  no  sputum  culture  is  ordered,  and  believe 
simplification  of  sputum  collection  will  encour- 
age more  frequent  use.  We  are  concerned  by  the 
number  of  reports  of  normal  flora  on  charts  of 
those  with  true  pneumonia.  We  are  dismayed  by 
the  fact  that  throat  swabs,  especially  in  children, 
are  used  in  what  are  called  sputum  studies.  We 
have  wondered  how  often  saliva  is  confused  with 
sputum,  and  whether  bronchial  flora  and  throat 
flora  are  the  same  in  lower  respiratory  disease. 

This  study  was  undertaken  to  establish  facts 
pertinent  to  these  observations  and  to  answer 
these  questions:  1.  Are  inducing  solutions,  norm- 
al saline  and  propylene  glycol,  of  any  real  value 
in  finding  the  etiologic  agent  in  bronchitis  and 
pneumonia?  2.  If  so,  which  is  best?  3.  Do  the  in- 
ducing solutions  inhibit  bacterial  growth,  mak- 
ing diagnosis  more  difficult?  4.  How  does  yield 
from  simple  cough  and  throat  swab  compare 
with  that  from  inducing  solutions? 
procedure 

Patients  were  those  admitted  to  the  Deaconess 
Hospital,  Spokane,  with  diagnosis  indicating 
lower  respiratory  disease.  On  admission,  three 
samples  of  sputum  were  take  from  each  patient.* 


The  first  was  taken  following  simple  cough  but 
throat  swab  was  used  if  no  sputum  was  obtain- 
able. Inhalation  was  then  arranged,  using  a 
Bennett  valve,  PR-1,  with  heated  main  stream 
aerosol  generator.  The  second  sample  was  taken 
after  inhalation  of  normal  saline  aerosol  at  98F 
for  15  minutes  and  the  third  after  inhalation  of 
vapor  using  15  per  cent  propylene  glycol.  This 
part  of  the  procedure  was  supervised  by  techni- 
cians from  the  inhalation  therapy  department.  A 
minimum  of  200  ml  of  solution  was  used  in  each 
inhalation.  Pressure  was  constant,  at  10  cm  water. 

Samples  were  sent  to  the  laboratory  imme- 
diately, with  special  coding  so  that  the  method  of 
collection  was  unknown  to  the  bacteriologist. 

Primary  culture  was  done  on  blood  agar,  eosin- 
methylene  blue  agar,  thyoglycolate  broth,  and 
brain-heart  infusion  broth.  One-fourth  of  each 
sample  was  added  to  each  medium.  These  four 
primary  cultures  were  read  in  24  hours,  and 
gram  stains  were  done  from  each  type  of  colony. 
Subcultures  were  set  up  as  needed  for  positive 
identification.  Numbers  of  organisms  were  tabu- 
lated as  few,  moderate,  or  many. 

Decoding  was  done  after  all  studies  had  been 
completed  and  all  organisms  identified.  Any 
specimen  in  which  technical  error  occurred, 
either  in  collection  or  culture,  was  eliminated 
from  the  study.  We  have  included  36  specimens, 
of  3 samples  each,  judged  adequate  to  our  pur- 
pose. They  were  taken  over  a period  of  10 
months. 


* Sample  means  any  one  of  the  three  sputa  from  a single 
patient.  Specimen  means  the  entire  collection  from  a 
single  patient,  "three  samples.” 
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Table  1 

Results  of  cultures  in  36  specimens 


Organism  Number 

Diplococcus  pneumoniate  14 

Normal  flora  (probable  virus)  13 

Klebsiella  pneumoniae  2 

Streptococcus  hemolyticus  2 

Pseudomonas  aeruginosa  1 

Hemophilus  influenzae  1 

Candida  albicans  1 

Diplococcus  pneumoniae  and 

Streptococcus  hemolyticus  1 

Hemophilus  influenzae  and 

Streptococcus  hemolyticus  1 

results 


Findings  in  the  36  specimens  are  listed  in 
Table  1.  In  35  specimens,  all  three  samples  pro- 
duced the  same  organisms.  In  one,  Diplococcus 
pneumoniae  was  found  in  all  three  samples, 
Streptococcus  hemolyticus  was  found  after 
saline  inhalation  only,  and  a few  coagulase  posi- 
tive staphylococci  were  found  after  propylene 
glycol  inhalation.  Careful  recheck  revealed  no 
technical  errors  in  handling  the  specimen. 

In  eight  of  the  specimens  there  was  a slight 
difference  in  numbers  of  pathologic  organisms 
when  samples  were  compared  but  in  the  others 
the  numbers  of  organisms  were  essentially  the 
same.  In  three  of  the  eight  showing  variations, 
the  number  of  organisms  was  increased  after 
saline  and  propylene  glycol  inhalations.  In  an- 
other three,  more  organisms  were  found  after 
saline  and  in  one  specimen  more  organisms  were 
found  after  propylene  glycol.  In  one  specimen, 
the  non-  induced  sample  gave  the  highest  organ- 
ism yield. 

conclusions 

1.  It  is  our  firm  conclusion  that  there  is  no 
significant  value  in  inducing  sputum  for  bac- 
teriology in  bronchitis  and  pneumonia. 

2.  Throat  swab  or  freshly  coughed  sputum  are 
entirely  adequate  qualitatively  for  bacteriologic 
study  in  these  conditions.  There  is  some  increase 
in  the  number  of  organisms  with  the  two  in- 
duced sputums,  but  no  significant  difference 
between  these  two  induced  sputums.  This  quan- 
titative difference  which  probably  was  due  to 
increased  sputum  volume,  is  probably  not  suffi- 
cient to  recommend  the  routine  use  of  either 
propylene  glycol  or  saline  solution  to  induce 
sputum. 

3.  Propylene  glycol  inhalation,  when  used  for 
concurrent  cytology,  does  not  interfere  with  the 
bacteriologic  study. 


summary 

A study  was  performed  to  determine  the  value 
of  pre-sputum  inhalations  in  improving  the  ac- 
curacy of  sputum  bacteriology  for  the  diagnosis 
of  pneumonia  and  bronchitis.  Samples  were  taken 
without  any  sputum  induction,  after  inhalation 
of  saline  solution  (heated),  and  after  inhalation 
of  15  per  cent  propylene  glycol.  There  was  no 
significant  difference  in  the  recovery  of  etiologic 
agents  by  any  of  the  three  collection  methods. 
Freshly  coughed  sputum  or  throat  swab  is  ade- 
quate for  the  bacteriologic  diagnosis  of  lower 
respirator)’  illness.  The  use  of  induced  sputum, 
while  not  harmful,  is  probably  of  no  value.  ■ 

37th  & Grand  (99203) 

absfracto 

Se  hizo  un  estudio  para  determinar  el  valor  de 
inbalaciones  antes  de  la  expectoracion  tratando  de 
mejorar  la  exactitud  de  los  estudios  bacteriologicos  del 
esputo  para  el  diagnostico  de  neumonia  y bronquitis . 
Muestras  fueron  tomadas  sin  ninguna  induccion  expec- 
torante,  despues  de  la  inbalacion  de  solucion  salina 
(calentada) , y despues  de  la  inbalacion  de  glicol  pro- 
pileno  al  quince  por  ciento.  No  bubo  diferencia  de 
signipcado  en  el  recobro  de  agentes  etiologicos  por 
ninguno  de  los  tres  metodos  de  coleccidn.  Esputo 
recientemente  expectorado  o cultivo  de  la  garganta  es 
adecuado  para  diagnostico  bacteriologico  de  enferme- 
dad  del  tracto  respiratorio  bajo.  El  uso  de  metodos  de 
induccion  aunque  no  danina  probablemente  no  es  de 
ningun  valor. 
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X-Ray  of  the  Month 

SUBMITTED  BY  WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


A 48-year  old  white  female  with  no  bowel  symptoms  had  this  barium  enema  done 
prior  to  gynecologic  surgery. 


see  page  212 
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‘EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2 V2,  Aspirin  gr.  V/2,  Caffeine  gr.  V2. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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It  takes 

two  to. 


O •i®r|  • i • ® 

berpasil-hsidrix 

(reserpine  and  hydrochlorothiazide) 

Combination  Tablets 
-2  (0.1mg/50mg) 

- 1 (0.1mg/25mg) 


C I 
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OR  EGO  JS 


Oregon  Aledical  Association  -21 64  3.  w.  park  place,  Portland,  Oregon  97205 


president  Glenn  M.  Gordon,  M.D.,  Eugene 

secy.-treas.  Noel  B.  Rawls,  M.D.,  Astoria 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Oct.  1-4,  1968,  Portland 


Comprehensive  Health  Planning  Program  Presented  in  Oregon 


A seminar  on  statewide  comprehensive  health  plan- 
ning was  conducted  by  the  Governor's  Health  Plan- 
ning Committee  at  the  Sheraton  Motor  Hotel  on  Jan- 
uary' 8-9  in  Oregon.  The  program  was  designed  to  aid 
understanding  of  how  the  comprehensive  health  pro- 
gram applies  to  Oregon. 

Leslie  Smith.  Assistant  Surgeon  General.  U.S. 
P.H.S.  Medical  Director  of  Region  IX  referred  to  the 
willingness  of  the  U.S. P.H.S.  to  work  in  partnership 
with  the  state  in  programs  initiated  and  originating 
in  Oregon  communities.  Programs  will  not  be  sug- 
gested or  promoted  by  the  federal  agency  but  will  be 
entirely  dependent  on  local  option  and  initiative. 

Henrik  Blum.  Professor.  School  of  Public  Health. 
University  of  California,  called  attention  to  the  need 
for  planning  and  the  necessity  to  constantly  re-evalu- 
ate  each  program  by  re-examining  past  failures  and 
considering  today's  needs. 

This  evaluation  would  indicate  the  best  of  current 
programs,  and  aid  in  producing  new  and  better  pro- 
grams. 

Discussions  were  given  during  the  program  by 


Forrest  Rieke.  Harold  Osterud.  Mr.  Andrew  Juras. 
Kenneth  Gaver.  Edward  Press,  and  Mr.  Edwin 
Phillips. 

Speaker  at  the  Monday  evening  dinner  was  Rich- 
ard K.  C.  Lee.  Dean.  School  of  Public  Health.  Uni- 
versity of  Hawaii.  Dr.  Lee  gave  an  infarmative  and 
interesting  account  of  comprehensive  health  planning 
in  Hawaii. 

During  the  Tuesday  morning  session  of  the  pro- 
gram. Mr.  A.  C.  Sidall,  Executive  Director  of  Health 
Planning  Council  of  Portland  Metropolitan  Area,  dis- 
cussed Planning  Health  Facilities.  He  spoke  of  the 
close  correlation  between  faculty  and  service  plan- 
ning. 

Mr.  Robert  Brook.  Director  of  Comprehensive 
Health  Planning  for  Region  IX.  U.S. P.H.S..  presented 
basic  guidelines  for  area  wide  planning. 

Group  discussions  produced  many  questions  and 
answers  that  helped  clarify  the  approach  that  must 
be  taken  in  order  to  achieve  success  in  community 
health  planning. 


LIFESAVING  BRACELETS 


More  than  170.000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  the  words 
“Medic  Alert”  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Applications  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative (epineph- 
rine, ammophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN'VEE®K 

(potassium  phenoxymethyl  penicillin) 


GRASS  ROOTS  STIRRINGS 


Only  a strong  group  would  be  willing  to  take 
the  risk  of  inviting  a critical  look  at  itself 


The  Oregon  Medical  Association  is 
run  by  an  “Old  Guard”,  or  so  claim 
some  OMA  members  on  interview. 

Many  members  of  OMA  won’t  pull 
their  share — won’t  work  on  committees 
and  take  an  active  part  in  OMA  affairs, 
or  so  say  some  men  who  have  worked 
hard  as  officers  of  OMA. 

Multnomah  County  Medical  Society 
has  a real  problem  developing  member 
interest,  say  men  who  work  hard  to  get 
120  of  the  1,000  members  to  a meeting. 

Fifty  men  in  Portland  run  OMA,  or 
so  say  outlanders. 

Rubber  stamp  elections,  ineffective 
Trustee  meetings,  closed  groups  on  ref- 
erence committees  deciding  state  is- 
sues, OMA  always  reacting  to  issues  of 
the  day  instead  of  leading  good  causes 
— all  are  statements  about  organized 
medicine  and  OMA.  They  come  from 
inside,  not  outside,  our  own  ranks. 

Shrug  it  off  if  you  like,  but  you  will 
spend  $1,000  on  organized  medicine  in 
dues  in  the  next  five  years  alone.  You 
will  spend  $1,000  of  professional  time 
if  you  go  to  only  half  the  meetings  in 
the  same  time.  We  will  put  $1,000,000 
into  OMA  in  the  next  five  years.  We 
should  get  value  out.  We  should  also 
have  some  fun. 

Complain  over  coffee  if  you  like,  but 
why  not  bring  your  gripes  to  Grass 
Roots  Committee  members  or  to  North- 
west Medicine  so  all  of  us  can  work 
on  them?  If  you  have  some  ideas  on 
how  to  solve  some  problems,  so  much 
the  better;  send  them  in,  too.  It  is  your 
money  and  your  Association.  It  was 


founded  over  ninety  years  ago  by  men 
like  you.  Times  have  changed.  Free- 
ways, telephones,  crowds,  specialties, 
and  insurance  have  all  made  their  mark. 
Why  not  adjust  the  OMA  now  to  fit 
your  own  desires  and  needs?  It  will 
probably  then  fit  all  of  us  better. 

Is  it  hopeless?  No  change  possible? 
Why  not  consider  direct  election  of 
OMA  and  AMA  Presidents  from  two 
or  more  candidates?  Should  all  OMA 
members  be  polled  to  pick  an  area  of 
interest  and  general  importance  for 
study  and  work  to  be  emphasized  by 
the  OMA  each  year?  Doctors  in  the 
Junior  Chamber  of  Commerce  share 
credit  for  putting  in  seat  belts,  but  the 
doctors  in  the  OMA  get  tarred  as 
money  grabbers  fighting  only  for  them- 
selves. Have  we  nothing  we  can  learn 
and  do  about  traffic  safety,  divorce, 
crime,  pollution,  mental  health,  health 
education?  Why  do  local  societies  often 
grow  to  an  unsatisfying  and  unman- 
agable  1,000  members?  Only  our  own 
By-Laws  make  it  so.  How  about  a two 
party  system  in  medical  affairs? 

Have  we  considered  TV  tapes  or  two- 
way  telephone  lines  from  your  local 
society  to  the  State  Presidents  several 
times  a year?  What  about  leadership 
training,  as  done  by  industry,  for  new 
officers  of  the  OMA  and  new  officers 
of  local  societies?  What  about  leader- 
ship training  for  all  of  us,  for  that 
matter? 

The  above  may  make  you  mad — it  is 
not  intended  to  do  so.  If  our  reports 
seem  negative,  you  must  recognize  we 

continued  on  page  172 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 


LETTER* 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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continued  from  page  170 

were  looking  for  negatively  inclined 
people  to  talk  to.  We  were  assigned  to 
look  for  complaints  to  meet,  and  prob- 
lems yet  to  be  solved.  Out  of  our  ques- 
tioning has  grown  respect  for  the  hard 
work  and  foresight  given  to  OMA  over 
the  years  by  many  competent  and  dedi- 
cated men.  From  this  comes  its  great 
basic  strength  and  usefulness.  Only  a 
strong  group  would  be  willing  to  take 
the  risk  of  inviting  a critical  look  at 
itself.  We  believe  OMA  could  be  still 
stronger  if  you  will  join  in  this  task. 

The  fights  will  grow  stiffer  as  we 


work  out  new  payment  and  practice 
patterns  in  the  years  ahead.  A weak 
society  will  be  a rat  hole  for  our  re- 
sources and  our  hopes.  No  one  but  us 
will  make  it  strong.  ■ 

( Signed ) 

John  u.  bascom,  M.D..  Eugene 

RALPH  s.  CRAWSHAW,  M.D..  Portland 

RICHARD  H.  ETTINGER.  M.D.,  Bend 

ERNEST  T.  LIVINGSTONE,  M.D.,  Portland 

JOSEPH  L.  MILLER  JR..  M.D.,  (CH  M.),  Portland 

JOHN  RENNEBOHM.  M.D..  Salem 

JOHN  H.  SPRINGER,  m.d..  Portland 

John  e.  tysell,  m.d..  Eugene 

JOHN  R.  WATSON,  m.d.,  Medford 

peter  t.  wolfe,  m.d..  Coquille 


Medical  Board  Licenses  31  Physicians 


At  the  conclusion  of  a regular  meeting  of  the  Board 
of  Medical  Examiners  for  the  State  of  Oregon  held 
on  January  11.  13.  Allan  L.  Ferrin.  M.D.,  Secretary, 
announced  the  following  physicians  licensed  to  prac- 
tice medicine  in  Oregon: 

John  Richard  Campbell.  M.D.;  Walter  Ansell 
Derrick.  Jr.,  M.D.;  Harold  Norman  Gates,  M.D.: 
Robert  John  Grimm.  M.D.:  Garron  Ronald  Hale. 
M.D.;  Arthur  Lyddon  Hauge.  M.D.:  William  Lewis 
Hebard.  M.D.;  Peter  Mamoru  Nakamura.  M.D.; 
William  Ronald  Parsons.  M.D.:  Edward  Press.  M.D.: 
James  Brion  Saw'yer,  M.D.:  Kenneth  Richards 
Stevens.  Jr..  M.D.,;  William  Gerald  Tarnaskv.  M.D.; 
Eugene  Harold  Tennyson.  Jr.,  M.D.:  Robert  Eldred 
Vann.  M.D.:  Dean  Trevev  Watkins.  M.D.  and  Walton 
Mark  Wheeler.  III.  M.D..  all  of  Portland. 

Robert  McDannell  Brown.  M.D..  Van  Nuvs.  Cali- 
fornia; Philip  John  Keizer.  M.D..  North  Bend.  Ore- 
gon; Donald  Blair  Miller.  M.D..  Days  Creek.  Oregon; 
James  Stuart  Noble.  M.D..  Pendleton.  Oregon;  Lloyd 
Elmer  Ragan.  M.D..  McMinnville.  Oregon:  Frederick 
George  Schmidt.  M.D..  U.S.  Army;  Jennings  Donald 
Merrin  Sjoding.  M.D..  Mankato.  Minnesota;  Stephen 
Alexander  Task.  M.D..  U.S.  Air  Force;  Josephine 
Baron  Raskind  von  Hippel.  M.D..  Eugene.  Oregon: 
Leslie  Ray  Webber.  M.D..  Pt.  Reyes  Station.  Cali- 
fornia: David  William  Wilder.  M.D..  Houston.  Texas 
and  John  Waterbury  Wood,  M.D..  Nashville.  Ten- 
nessee. 

Edward  Joseph  Banach.  D.O..  Milwaukee.  Wiscon- 
sin and  Paul  Richard  Reichstadt.  D.O.,  Omaha, 
Nebraska. 


The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  April  18.  20.  Applications  to  be 
considered  during  the  April  meeting  must  be  filed 
with  the  office  of  the  Board  no  later  than  March 
18.  1968. 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications  none,  but  use  with  caution  in  active 
tuDerculosis  Available  in  5's  and  25's. 


330-8/6  J 35 
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GLENN  M.  GORDON,  M.D. 


PRESIDENTS  page 

Responsibilities 
of  the  Physician 


Do  we  have  adequate,  self-imposed  methods  of  evalua- 
tion and  discipline  to  make  continuing  evaluations  of 
work  done  by  members  of  our  profession? 


Today,  everything  changes.  We  live  in  an  era  of 
accelerated  change.  As  I reflect  on  the  pace  of 
life  of  thirty  years  ago,  and  compare  it  with  my 
life  today,  I find  striking  differences  in  many  of  the 
things  that  have  had  influence  on  my  thinking  and 
my  activities.  The  church  isn’t  the  same,  the  schools 
aren’t  the  same,  business  practices  are  vastly  different, 
communications  have  grown  from  a trickle  to  a tor- 
rent, and  entertainment  media  have  developed  apace. 
Against  this  shifting  background  it  would  be  impos- 
sible for  the  practice  of  medicine  to  remain  out  of 
step  with  the  rest  of  the  world.  Medicine,  too.  should 
be  expected  to  undergo  major  reorganization  and  re- 
orientation. 

In  the  process  it  is  essential  to  preserve  as  well  as 
to  alter.  And  alterations  can,  if  properly  controlled, 
preserve  the  things  of  perpetual  value.  Historically, 
medicine  has  been  held  in  highest  esteem  by  the  public. 
If  public  acceptance  is  to  be  preserved,  it  is  necessary 
for  medicine  to  re-evaluate  itself  continually  in  the 
light  of  current  needs,  current  expectations,  and  cur- 
rent potential  for  service.  I believe  the  public  has  a 
right  to  expect  a physician  to  demonstrate  continual 
concern  and  interest  in  these  areas: 

First,  the  provision  of  high  quality  medical  care. 
You  and  I were  taught  to  provide  only  one  level  of 
medical  care — the  very  best  of  which  we  are  capable. 
That  must  remain  as  our  goal.  As  we  strive  to  achieve 
it  we  shall  meet  obstacles — limitation  in  facilities, 
inadequate  economic  resources,  patient  irresponsi- 
bility, third  party  interference — that  will  keep  us 
from  accomplishing  all  we  might  wish  in  treating  the 
sick,  the  injured  and  the  distraught.  But  with  our  goal 
always  in  sight,  we  must  try  to  influence  change  con- 
sistent with  the  underlying  principle  that  what  is  done 
must  always  be  the  best  for  the  patient.  This  is  the 
principle  that  must  always  be  in  mind  as  we  sit 
through  hours  of  discussion  at  hospital  staff  meet- 
ings, medical  society  meetings,  committee  sessions. 


health  planning  conferences  and  the  many  time  con- 
suming activities  at  which  physican  guidance  is  in- 
dispensable. 

These  questions  must  always  be  asked:  What  is 
best  for  the  patient?  Will  this  lead  to  the  highest 
quality  of  medical  care  for  the  greatest  number  of 
people?  What  are  the  economic  implications?  Can  it 
be  afforded  at  this  time?  Do  we  have  adequate,  self- 
imposed  methods  of  evaluation  and  discipline  to  make 
continuing  evaluations  of  work  dore  by  members  of 
our  profession? 

It  seems  essential  to  me  that  we  do  these  things 
and  more  if  we  are  to  demonstrate  continually  to 
the  public  that  we  are.  in  truth,  providing  the  highest 
quality  of  medical  care. 

Second,  demonstration  that  physicians  are  citizens 
also.  Because  we  are  members  of  a learned  profes- 
sion it  behooves  us  to  lend  our  knowledge  and  our 
capabilities  to  the  betterment  of  the  communities  in 
which  we  live.  I believe  physicians  have  a respon- 
sibility to  extend  themselves  beyond  the  confines  of 
practice  to  become,  in  one  or  more  ways,  community 
leaders.  I am  well  aware  that  in  every  community 
there  are  physicians  who  have  risen  to  this  challenge 
and  have  served  admirably  in  many  capacities  to 
make  life  better  for  their  friends  and  neighbors.  This 
is  especially  true  in  my  own  community,  Eugene,  and 
I'm  sure  it  is  in  yours  too.  But  I am  concerned  be- 
cause there  are  men  in  our  profession  who  have 
never  made  such  contribution  to  their  communities, 
who  have  never  committed  themselves  to  any  com- 
munity activity,  who  have  never  experienced  the  satis- 
faction of  creative  effort  in  community  life.  The  list 
of  outlets  for  physician  talents  is  both  long  and  wide 
—school  boards,  service  clubs,  voluntary  health 
agencies,  churches,  political  organizations,  chambers 
of  commerce  and  many,  many  others. 
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Medicine  has  always  been  a jealous  mistress — - 
practice  will  always  be  our  first  responsibility  and  will 
absorb  the  greatest  part  of  our  time.  But  there  will 
always  be  opportunity  to  become  involved  in  com- 
munity responsibilities  that  we  dare  not  decline.  Time 
at  our  disposal  for  such  activities  may  be  limited,  re- 
quiring care  in  selecting  the  activities  on  which  we 
shall  spend  it.  Nevertheless,  we  must  realize  that  in 
these  times  of  continual  social  change,  other  citizens 
expect  and  deserve  our  active  participation  as  com- 
munity leaders. 

Third,  circumspection  in  our  personal  lives.  I be- 
lieve professional  conduct  should  extend  to  our 
personal  lives  if  we  expect  our  profession  to  maintain 
its  position  of  high  honor  and  trust.  This  is  not  to 
say  that  physicians  are  any  more,  or  any  less,  sus- 
ceptible than  others  to  the  pressure  of  social  ills, 
temptations  to  take  advantage  of  superior  knowledge 
or  to  dabble  in  the  gray  or  black  areas  of  activities 
outside  the  borders  of  legality. 

In  many  ways  we  are  exposed,  more  than  any  other 
group,  to  the  possibility  of  exploiting  the  lack  of 
knowledge  of  those  who  trust  us.  Those  who  place 
their  lives  in  our  hands  must  have  faith  that  we  will 
unfailingly  continue  to  do  the  right  and  honorable 


thing.  1 am  concerned  because  the  personal  life  and 
actions  of  each  member  of  the  profession  must  al- 
ways reflect  on  the  profession  as  a whole.  We  have 
observed,  many  times,  that  an  individual  will  base  his 
attitude  toward  the  profession  on  the  way  his  personal 
physician  behaves,  what  he  does,  or  what  he  says.  In 
truth,  actions  speak  louder  than  words — the  public 
w ill  always  expect  us  to  lead  exemplary  lives. 

I make  no  apology  for  expressing  these  thoughts. 
They  have  been  on  my  mind  for  a long  time.  I'm 
deeply  concerned  about  what  the  public,  our  patients, 
expect  from  us  in  these  uncertain  days.  Regardless  of 
how  the  practice  of  medicine  will  change  — and 
change  it  will,  and  must  — I believe  we  can  continue 
to  enjoy  the  esteem  given  to  our  predecessors  if  wfe 
continue  to  provide  the  highest  quality  of  medical 
care,  serve  well  as  community  leaders,  and  demon- 
strate professional  conduct  in  our  personal  lives. 
More  importantly,  we  shall  also  be  able,  proudly,  to 
pass  our  great  heritage,  untarnished,  to  those  who 
follow.  ■ 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

b\  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 

John  R.  Montague,  M.D. 
Merle  M.  Kurtz,  M.D. 
Marvin  J.  Weinstein,  M.D. 
Norris  H.  Perkins,  M.D., 

John  W.  Evans,  M.D., 

Consulting  Psychiatrist 

Physicians 
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WASHINGTON 


Washington  State  Medical  Association  -444  n.e.  ravenna  blvd.,  Seattle,  Washington  98us 


president  Charles  D.  Muller,  M.D.,  Bremerton 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


What's  Happening  Slated  April  4,  5 

What’s  Happening,  a symposium  and  interlogue, 
will  be  presented  at  the  University  Tower  on  April 
4,  5 in  Seattle.  The  symposium  will  discuss  issues 
such  as:  rebellion,  hippies,  black  power,  and  psyche- 
delic drugs;  and  how  these  issuses  effect  American 
youth  and  their  families.  The  course  is  designed  for 
social  workers  and  other  health  care  personnel  who 
are  involved  in  handling  these  problems. 

Tuition  for  the  course  is  $25.00.  Check  or  money 
order  should  be  made  payable  to  the  University  of 
Washington  School  of  Medicine,  Division  of  Con- 
tinuing Medical  Education,  Seattle,  Washington 
98105. 

The  course  is  sponsored  by:  Social  Service  Depart- 
ment. University  Hospital;  University  of  Washington 
School  of  Social  Work;  University  of  Washington 
School  of  Medicine,  and  the  Division  of  Continuing 
Medical  Education. 

Scientific  Program  Slated  March  6-7 

Critical  Approaches  to  Common  Problems  will  be 
presented  by  the  North  Pacific  Pediatric  Society  at  its 
96th  Annual  meeting  on  March  6-9  at  the  Olympic 
Hotel  in  Seattle. 

Guest  speakers  are  Robert  J.  Haggerty,  M.D.,  Pro- 
fessor and  Chairman,  Department  of  Pediatrics,  Uni- 
versity of  Rochester  School  of  Medicine  and  Denistry, 
Rochester,  New  York;  Thomas  J.  Oppe’,  M.D.,  Di- 
rector, Paediatric  Unit,  St.  Mary’s  Hospital  Medical 
School,  London,  England,  and  Secretary,  British 
Paediatric  Association;  and  Col.  Edward  J.  Tomsovic, 
M.C.,  Chief,  Pediatric  Service,  Letterman  General 
Hospital,  San  Francisco,  California.  Scientific  Chair- 
man for  the  program  is  Abraham  B.  Bergman,  M.D. 


Physicians  who  would  like  further  information 
about  the  program  should  contact  Leslie  Mackoff, 

M. D.,  Secretary-Treasurer,  4575  Sand  Point  Way 

N. E.,  Seattle,  Washington  98105. 


1968  Washington  Physicians  and  Schools  Conference 

Learning  Disabilities  — Their  Identification  and 
Management  is  the  theme  of  the  third  biennial  Wash- 
ington Physicians  and  Schools  Conference  to  be  held 
at  Wenatchee  Valley  College  on  April  26-27  in  Wen- 
atchee. 

Physicians  and  nurses  employed  in  private  and 
school  practice,  health  officers  and  dentists  will  meet 
with  one  hundred  school  administrators  and  teach- 
ers to  review  such  topics  as  impairment  of  the  senses, 
congenital  dyslexia,  non-functional  disorders,  and 
learning  impairment  caused  by  anxiety. 

Informal  discussion  sessions  are  scheduled  in  or- 
der to  give  physicians  and  educators  the  opportunity 
to  review  specific  subjects  of  concern. 

Donald  B.  Fager.  Wenatchee,  is  Conference  Chair- 
man. Members  of  the  Planning  Committee  represent: 
the  Office  of  Superintendent  of  Public  Instruction, 
State  Department  of  Health,  Washington  Junior  High 
Schools  Principal’s  Association,  Washington  Senior 
High  Schools  Principal’s  Association,  Washington 
State  Superintendent’s  Association,  and  the  WSMA 
School  Health  Committee. 

Physicians  who  are  interested  in  attending  the  Con- 
ference should  write  the  WSMA  Central  Office,  444 
N.E.  Ravenna  Boulevard,  Seattle,  Washington  981 15, 
for  further  information. 
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Tandearil®.  oxyphenbutazone.  100  mg.  tablets 

Indications:  Osteoarthritis,  rheumatoid  arthri- 
tis. rheumatoid  spondylitis,  psoriatic  arthritis, 
gout,  painful  shoulder  ( peritendinitis,  capsulitis, 
bursitis  and  acute  arthritis  of  that  joint),  acute 
superficial  thrombophlebitis,  severe  forms  of  a 
variety  of  local  inflammatory  conditions.  (In 
inflammatory  conditions  not  involving  pro- 
longed or  fatal  disease,  use  only  when  severity 
of  condition  balances  potential  toxicity.) 

The  drug  has  no  significant  uricosuric  action 
but  is  of  value  only  in  the  treatment  of  acute 
gouty  arthritis. 

Contraindications  Edema,  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 


crasia.  The  drug  should  not  be  given  when  the 
patient  is  senile  or  when  other  potent  drugs 
are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenylbuta- 
zone, sensitive  patients  may  be  cross-reactive. 
If  coumarin-type  anticoagulants  are  given  si- 
multaneously. watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleed- 
ing have  occurred.  Pyrazoie  compounds  may 
potentiate  the  pharmacologic  action  of  sul- 
fonylurea. sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiving  such 
therapy.  Use  with  great  caution  in  the  first  tri- 
mester of  pregnancy. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 


plete physical  and  laboratory  examination,  in- 
cluding a blood  count.  The  patient  should  not 
exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately  if 
fever,  sorethroat.  or  mouth  lesions  (symptoms 
of  blood  dyscrasia);  sudden  weight  gain  (water 
retention);  skin  reactions;  black  or  tarry  stools 
or  other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  changes 
significantly,  granulocytes  decrease,  or  imma- 
ture forms  appear.  Use  greater  care  in  the 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are 
nausea,  edema  and  drug  rash.  Swelling  of  the 
ankles  or  face  may  be  minimized  by  with- 


"Pain  Break” 
for  an  osteoarthritic. 

Tandearil  can  ease  it. 


At  46,  her  knees  still  look  good  on  the  outside.  But  inside, there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  only  1 or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 


But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


holding  dietary  salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and  in  those 
with  hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  im- 
mediately after  meals  or  with  milk  to  minimize 
gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  systemic 
reactions  usually  requires  withholding  medica- 
tion. Purpuric  rash  has  also  been  reported. 
Agranulocytosis  or  a generalized  allergic  reac- 
tion similar  to  a serum  sickness  syndrome  may 
occur  and  require  permanent  withdrawal  of 
medication.  Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 


occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attribu- 
table to  the  drug,  a causal  relationship  cannot 
be  excluded.  Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Confusional  states, 
agitation,  headache,  blurred  vision,  optic  neu- 
ritis and  transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and  hema- 
turia. With  long-term  use,  reversible  thyroid 
hyperplasia  may  occur  infrequently.  Moderate 
lowering  of  the  red  cell  count  due  to  hemodilu- 
tion  may  occur. 

Geigy 


Dosage  in  Osteoarthritis:  Initial : 3 to  6 tablets 
daily  in  divided  doses.  It  is  usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  1 
week  is  adequate  to  determine  response;  in 
the  absence  of  a favorable  response,  discon- 
tinue. Maintenance:  An  effective  level  is  often 
achieved  with  1 or  2 tablets  daily,  do  not 
exceed  4 daily.  6562-VI(B)R2 


For  complete  details,  please  see  full  pre- 
scribing information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  ta-s«m 


177 

Northwest  Medicine,  February  1968 


Seminar  Stimulates  Interest 


1 Guest  lecturers  and  moderators  (Standing  L-R):  Carl  P. 
Schlicke.  M.D.,  Spokane,  past  president,  WSMA;  Charles  D. 
Muller.  M.D.  Bremerton.  President,  WSMA.  (Seated  L-R): 
Robert  L.  Smith,  M.D.  Regional  Health  Director,  Asst. 
Surgeon  General,  San  Francisco;  Carl  E.  Anderson,  M.D.. 
past  chairman.  Council  of  California  Medical  Assn.  Santa 
Rosa;  Henrik  L.  Blum,  M.D.,  M.P.H  , Clinical  Professor  of 
Community  Health  Planning,  University  of  California, 
Berkeley. 

2 (L-R):  Roland  D.  Pinkham,  M.D.,  Seattle,  President, 
Washington  State  Medical  Education  and  Research  Found- 
ation; William  E Watts.  M.D.,  Seattle,  WSMA  President- 
elect: Mr.  Roth  Kinney.  Director  of  Planning  and  Research, 
Washington  State  Medical  Education  and  Research  Founda- 
tion. 

3 (Li  G.  Charles  Sutch,  M.D.,  Richland,  discusses  a point 
with  Seminar  guest  lecturer  Henrik  L.  Blum,  M.D. 


When  205  invitations  are  issued  and  198  attend  a 
seminar  on  the  impact  of  a federal  law.  it  is  apparent 
that  the  subject  is  important  and  that  those  invited  are 
ready  to  assume  responsibility  in  guiding  application 
of  the  law.  This  remarkable  record  of  attendance  was 
achieved  when  Washington  State  Medical  Association 
conducted  a meeting  on  Public  Law  89-749,  the 
"Comprehensive  Health  Planning  and  Public  Health 
Services  Amendments  of  1966”.  The  meeting  was 
held  at  the  Hyatt  House,  Seattle,  January  6,7. 

A general  session  Saturday  afternoon  was  followed 
by  an  evening  session  of  group  discussions.  Questions 
stimulated  by  the  previous  day’s  discussion  were  an- 
swered Sunday  morning,  after  the  discussion  group 
leaders  made  their  reports.  A high  degree  of  interest 
was  maintained  throughout  all  sessions.  There  was  no 
question  about  agreement,  as  the  meeting  closed,  on 
the  need  for  positive  action  by  the  medical  profession. 
It  was  obvious  that  many  opinions  changed  as  the 
meeting  progressed. 

Guest  speakers  were  Henrik  L.  Blum,  M.D..  Clini- 
cal Professor  of  Community  Health  Planning.  School 
of  Public  Health,  University  of  California,  Berkeley; 
Robert  Leslie  Smith.  M.D..  Regional  Health  Director 
and  Assistant  Surgeon  General,  U.S.  Public  Health 
Service,  San  Francisco:  Carl  E.  Anderson,  M.D.,  Im- 
mediate Past  Chairman  of  the  Council  of  California 
Medical  Association  and  Delegate  to  AMA.  Santa 
Rosa;  and  Richard  H.  Slavin,  Ph.D.,  recently  ap- 
pointed Director  of  Washington  State  Planning  and 
Community  Affairs  Agency,  Olympia. 

Dr.  Blum  advised  that  planning  is  done  with  the 
intention  of  intervening.  This  concept  should  be 
recognized  by  physicians  who  always  intervene,  in 
practice,  to  alter  the  course  of  events. 

.The  questions  to  be  asked  are:  How  did  we  get 
where  we  are  today?  Where  will  we  be  tomorrow? 
What  are  the  alternatives?  What  will  they  cost?  What 
may  be  expected? 

Physicians  cannot  correct  everything  but  can  point 
out  needs.  Planners  will  suggest  the  alternatives  but 
not  make  policy.  Planners  must  review  progress  con- 
stantly and  should  watch  for  secondary  disaster  when 
some  imbalance  appears  following  change.  Efforts 
should  not  be  confined  to  comprehensive  health  care 
alone  since  many  factors  may  have  deleterious  ef- 
fects. As  an  example:  automobile  accidents.  Some 
may  be  due  to  defective  freeways,  some  to  driver 
capability,  some  to  alcohol. 

Dr.  Smith  reported  that  P.L.  89-749,  passed  No- 
vember 3,  1966,  established  a partnership.  The  Fed- 
eral role  is  that  of  assistance  and  not  direction.  The 
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Need  for  Positive  Action 


emphasis  is  to  be  on  analysis  of  alternatives.  There  is 
no  document  called  “State  Plan”.  Long  range  planning 
should  not  depend  on  future  decision;  it  is  necessary 
to  think  seriously  about  the  future  in  order  to  act 
wisely  in  the  present.  Dr.  Smith  spent  some  time 
explaining,  in  detail,  the  significance  of  specific  sec- 
tions of  the  Law. 

Dr.  Slavin,  who  has  been  at  his  new  post  only  a 
few  weeks,  reported  that  the  agency  of  which  he  is 
head  was  designed  to  provide  information  to  the 
Governor  or  those  who  make  decisions.  Importance 
of  state  government  is  increasing,  state  government 
has  become  big  business,  and  it  must  accept  its  re- 
sponsibilities to  assist  local  communities. 

The  State  Planning  and  Community  Affairs  Agency 
will  operate  through  three  divisions:  Planning  and 
Research  Division,  Community  Affairs  Division, 
Health  Planning  Division. 

(Word  was  received,  during  Dr.  Slavin's  discus- 
sion, that  the  Governor  had,  a few  minutes  before, 
appointed  James  W.  Haviland  to  head  the  Citizen 
Advisory  Committee  to  the  State  Planning  Agency.) 

Dr.  Anderson,  whose  approach  was  entirely  prac- 
tical, emphasized  the  fact  that  only  the  local  com- 
munity can  decide  how  to  apportion  emphasis  on  its 
needs.  Therefore,  planning  must  be  local  if  recom- 
mendations of  the  planners  are  to  fit.  He  listed  five 
requirements:  1.  Officers  of  the  county  medical  so- 
ciety should  confer  with  the  local  health  officer.  2. 
To  obtain  support  of  local  government  it  may  be 
necessary  to  bring  subtle  pressure  through  groups 
such  as  labor  organizations  or  local  industries.  3. 
Information  service  should  be  provided.  4.  Aware- 
ness of  activities  in  other  areas  should  be  maintained. 
5.  The  essential  ingredient  is  an  informed  and  con- 
cerned local  society. 

Each  of  these  speakers  was  followed  by  a com- 
mentator listed  on  the  program  as  a reactor.  They 
were  Charles  D.  Muller,  Carl  P.  Schlicke,  Robert  B 
Hunter,  and  James  W.  Haviland.  All  had  pertinent 
comments  and  questions.  Leaders  of  the  Saturday 
evening  discussion  groups  were  Howard  B.  Kellogg, 
Jr.,  H.  Paul  Dygert,  William  E.  Watts,  Robert  B. 
Hunter,  Richard  C.  Greenleaf,  Waldo  O.  Mills, 
Charles  P.  Larson  and  James  W.  Haviland.  Keen  in- 
terest and  concern  of  participants  was  reported  by 
these  group  leaders  at  the  Sunday  morning  session. 
Their  reports  were  strikingly  uniform  in  content 
and  emphasis.  They  left  no  doubt  that  the  medical 
profession  in  Washington  does  not  intend  to  be  left 
out  of  the  planning  process. 


4 Two  hundred  participated  in  the  Seminar  on  Compre- 
hensive Health  Planning  for  Washington  state. 


5 (L-R)  Robert  J.  Albi,  M.D..  Spokane;  Mr.  Frank  Baker, 
State  planning  and  Community  Affairs  Agency,  Olympia; 
Robert  A.  Aldrich,  M.D.,  Professor  of  Pediatrics,  U of  W 
School  of  Medicine,  Seattle. 


6 (L)  James  W.  Haviland,  M.D.,  Seattle,  receives  congratu- 
lations on  his  appointment  by  Governor  Dan  Evans  as 
Chairman.  State  Health  Planning  Council,  from  Richard  H. 
Slavin,  Ph.  D.,  Director  of  State  Planning  and  Community 
Affairs  Agency. 
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MALCOLM  A.  BAGSHAW,  M.D.  DAVID' A.  KARNOFSKY,  M.D. 


Selected  Topics  in  Cancer  Program  Slated  March  2 

A program  on  Selected  Topics  in  Cancer  will  be 
presented  at  the  19th  annual  meeting  of  the  Spokane 
Society  of  Internal  Medicine,  on  March  2 at  the 
Ridpath  Motor  Inn  in  Spokane. 


Guest  speakers  will  be  Malcolm  A.  Bagshaw.  M.D., 
Associate  Professor  and  Director.  Department  of 
Radiology,  Stanford  Medical  Center.  Palo  Alto,  Cali- 
fornia; David  A.  Karnofsky.  M.D..  Sloan-Kettering 
Institute  for  Cancer  Research,  New  York.  New  York; 
and  Arnold  Mittelman.  M.D..  Roswell  Park  Memorial 
Institute,  Buffalo.  New  York. 


PROGRAM 


7:30  a.m. — Welcome,  Roy  Pearson,  M.D. 

8:15-  9:15  a.m. — Pretreatment  Evaluation  of  the 
Cancer  Patient,  Panel. 

9:30-10:00  a.m. — The  Role  of  Viruses  and  Immu- 
nology in  Oncogenesis,  David  A. 
Karnofsky,  M.D. 

10:00-10:30  a.m. — Reapprasal  of  the  Role  of  Radical 
Surgery  in  Cancer  Therapy, 
Arnold  Mittelman,  M.D. 

10:50-11:20  a.m. — Appraisal  of  Radiotherapeutic 
Modalities  Beyond  Cobalt,  Mal- 
colm A.  Bagshaw.  M.D. 

11:20-12:15  p.m. — Role  of  Cancer  Chemotherapy, 
Panel. 


2:00-2:30  p.m. — Hodgkin’s  Disease,  Malcom  A. 
Bagshaw,  M.D. 

2:30-2:50  p.m. — Breast  Cancer:  Role  of  Palliative 
Surgery,  Arnold  Mittelman.  M.D. 

2:30-3:10  p.m. — Breast  Cancer:  Endocrinologic 
and  Chemotherapy,  David  A. 
Karnofsky,  M.D. 

3:10-3:30  p.m. — Breast  Cancer:  Role  of  Radio- 
therapy, Malcom  A.  Bagshaw, 
M.D. 

3:50-  4:30  p.m. — Disseminated  Breast  Cancer: 
Panel  Discussion  of  Specific 
Cases. 


OBITUARIES 


dr.  Louis  m.  rosenbladt,  59,  of  Federal  Way,  died 
X (member  17,  1967.  Dr.  Rosenbladt  was  born  in 
Audubon,  Iowa.  He  graduated  front  the  Univer- 
sity of  Nebraska  College  of  Medicine,  Omaha, 
Nebraska  in  1932,  and  was  licensed  in  1947. 
Cause  of  death  was  primary  amyloidosis. 


dr.  Arthur  h.  grauman,  74,  of  Seattle,  Washing- 
ton, died  November  26,  1967 . Dr.  Grauman  was 
born  in  Ohio.  He  graduated  in  1925  from  Toma 
Linda  University  School  of  Medicine,  Palo  Alto, 
California  and  unis  licensed  in  1926.  Cause  of 
death  teas  congestive  heart  failure. 
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DORSEY 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue:  the  cold  in  pregnancy... 


the  cold  in  pregnancy 

Frederick  W.  Goodrich,  Jr.,  M.D. 

Senior  Obstetrician  and  Gynecologist,  Lawrence  and  Memorial  Hospital,  New  London,  Connecticut 


Since  pregnancy  and  the  common  cold  are  both 
ubiquitous,  it  is  not  surprising  that  they  often  occur 
at  the  same  time  in  the  same  patient.  Incidence  fig- 
ures are  hard  to  come  by,  but  the  chances  are  very 
good  that  any  given  pregnant  woman  will  have  a 
cold  at  some  time  during  the  nine  months  of  her 
gestation.  When  she  does,  she  will  tell  you  that  it 
is  the  worst  cold  she  ever  had.  It  seems  to  last  longer 
and  the  symptoms  are  more  distressing  than  they 
are  in  the  non-pregnant. 


For  purposes  of  this  discussion,  the  common  cold  is 
considered  to  be  the  well-known  symptom  complex 
which  includes  sore  throat,  stuffy  nose,  and  a cough. 
Febrile  states  or  extension  of  the  disease  process 
into  the  lower  respiratory  tree  are  not  part  of  the 
common  cold  and  will  not  be  included  in  this  dis- 
cussion. 

the  clinical  picture  of  a cold  in  pregnancy  can  be 
confused  by  a long-known  physiological  phenome- 


non.  Kiesselbach's  area  in  the  nose  (on  the  anterior 
part  of  the  nasal  septum  above  the  intermaxillary 
bone)  becomes  engorged,  apparently  due  to  hypere- 
mia induced  by  the  increased  estrogen  level  which 
accompanies  pregnancy.  The  amount  of  congestion 
can  vary  in  degree  from  woman  to  woman.  Some 
have  very  little  congestion,  others  will  have  occa- 
sional nosebleeds  from  this  area,  still  others  will 
have  symptomatic  congestion  to  the  degree  that  they 
will  complain  of  having  a "chronic”  or  constant 
cold. 

less  well  recognized  is  the  occurrence  of  this  type 
of  hyperemia  in  any  part  of  the  nasopharyngeal 
mucosa,  again  in  varying  degree.  Such  swelling 
often  produces  a postnasal  drip  which,  the  patient 
will  state,  is  present  only  when  she  is  pregnant. 
Patients  who  do  not  have  symptomatic  congestion 
ordinarily,  will  find  that  when  they  do  get  a cold, 
the  symptoms  last  much  longer  than  those  of  a cold 
usually  do.  Occasionally,  this  hyperemia  is  respon- 
sible for  closure  of  the  medial  end  of  the  Eustachian 
tube;  such  patients  will  complain  of  "plugging”  of 
the  ears.  Inspection  of  the  ear  drum  will  show  a 
depression  which  confirms  the  presence  of  Eusta- 
chian closure  rather  than  wax  in  the  canal  which  is 
the  patient’s  diagnosis.  Symptoms  related  to  this 
physiological  congestion  are  more  apt  to  occur  in 
heavier  smokers  or  those  who  have  a history  of 
allergic  rhinitis,  just  as  are  the  symptoms  of  the 
common  cold.  And  when  the  cold  does  occur  in 
pregnancy,  the  symptoms  are  worse  because  of  the 
underlying  congestion. 

The  pregnant  woman  with  a cold  is  miserable  for 
other  reasons,  dependent  somewhat  on  her  parity 
and  the  length  of  her  gestation.  As  parity  increases, 
so  also  does  the  relaxation  of  the  abdominal  and 
perineal  musculature.  The  uterus,  lying  against  a 
slack  abdominal  wall,  and  bearing  down  on  relaxed 
perineal  muscles,  acts  like  a piston  when  the  patient 
coughs,  sneezes,  or  even  blows  her  nose,  pushing 
down  on  the  bladder.  Stress  incontinence  during 
colds  is  almost  the  rule. 

as  the  length  of  gestation  increases,  so  does  the  size 
of  the  uterus.  As  it  grows,  it  pushes  the  abdominal 
contents  above  it  and  elevates  the  diaphragm.  This 
results  eventually  in  a lateral  displacement  of  the 
lower  rib  cage,  often  to  a point  at  which  the  patient 
will  complain  of  soreness  in  this  area.  If  such  a 

( Concluded  on  following  page ) 


From  a continuing  study  on  nasal  congestion... 


MADE  IN  U.O.A. 


6EFORE  TRIAMINIC 


timed  to  work 
while  your  patient  does 


A study  begun  in  1966  by  the  Department  of  Otolaryn- 
gology, Greater  Baltimore  Medical  Center,  has  accu- 
mulated evidence  that  documents  the  effectiveness  of 
Triaminic’s  timed-release  action  in  the  treatment  of 
nasal  congestion. 

With  its  balanced  formulation  of  an  oral  nasal  decon- 
gestant and  two  antihistamines,  Triaminic  effected 
partial  or  complete  relief  in  more  than  82%  of  the 
85  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 

HI  ■ ■ ■ ® 

lammiC  timed-release  tablets 

Each  timed-release  tablet  contains: 
Phenylpropanolamine  hydrochloride  50mg. 

Pyrilamine  maleate  25mg. 

Pheniramine  maleate  25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  oper- 
ate dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

( Advertisement ) 


patient  has  a cold,  the  coughing  and  sneezing  will 
exaggerate  this  soreness.  The  diaphragmatic  restric- 
tion caused  by  the  enlarging  uterus  also  makes 
breathing  more  difficult,  particularly  when  the  pa- 
tient lies  down.  A cold  compounds  this  difficulty. 

Treating  a cold  in  pregnancy  requires  two  addi- 
tional considerations.  The  patient  should  be  told 
that  the  symptoms  may  last  longer  lest  she  become 
discouraged,  and  she  should  be  reassured  that  the 
treatment  will  not  damage  the  fetus.  Although  there 
are  still  some  women  who  seem  blissfully  ignorant 
regarding  matters  of  health  (and  these  need  to  be 
cautioned  not  to  take  medication  recommended  by 
friends),  most  of  our  maternity  patients  are  aware 
of  the  thalidomide  tragedy.  These  women  need  con- 
stant reassurance  that  the  symptoms  of  a cold  can 
be  treated,  and  that  the  medication  is  safe.  Fortu- 
nately, many  of  the  drugs  which  are  of  benefit  have 
been  in  use  long  enough  and  widely  enough  so  that 
such  a statement  can  be  offered.  Occasionally  one 
encounters  a patient  who  is  so  anxious  to  avoid 
medication  that  she  is  extremely  reluctant  to  take 
anything  at  all.  Since  cold  is  self-limited,  it  seems 
reasonable  enough  to  give  such  a patient  the  choice 
and  not  to  force  drugs  on  her  if  she  is  obviously 
afraid  of  taking  them. 

the  most  distressing  symptom  of  the  common  cold 
is  the  nasal  congestion.  This  can  be  mitigated  by 
the  use  of  a decongestant  which  will  help  reduce 
the  postnasal  drip  and  the  coughing  caused  by  it. 
The  kind  of  a cough  which  is  described  as  a "tick- 
ling” in  the  throat  and  which  is  apt  to  occur  when 
the  patient  goes  to  bed  is  usually  due  to  nasopha- 
ryngeal congestion  rather  than  inflammation  in  the 
lower  respiratory  tract. 

There  are  many  cough  mixtures  available.  Most 
contain  an  antihistamine,  a decongestant,  and  a 
cough  "suppressant.”  Should  cough  suppression  be 
desirable,  it  is  important  to  remember  not  to  use 
both  a decongestant  tablet  and  such  a cough  mix- 
ture as  the  patient  would  be  getting  a double  dose  of 
the  decongestant.  With  some  patients,  the  placebo 
effect  of  a cough  syrup  may  be  important  and  a 
liquid  preparation  might  be  substituted  for  an  oral 
tablet. 

For  a sore  throat,  candy  drops  or  lozenges  at  fre- 
quent intervals  are  soothing.  It  is  not  only  unneces- 


sary but  unwise  to  use  antibiotic  lozenges  or  drops. 
The  use  of  antibiotics  in  an  uncomplicated  cold  is  ! 
contraindicated  and  should  be  scrupulously  avoided. 

In  summary,  a cold  in  pregnancy  is  more  severe  and 
longer  lasting.  The  treatment  of  the  symptoms  with  ' 
local  and  systemic  decongestants  will  make  the 
patient  more  comfortable. 

pparently  the  cold  is  so  common  in  pregnancy  that  ; 
it  has  received  very  little  attention  in  the  literature. 
References  are  almost  non-existent  and  the  few  \\ 
which  are  available  add  little  to  the  common  knowl- 
edge, are  out-dated,  or  are  not  helpful.  Thus  the 
usual  bibliography  is  not  appended. 


Relieve  his  sniffles, 
her  concern,  and  about 
half  your  phone  calls. 
Tell  her  to  get 

“The  Orange  Medicine” 

J 


Triaminic  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  you  can  bring  quick,  lasting  com- 
fort to  your  little  patients  with  Triaminic  Syrup.  You  may 
occasionally  encounter  these  side  effects:  drowsiness, 
blurred  vision,  cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precautions:  the 
possibility  of  drowsiness  should  be  considered  by  pa- 
tients engaged  in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hypertension, 
heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertisement) 


CHARLES  ECKERT,  M.D. 


RICHARD  MARTIN,  M.D. 


Spokane  Surgical  Society 
Will  Discuss  Gastrointestinal  Tract 


Talks  and  panel  discussions  relating  to  the  gastro- 
intestional  tract  will  be  presented  during  the  annual 
meeting  of  the  Spokane  Surgical  Society  that  will  be 
held  on  March  30  in  the  Davenport  Hotel,  Spokane. 

Guest  speakers  are:  Charles  Eckert,  M.D.,  Pro- 
fessor of  Surgery  and  Chairman  of  Department. 
Albany  Medical  College,  New  York;  Nicholas  High- 
tower. Jr..  M.D.,  Director  of  the  Department  of 
Clinical  Physiology,  Scott  and  White  Clinic.  Temple, 
Texas;  Richard  Martin,  M.D.,  Surgeon  and  Chief. 
Section  of  General  Surgery,  University  of  Texas, 
M.D.  Anderson  Hospital  and  Tumor  Institute.  Hous- 
ton. Texas;  and  Charles  Puestow.  M.D..  Ph.D.,  Chief. 
Surgical  Service,  Hines  Veterans  Administration  Hos- 
pital. Professor  of  Surgery,  University  of  Illinois. 

The  Course  is  accredited  by  the  AACP  for  7 elec- 
tive hours. 


PROGRAM 

Morning  Session — Elizabethan  Rooms 

Panel  Discussion:  Carcinoma  of  the  Rectum-Etiol- 
ogy, Diagnosis,  Radiotherapy  and  Surgery 
Moderator:  Otto  Penna,  M.D.;  Panelists:  Charles 
Eckert,  M.D..  Nicholas  Hightower.  Jr.,  M.D.. 
Richard  Martin,  M.D..  and  Charles  Puestow. 
M.D.,  Ph.D. 


NICHOLAS  HIGHTOWER,  M.D. 


CHARLES  PUESTOW,  M.D. 


Marie  Antoinette  Room 

How  to  Detect  Pancreatic  Disease,  Nicholas 
Hightower,  Jr.,  M.D. 

Safeguards  in  Surgery  of  the  Edematous  Duodenal 
Ulcer,  Charles  Eckert,  M.D. 

Hope  for  Carcinoma  of  the  Pancreatico-Duodenal 
Area,  Richard  Martin.  M.D. 

Motility  Studies  of  the  Esophagus,  Nicholas 
Hightower,  Jr.,  M.D. 

Panel  Discussion:  Surgical  Complications  of 
Steroid  Therapy,  Moderator:  Robert  Welty. 
M.D.. 

Panelists:  Charles  Eckert.  M.D..  Nicholas  High- 
tower. Jr.,  M.D.,  Richard  Martin,  M.D..  and 
Charles  Puestow.  M.D.,  Ph  D. 

Afternoon  Session — Marie  Antoinette  Room 

Salvage  of  the  Patient  with  Stress  Ulcer  or 

Hemorrhagic  Gastritis,  Charles  Eckert.  M.D. 


Protein-Losing  Enteropathies,  Nicholas  Hightower, 
Jr..  M.D. 

Multi-modal  Treatment  for  Gastrointestinal  Malig- 
nancies, Richard  Martin,  M.D. 

The  Bane  of  Recurrent  lntestional  Obstruction, 
Charles  Puestow,  M.D..  Ph.  D. 

Panel  Discussion:  Regional  Enteritis,  Ulcerative 
Colitis,  Granulomatous  Colitis 

Moderator:  Carle  Schlicke,  M.D. 

Panelist:  Charles  Eckert,  M.D.,  Nicholas  High- 
tower. Jr.,  M.D..  Richard  Martin,  M.D.,  and 
Charles  Puestow,  M.D..  Ph.D. 

Evening  Session— Isabella  Room 

Banquet  address;  Surgical  Utopia  U.S.A.  Richard 
Martin,  M.D. 

For  Better  or  For  Worse, 

Skit.  Auxiliary.  Spokane  County  Medical  Society. 
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Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg  ; and 
chlorpheniramine  maleate,  4 mg 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride.  40  mg  . 
chlorpheniramine  maleate,  8 mg  ; and  acetaminophen,  500  mg 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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Current  Concepts  In  Cancer  Program  Slated  March  21-22 


A program  on  Current  Concepts  in  Cancer  will 
be  presented  at  the  University  of  Washington  School 
of  Medicine  on  March  21-22. 

The  course  is  designed  to  provide  current  informa- 
tion on  the  etiology,  diagnosis  and  treatment  of  cancer 
in  humans  for  practical  use  by  the  general  physician 
and  the  specialist  who  is  not  primarily  active  in 
cancer  management. 


Tuition  for  the  course  is  $50.00.  Check  or  money 
order,  made  payable  to  the  University  of  Washington, 
should  accompany  the  registration  application.  Appli- 
cations may  be  obtained  by  writing  the  University  of 
Washington  School  of  Medicine,  Division  of  Continu- 
ing Medical  Education.  Seattle,  Washington  98105. 

The  course  is  acceptable  for  accredited  hours  by 
the  American  Academy  of  General  Practice. 


PROGRAM 


Thursday,  March  21 

8:00  a.m.- — Registration,  Health  Sciences  Auditor- 
ium 

9:00  a.m. — Introduction,  Robert  G.  Parker,  M.D. 

Today’s  Knowledge  of  Cancer  Etiology 

9:00  a.m.- — Known  Environmental  Carcinogens, 
Thomas  B.  Carlile,  M.D. 

9:00  a.m.- — Viruses  and  Cancer.  Charles  A.  Evans, 
M.D. 

9:50  a.m. — Cancer  Immunity.  Karl  L.  Hellstrom. 
M.D. 

10:10  a.m. — Questions 

The  Family  Physician  and  Cancer 

10:40  a.m.— The  High  Risk  Patient.  John  H.  Walker, 
M.D. 

11:00  a.m. — The  Periodic  Examination.  John  H. 
Walker.  M.D. 

Laboratory  Aids  in  Cancer  Diagnosis 

11:20  a.m. — Cytology,  Abraham  I.  Schweid.  M.D. 

11:40  a.m. — Mammography,  Willis  J.  Taylor.  M.D. 

12:00  a.m. — Questions 

Special  Clinical  Problems 

2:00  p.m. — Unusual  Medical  Manifestations  of 
Cancer.  Arthur  James  Gerdes.  M.D. 

2 : 20  p.m. — Neurological  Manifestations  of  T umors, 
Phillip  D.  Swanson.  M.D. 

2:40  p.m. — Cutaneous  Lesions.  Malignant  and  Pre- 
malignant,  Marvin  R.  Young.  M.D. 

3:00  p.m. — Uterine  Bleeding,  Its  Significance, 
David  C.  Figge.  M.D. 

3:20  p.m. — Hematuria,  Its  Significance,  Warren  H. 
Chapman,  M.D. 

3:40  p.m. — Lump  in  the  Breast,  William  B.  Hutch- 
inson. M.D. 

4:00  p.m. — The  Asymptomatic  Neck  Mass,  Robert 
V.  DeVito,  M.D. 

4:20  p.m. — Questions 


Friday,  March  22 

Current  Status  of  Cancer  Treatment 
9:00  a.m.- — The  Multidisciplinary  Approach.  Orlis 
Wildermuth,  M.D. 

9:20  a.m. — Advances  in  Surgery,  James  R.  Cantrell, 
M.D. 

9:40  a.m. — Advances  in  Radiation  Therapy,  James 
W.  Rowe,  M.D. 

10:00  a.m.— Advances  in  Chemotherapy.  Dennis  M. 
Donohue,  M.D. 

10:20  a.m. — Special  Problems  in  Children.  J.  Tren- 
holme  Griffin,  M.D. 

11:00  a.m. — Discredited  Treatment  Methods.  Harry 
Worley,  M.D. 

11:00  a.m. — How  to  Evaluate  Treatment.  David  P. 
Christie.  M.D. 

1 1 :40  a.m. — Cancer  Data.  Their  Collection  and  Use, 
John  W.  Finley,  M.D. 
noon — Questions 

2:00  p.m. — Cancer  Care  in  the  Community  Hos- 
pital, Patrick  A.  Lynch,  M.D. 

2:20  p.m. — The  Patient  with  Advanced  Cancer, 
Glen  A.  Warner,  M.D. 

2:40  p.m. — Nursing  Problems  with  the  Cancer  Pa- 
tient. Delores  E.  Little.  B.S..  M.N. 

Cancer  Programs 

3:00  p.m.— American  Cancer  Society  Programs. 
Lawrence  B.  Kiriluk,  M.D. 

3:30  p.m. — The  Regional  Medical  Program  and  the 
Cancer  Patient,  Donal  R.  Sparkman, 
M.D. 

3:40  p.m. — Questions 

4:00  p.m. — Summary  and  Conclusions,  Robert  G. 
Parker.  M.D. 


4 
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PRESIDENTS  page 


CHARLES  D.  MULLER,  M.D. 


The  Challenge 
that  Must  he  Met 

Our  representatives  must  master  at  least  the 
basic  of  planning  techniques,  manifest  an  in- 
formed interest,  and  participate  in  local  health 
planning  activities. 


If  we  believe  that  vve  know'  what  is  best  for  our 
patients,  we  should  speak  loudly  and  clearly. 
Widespread  changes  in  our  lives  and  in  our 
practices  are  currently  envisioned.  Medicare  and 
Medicaid  are  now  in  their  second  year  of  operation. 
The  planning  stages  of  regional  programs  for  heart 
disease,  cancer,  and  stroke  are  in  transition  to  the 
action  stages. 

On  January  6,  7,  two-hundred  physician  members 
of  WSMA  met  and  discussed  comprehensive  health 
planning  (PL  89-749).  Governor  Dan  Evans  estab- 
lished a State  Agency  of  Planning  and  Community 
Affairs,  appointed  a director,  Richard  Slavin,  Ph.  D., 
and  appointed  James  W.  Haviland  Chairman  of  the 
statewide  Advisory  Council  to  implement  this  law. 

The  WSMA  Executive  Committee  and  the  partici- 
pants in  the  seminar  on  comprehensive  health  plan- 
ning recommended  that: 

1.  Each  Component  Medical  Society  take  the 
initiative  in  forming  local  health  planning 
councils,  patterned  after  the  State  Health 
Planning  Council. 

2.  Such  local  health  planning  groups,  which 
are  representative  of  the  community,  take 
immediate  steps  to  inventory  and  assess  theii 
total  community,  environmental  and  person- 
al health  needs. 

3.  On  the  basis  of  such  determinations,  specific 
health  planning  goals  be  established  as  steps 
to  be  taken  to  develop  specific  programs  to 
alleviate  or  correct  existing  problems,  or  to 
anticipate  future  problems. 

4.  At  suitable  intervals  such  programs  be  eval- 
uated to  determine  effectiveness  of  the  pro- 
grams that  have  been  developed. 

5.  The  comprehensive  health  planning  activ- 
ities be  revised  at  periodic  intervals  in  order 
to  establish  new  goals  and  programs  when 
necessary. 

6.  The  State  Planning  and  Community  Affairs 
Agency  sponsor  orientation  conferences  in 
health  planning  for  all  health  groups  and 
organizations  interested  in  health  services, 
other  community  organizations  and  public 
officials. 


7.  The  activities  and  findings  of  local  health 
planning  councils  be  communicated  to  the 
State  Health  Planning  Council,  the  State 
Planning  and  Community  Affairs  Agency 
and  to  the  Regional  JJealth  Planning 
Agencies. 

These  are  challenges,  and  also  opportunities — if 
we  are  knowledgeable  and  energetic  in  their  applica- 
tion. When  Medicare  (Title  XVIII)  became  law,  the 
physicians  of  this  state  were  prepared  and  our  organi- 
zation was  administratively  structured  to  implement 
the  provisions  smoothly.  Why?  Because,  through  an 
agonizing  reappraisal  of  philosophies  we  accepted 
realistically  “the  law  of  the  land”,  because  we  pos- 
sessed the  administrative  talents  of  23  local  medical 
service  bureaus  which  were  essential  in  assuring  good 
local  implementation.  The  potential  of  this  private, 
voluntary,  physician  sponsored,  existing  mechanism 
needs  emphasis.  Our  prepaid  healthcare  plans  provide 
coverage  for  one  third  of  the  population  of  Washing- 
ton state.  Consumer  and  patient  preference  of  physi- 
cian, facility,  or  healthcare  coverage  is  dominant.  We 
must  help  the  public  and  community  leaders  under- 
stand the  potential  of  this  private  sector.  We  must 
emphasize  the  advantages  of  a freely  competitive 
system. 

What  we  do  now  and  how  the  community  perceives 
us.  may  originate  a crucial  reflection  on  the  place  of 
private  enterprise  in  the  future  healthcare  system. 
Currently  there  are  resources  that  our  physician  spon- 
sored plans  can  contribute  to  comprehensive  health 
planning.  They  are  grass-root,  individual  efforts.  The 
plans  possess  technical  management  and  administra- 
tive skills.  They  have  demonstrated  over  the  years,  a 
high  order  of  performance  and  credibility.  They  have 
available  manpower  in  23  Bureaus  throughout  Wash- 
ington State.  They  enjoy  a unique  role  as  trustees  of 
the  health  funds  of  1.3  million  consumers.  And  they 
have  continuing  relationships  with  business,  labor, 
community  groups,  professional  associations  and 
others. 

We  need  these  local,  non-monetary  resources  and 
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others  to  assume  properly  our  professional  and  com- 
munity responsibility.  The  law  (89-749)  provides 
certain  guidelines  to  the  states:  it  is  left  to  the  states 
to  specify  the  details  of  the  planning  process.  Obvi- 
ously. local,  grass-root,  individual-physician  efforts 
will  be  essential.  The  local  medical  society  and  prac- 
ticing physicians  must  be  self  reliant  because  local 
situations  will  differ  and  cannot  be  intelligently  as- 
sessed at  state  and  AMA  levels.  The  Seminar  on 
Comprehensive  Health  Planning  produced  an  ex- 
ample of  how  WSMA  can  prepare  physicians  in  the 
implementation  of  this  law.  Other  regional  seminars 
detailing  the  law  and  explaining  the  planning  process 
are  contemplated. 

Public  law  89-749  may  be  understood  to  mean 
united  efforts  to  make  better  use  of  private  and  pub- 
lic health  facilities,  personnel,  educational  institutions 
and  financing  methods.  The  ideal  goal  is  to  provide 
the  most  modern,  sophisticated,  high  quality,  health 
care  services  to  all  of  the  American  people.  It  is  as- 
sumed that  the  ideal  goal  may  never  be  reached  be- 
cause the  goal  will  be  subject  to  constant  change. 
What  individual  or  group  could  really  challenge  the 
ideal  goal  as  such?  Yet  any  discussions  or  actions 
aimed  in  the  direction  of  reaching  the  ideal  goal  must 
be  guided.  by  available  accurate  information,  to  ack- 
nowledge the  human,  medical,  and  economic  factors 
involved.  The  task  of  local  societies  and  physicians 


is  to  provide  medical  criteria  defining  quality  of  care 
and  defining  the  accompanying  physicians'  costs  in- 
volved in  providing  the  physicians’  component  of 
quality  care.  Hence,  our  representatives  must  master 
at  least  the  basis  of  planning  techniques,  manifest  an 
informed  interest,  and  participate  in  local  health 
planning  activities.  If  physicians  are  receptive  to  what 
their  state  and  national  societies  have  to  offer,  they 
should  be  able  to  fulfill  their  professional  and  com- 
munity responsibilities. 

This  means  that  communication  at  all  levels  will 
be  mandatory  for  proper  functioning  of  the  medical 
community.  Communication  in  the  scientific  spheres 
is  excellent.  In  other  areas,  where  legislative  and 
socio-economic  issues  prevail,  there  is  need  for  im- 
provement. 

The  reorganization  of  medical  practice  by  govern- 
ment. consumers  and  health  care  plans,  requires  that 
all  physicians  participate  actively  and  fully  in  organ- 
ized medicine  at  all  levels — national,  state  and  local. 

We  are  both  consumers  and  providers.  We  shall 
gain  and  our  patients  will  profit  from  a system  of 
improved  services,  resources  and  facilities.  The  pub- 
lic's interest  and  the  physicians’  interest  coincide  in 
tomorrow's  health  scene.  Responsible  voices  will  find 
receptive  ears.  ■ 


4/ 


12001  Ambaum  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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21st  National  Conference  on  Rural  Health 

. . . Seattle  meeting  attracts  national  attention 
. . . draws  participants  from  all  over 


Do  rural  communities  in  the  Pacific  Northwest 
have  adequate  medical  services  to  handle  emergency 
situations?  Is  the  delivery  of  health  care  services  as 
efficient  as  it  should  he?  Have  the  health  care  needs 
of  migrant  farm  workers  been  given  sufficient  medi- 
cal attention?  . . . These  and  other  questions  pertinent 
to  the  rendering  of  health  care,  facilities  and  educa- 
tion in  rural  areas  will  be  discussed  at  the  21st  Na- 
tional Convention  on  Rural  Health  that  will  be  held 
on  March  29-30  at  the  Olympic  Hotel  in  Seattle. 

These  conferences  are  held  in  different  cities  each 
year  in  order  to  explore  new  needs  and  bring  reports 
on  new  developments  to  all  sections  of  the  country. 

The  Conference  will  present  discussions  introduced 
by  rural  health  care  and  community  planning  special- 
ists on  topics  ranging  from  First  Aid  and  Rescue,  to 
Health  Careers  Education.  The  discussion  period  that 
will  follow  each  presentation  will  afford  those  attend- 
ing the  opportunity  to  weigh  and  contribute  opinions 


and  ideas  of  better  methods  for  rural  health  care 
planning  and  utilization. 

The  conferences  are  sponsored  and  arranged  by  the 
Council  on  Rural  Health  of  the  American  Medical 
Association  with  the  cooperation  of  such  organiza- 
tions as:  cooperative  extension  services,  farm  organ- 
izations, state  and  local  medical  societies,  health  de- 
partments, and  continuing  medical  education  groups. 

This  is  the  second  rural  health  conference  to  be 
presented  in  the  Pacific  Northwest.  The  llth  Na- 
tional Rural  Health  Conference  was  the  first  to  be 
given  in  this  area,  and  was  presented  in  Portland, 
1956. 

The  program  is  acceptable  for  six  accredited  hours 
by  the  American  Academy  of  General  Practice.  Reg- 
istration will  begin  at  8:00  a.m.  on  March  29  in  the 
Spanish  Lounge  of  the  Olympic  Hotel;  no  registration 
fee  will  be  charged. 

continued  on  page  194 


Don't  spare  the  horses  when  a human  life  is  at  stake. 
—William  Worrall  Mayo,  M.D. 

a country  doctor 
(father  of  Will  and  Charlie) 


MR.  ALLAN  R.  JOHNSON 
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This  pain  is 
getting  on 
my  nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings : USE  IN  PREGNANCY : Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusions]).  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reaction  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


" Meeting  Health  Needs  in  the  60's  and  70's" 


MR.  A.  A.  SMICK 


Program 

Friday  Morning  Session — March  29,  1968 

Spanish  Ballroom — Olympic  Hotel 
8:00  a.m. — Registration:  No  registration  fee. 
Spanish  Lounge. 

9:00  a.m. — Presiding:  Ben  N.  Saltzman.  M D., 

Chairman.  Mountain  Home,  Arkansas, 
AMA  Council  on  Rural  Health 
Invocation:  The  Most  Reverend  Thomas 
S.  Gill.  D.D..  V.G.,  Seattle,  Washington 
Auxiliary  Bishop  of  Seattle 
Greetings:  Charles  D.  Muller,  M.D., 
Bremerton.  Washington,  President, 
Washington  State  Medical  Association 
Orientation  to  Conference:  Leopold  J. 
Snyder,  M.D.,  Fresno,  California, 
AMA  Council  on  Rural  Health 


BEN  N.  SALTZMAN,  M.D. 


9:30a.m. — Community  Involvement  in  Health 
Planning 

Harold  L.  Amoss,  Ph.D..  Director, 
Bureau  of  Community  Development, 
University  of  Washington. 

Seattle.  Washington 

Discussion  Period 

10:30  a.m. — Case  Study  Examples  of  Communty 
of  Community  Health  Planning 
Moderator:  B.  T.  Fitzmaurice.  M.D.. 
Bainbridge  Island.  Washington 
Robert  H.  Bedrossian,  M.D. 
Vancouver,  Washington 
Richard  Einer 
Levenworth,  Washington 
John  Timm 
Connell,  Washington 
Air  Evacuation  Procedures  in  Vietnam 
with  Implications  for  Rural  America 
Spurgeon  H.  Neel,  Jr.,  Col.,  MC,  USA. 
Directorate  of  Plans,  Supply,  and 
Operations,  Former  Surgeon,  U.S. 
Military  Assistance  Command  Vietnam. 
Washington.  D.C. 

Discussion  Period 

Friday  Afternoon  Session — March  29.  1968 

Spanish  Ballroom — Olympic  Hotel 

1:15  p.m. — Presiding:  Francis  T.  Holland.  M.D.. 

Tallahasee,  Florida,  Vice-Chairman, 
AMA  Council  on  Rural  Health 
Greetings  from  American  Medical 
Association,  Max  H.  Parrot,  M.D., 


Portland,  Oregon. 

Member.  Board  of  Trustees 

1 :30  p.m. — Emergency  Medical  Services 
First  Aid  and  Rescue 
Robert  M.  Oswald.  Washington 
D.C.,  Deputy  National  Director  Safety 
Services,  American  National  Red  Cross 
Emergency  Communications 
J.  Cuthbert  Owens,  M.D..  Professor  of 
Surgery,  University  of  Colorado  School 
of  Medicine,  Denver.  Colorado 
The  Community  and  Emergency 
Medical  Services, 

Robert  Sigmond.  Executive 
Director.  Hospital  Planning  Association 
of  Allegheny  County,  Pittsburgh, 
Pennsylvania 

3:00  p.m. — Discussion  Period 

3:30  to  Discussion  Groups 

5:00  p.m. — Group  A — Community  Involvement  in 
Health  Planning 

Leader:  H.  Wallace  Lane.  M.D., 
Olympia,  Washington,  Chief,  Division 
of  Local  Health  Services,  Washington 
State  Department  of  Health 
Group  B — Community-based  Home 
Care  Programs 

Leader:  A.  A.  Smick,  Community 
Organization  Specialist,  Cooperative 
Extension  Service.  Washington  State 
University,  Pullman,  Washington 
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SPURGEON  H.  NEEL, 
JR.,  COL.,  M.C.,  U.S.A. 


Air  Evacuation  Procedures  to  be  Discussed 
at  Rural  Health  Conference 

A discussion  on  Air  Evacuation  procedures  in  Viet 
Nam  with  Implications  for  Rural  America  will  be 
presented  by  Spurgeon  H.  Neel,  Jr.,  Col.,  U.  S.  Army 
Medical  Corps,  at  the  21st  National  Conference  on 
Rural  Health  that  will  be  held  March  29-30  in  Seattle. 

The  discussion  will  be  held  March  29  during  the 
morning  session  of  the  Conference,  in  the  Spanish 
Ballroom  of  the  Olympic  Hotel. 

Ben  N.  Saltzman,  Arkansas,  Chairman  of  the 
AMA  Council  on  Rural  Health,  will  preside  at  the 
morning  session. 

Registration  will  begin  at  8:00  a.m.  in  the  Spanish 
Lounge. 


program  continued  from  page  194 

Group  C — Emergency  Medical  Services 
and  First  Aid 

Leader:  Craig  B.  Leman,  M.D., 
Corvallis,  Oregon 

Group  D — Meeting  Health  Needs  of 
Migrant  Farm  Workers 
Leader:  G.  L.  Tunison,  Migrant 
Health  Representative,  Dept,  of  Health, 
Education,  and  Welfare,  Public  Health 
Service;  Regional  Office,  San  Francisco, 
California 

Group  E — Special  Problems  of 
Accident  Prevention  in  Rural  Areas 
Leader:  Allan  Johnson,  Director  of 
Information,  Pacific  Northwest  River 
Basins  Commission, 

Vancouver,  Washington 
Group  F — Health  Careers  Education 
Leader:  K.  G.  Skaggs,  Staff 
Specialist,  American  Association  of 
Junior  Colleges,  Washington,  D.C. 


Friday  Evening  Session — March  29,  1968 
Georgian  Room — Olympic  Hotel 
7:00  p.m. — Presiding:  Ben  N.  Saltzman,  M.D., 

Chairman,  Mountain  Home,  Arkansas, 
AMA  Council  on  Rural  Health 

Invocation:  The  Reverend  Robert  A. 
Uphoff,  D.D.,  Senior  Minister, 

First  Methodist  Church, 

Seattle,  Washington 

Greetings:  Mrs.  Karl  F.  Ritter,  Lima, 
Ohio,  President,  Woman’s  Auxiliary  to 
the  AMA 

Banquet  Address:  Nicholas  P.  Dallis, 
M.D.,  Scottsdale,  Arizona,  Author  of 
Rex  Morgan,  M.D.,  and  Other  Picture 
Stories 

Saturday  Morning  Session — March  30,  1968 
Spanish  Ballroom — Olympic  Hotel 

9:00  a.m. — Presiding:  Louis  S.  Dewey,  M.D., 

Richland,  Washington,  Member  AMA 
Council  on  Rural  Health 
Continuing  Medical  Education  for 
Physicians,  John  N.  Lein,  M.D., 
Assistant  Dean,  Department  of 
Continuing  Education, 

University  of  Washington 

School  of  Medicine,  Seattle,  Washington 

Robert  A.  Aldrich,  M.D.,  Professor 

and  Head,  Division  of  Human  Ecology, 

Dept,  of  Pediatrics 

University  of  Washington  School  of 

Medicine,  Seattle,  Washington 

Discussion  Period 

9:45  a.m. — Reactor  Panel  from  Discussion  Groups 

Moderator:  Paul  C.  Johnson, 

Editorial  Director,  Prairie  Farmer 
Publishing  Company,  Chicago,  Illinois 

A.  Community  Involvement  in 
Health  Planning 

Thomas  C.  Points,  M.D.,  Ph.D., 
University  of  Oklahoma  School  of 
Medicine,  Oklahoma  City,  Oklahoma 

B.  Community-based  Home 
Care  Programs 

Eleanor  N.  Snyder,  M.D.,  District 
Health  Officer,  Chelan-Douglas 
Health  District,  Wenatchee, 
Washington 

C.  Emergency  Medical  Services  and 
First  Aid 

Craig  B.  Leman,  M.D., 

Corvallis,  Oregon 

program  continued  on  page  196 
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D.  Meeting  Health  Needs  of 
Migrant  Farm  Workers 

Leopold  J.  Snyder,  M.D.,  10-45 

Fresno,  California,  Member, 

AMA  Council  on  Rural  Health  11:00 

E.  Special  Problems  of  Accident 
Prevention  in  Rural  Areas 
Leon  J.  Urben,  Director, 

Farm  Department, 

National  Safety  Council, 

Chicago,  Illinois 

11:45 

F.  Health  Careers  Education 

K.  G.  Skaggs.  Washington.  D.C., 

Staff  Specialist, 


American  Association  of 
Junior  Colleges 

a.m. — Discussion  Period 

a.m. — Development  and  Use  of  Home  Care 
Services,  Claire  F.  Ryder,  M.D., 

Chief,  Home  Health  and  Relat- 
ed Services  Branch,  Division  of  Medical 
Care  Administration — U.S.P.H.S., 
Arlington,  Virginia 
Discussion  Period 

a.m. — Closing  Remarks:  Ben  N.  Saltzman, 
M.D.,  Mountain  Home,  Arkansas, 
Chairman  AMA  Council  on  Rural 
Health 


21st  National  Conference  on  Rural  Health 

Physicians  who  would  like  to  register  early  for  the  21st  National  Conference  on  Rural 
Health  to  be  held  in  Seattle  at  the  Olympic  Hotel  on  March  29-30.  may  do  so  by  filling 
out  the  registration  blank  below.  Please  indicate  on  the  card  whether  you  intend  to  be 
present  at  the  banquet  Friday  evening;  and  your  choice  for  the  Friday  afternoon  discus- 
sion groups  by  checking  your  first  two  preferences.  Cost  for  the  banquet  is  $6.  Banquet 
tickets  can  be  purchased  at  the  Conference  registration  desk.  Therefore  money  should 
not  be  sent  in  advance. 

Registration  cards  should  be  mailed  to  The  American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

REGISTRATION  BLANK 

21st  NATIONAL  CONFERENCE  ON  RURAL  HEALTH 


, 

PLEASE  PRINT  DATE 

I shall  attend  the  21  st  National  Conference  on  Rural  Health,  March  29-30,  1 968 

NAME(S) 

STREET  OR  RFD  

CITY STATE ZIP  CODE 


OCCUPATION  OR  ORGANIZATION 

Choices  for  Friday  Discussion  Group:  A B C D E F 

Number  attending  banquet  Friday  evening 

(Please  make  all  hotel  room  reservations  DIRECT.) 
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Don’t  let  monilia 
cut  broad-spectrum  therapy  short . 


_ start  with  „ 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied . 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
1 25  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Scalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01/'  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantlv  more  effective  than  hvdro- 


cortisone  1.0%.  The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 


Low  patient  cost 
for  wider  usefulness 


ith  Synalar.  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy’  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 


fluocinolone  acetonide 


* 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form— clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0252  — 5,  1 5 and  60  Cm.  tubes  and  425 
Gm.  jars.  Cream  0.01 2 — 15,  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 12  — 20  and  60  cc . 
plastic  squeeze  bottles.  Ointment  0.0252—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.52  [0.352  neomycin  base],  fluocinolone  acetonide 
0.0252)  Cream  — 5,15  and  60  Gm.  tubes. 


tluocmotone  acetonide  — an  original  steroid  from 
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“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

DinietappExtentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1, 15  mg.;  phenylpropanolamine  HC1, 15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
he  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


ROBINS 


a tranauilizer  with 


Extensive  clinical  experience,  including  eleven  double-blind  studies,1-11  indi- 
cates that  Tybatran  is  an  effective  agent  for  the  relief  of  anxiety  and  tension. 
It  appears  to  lend  itself  particularly  well  to  the  management  of  the  anxious 
patientwho“somatizes”— whose  anxiety  and  tension  find  expression  in  com- 
plaints such  as  headaches,4-8'10'11  fatigue,4  insomnia,2'4-8'9’12  anorexia,3'8-9 
and  pruritus.7 

Two  salient  features  seem  to  set  Tybatran  somewhat  apart  from  certain 
other  commonly  used  tranquilizers. 

1.  Tybatran  often  proves  more  effective  than  meprobamate  and  chlordiaze- 

poxide.  In  one  study,4  severe  anxiety  responded  more  effectively  to  tybamate 
than  to  meprobamate;  in  another,8  symptom-response  superiority  of  tyba- 
mate over  chlordiazepoxide  was  marked  at  statistically  significant  levels  of 
confidence. 

2.  Tybatran  appears  to  be  less  sedating  than  other  widely  used  tranquilizers. 

Side  reactions  are  relatively  infrequent;  when  they  do  occur,  they  may  take 
the  form  of  drowsiness,  although  insomnia,  ataxia  and  other  adverse  effects 
have  been  reported.  Nevertheless,  Tybatran  impresses  many  clinicians  by 
its  comparative  lack  of  undesirable  sedative  action.3'6’12'13  (If  drowsiness  or 
vertigo  is  present,  activities  requiring  optimal  alertness  should  be  avoided.) 

For  patients  in  whom  anxiety  is  manifested  in  any  of  a multiplicity  of 
physical  complaints,  Tybatran  deserves  a clinical  trial.  These  are  the  chal- 
lenging patients,  those  with  recurrent,  persistent,  ever-changing  symptoms 
for  which  there  is  no  clinical  or  laboratory  evidence  of  organic  disease. 

Usual  adult  dose:  one  or  two  250  mg.  capsules  3 or  4 times  daily.  Adjust 
to  suit  individual  requirements.  A'H'POBINS 


Prescribing  Information 

Dosage  and  administration.  The  suggested  adult 
dose  of  Tybatran  (tybamate)  is  one  or  two  250  mg.  cap- 
sules three  or  four  times  daily.  Dosage  should  be  adjusted 
to  suit  individual  requirements.  While  clinical  experience 
with  Tybatran  (tybamate)  in  children  has  been  very  lim- 
ited to  date,  the  recommended  daily  dosage  for  children 
6 to  12  years  old  is  20  to  35  mg. /kg.  body  weight,  in 
three  or  four  equally  divided  doses.  Dosage  should  be  ad- 
justed to  suit  individual  requirements.  Until  further  clini- 
cal experience  is  obtained,  administration  of  Tybatran 
(tybamate)  to  children  under  6 years  of  age  is  not  rec- 
ommended. Daily  doses  larger  than  3000  mg.  are  not 
recommended,  although  in  a few  instances  doses  in  ex- 
cess of  this  figure  have  been  administered.  Tybatran 
(tybamate)  is  also  available  in  350  mg.  capsules,  for 
convenience  in  dosage  adjustment,  e g.,  one  capsule 
three  times  daily  and  two  at  bedtime. 

Contraindications.  Tybatran  (tybamate)  should  not 
be  administered  to  patients  known  to  be  hypersensitive 
to  the  drug.  Since  no  studies  have  been  done  with  this 
drug  in  human  pregnancy,  it  should  not  be  used  in  preg- 
nancy unless  the  potential  benefit  outweighs  the  risk. 

Warnings.  Simultaneous  administration  to  psychotic 
patients  of  tybamate  with  phenothiazines  and  other  cen- 
tral nervous  system  depressants  has  in  a few  instances 
been  associated  with  the  occurrence  of  grand  mal  or 
petit  mal  seizures.  Seizures  have  been  reported  with 
administration  of  phenothiazines  alone,  but  not  with 
administration  of  tybamate  alone;  nevertheless,  tyba- 
mate should  be  used  cautiously  in  individuals  who  are 
receiving  other  central  nervous  system  depressants  or 
have  a history  of  convulsive  seizures.  Also,  it  should  be 
borne  in  mind  that  simultaneous  administration  of  tyba- 
mate with  alcohol  or  with  other  psychotropic  agents,  par- 
ticularly phenothiazines  or  monoamine  oxidase  inhibitors, 
which  are  known  to  potentiate  the  action  of  other  drugs, 
may  result  in  additive  actions. 

Precautions.  There  has  been  no  evidence  to  date  of 
the  development  of  habituation  or  addiction.  Investigators 
have  not  observed  excessive  self-medication  or  any  with- 
drawal symptoms  with  use  of  Tybatran  (tybamate),  but 
the  latter  should  be  kept  in  mind  with  cessation  of  the 
drug  after  prolonged  use.  Because  of  the  occurrence 

Prescribing  information  continued  on  i .xiprg?. 


(pronounced  TYE-buh-tran) 


a tranquilizer  with 
particular  usefulness  in 
functional  disorders 


Prescribing  information  continued  from  preceding  page. 

withdrawal  symptoms  or  exacerbation  of  presenting  symptoms  upon  rapid  with- 
drawal of  other  agents  of  this  type,  abrupt  withdrawal  of  Tybatran  (tybamate) 
should  be  avoided.  Tybamate,  like  other  psychotherapeutic  agents,  should  be 
used  with  caution  in  addiction-prone  individuals.  Should  symptoms  of  hypersen- 
sitivity occur,  administration  should  be  discontinued  at  once  and  appropriate 
symptomatic  treatment  initiated.  Operation  of  motor  vehicles  or  machinery  or 
other  activities  requiring  optimal  mental  alertness  should  be  avoided  if  drowsi- 
ness or  vertigo  is  present.  As  with  any  new  drug,  Tybatran  (tybamate),  should 
be  used  with  caution  in  patients  with  a history  of  drug  allergies,  blood  dyscra- 
sias,  and  hepatic  or  renal  disease;  and  prolonged  and  or  high  doses  of  tybamate 
should  be  accompanied  by  periodic  measurements  of  hepatic,  hematopoietic, 
and  renal  function. 

Adverse  reactions.  While  these  have  only  rarely  required  discontinuation  of  the 
drug,  the  most  frequently  encountered  reactions  have  included  drowsiness,  diz- 
ziness, nausea,  insomnia,  euphoria.  The  drug  was  discontinued  in  one  child 
because  of  a possible  drug-induced  urticaria,  and  skin  rash  and  pruritus  have 
been  encountered  in  a few  other  patients.  In  a few  patients,  effects  suggesting 
excessive  stimulation  such  as  hyperactivity,  fidgetiness,  flushing,  and  tachy- 
cardia have  been  encountered.  Other  reported  side  effects  recorded  only  a few 
times  to  date  have  included  ataxia,  unsteadiness,  confusion,  feeling  of  unreality, 
“panic  reaction,"  fatigue,  headache,  paresthesias,  vertigo,  gastrointestinal 
disturbances,  glossitis  and  dry  mouth.  Grand  mal  or  petit  mal  seizures  have 
been  reported  in  a few  hospitalized  psychotic  patients  to  whom  tybamate  (up  to 
6000  mg.  daily),  phenothiazines,  and  other  psychotropic  agents  were  adminis- 
tered simultaneously.  Convulsive  seizures  have  not  been  reported  with  the  use 
of  tybamate  alone. 

Until  clinical  experience  has  accumulated  with  this  drug,  inasmuch  as  tybamate 
is  related  to  meprobamate,  the  physician  should  be  cautious  about  the  possibil- 
ity of  rare,  serious  adverse  reactions  such  as  may  be  encountered  with  the  latter 
drug.  Should  excessive  doses  of  tybamate  be  ingested,  it  is  recommended  that 
any  drug  remaining  in  the  stomach  be  removed  and  symptomatic  therapy,  in- 
cluding central  stimulants,  be  used  as  necessary. 

Supply.  Tybatran  (tybamate)  is  available  in  green,  sealed  capsules  of  three 
strengths  350  mg.,  250  mg.,  and  125  mg.  Each  strength  is  supplied  in  bottles 
of  100  and  500. 
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tional disorders  J.  New  Drugs  5 177  (May-June)  1965.  13.  Dunlop,  E.: 
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continued  from  page  118 

produce  premature  beats,  ventricular  tachycardia  and 
fibrillation  and  death. 

It  is  felt  by  this  investigator  that  these  and  manv 
other  deaths  can  possibly  be  related  to  such  a set  of 
circumstances  as  detailed  above.  It  therefore  be- 
hooves any  physician,  whose  patients  are  taking  such 
a regimen,  to  keep  them  under  constant  and  close 
surveillance  in  relation  to  blood  electrolyde  levels 
and,  in  the  event  of  beginning  hypokalemia  being  de- 
tected, to  immediatly  withdraw  the  medication  and 
institute  potassium  replacement  therapy. 

In  the  deaths  investigated  by  this  office,  autopsy 
and  toxicological  findings  have  been  completely  neg- 
ative. I feel  that  it  would  be  near  impossible  to  actu- 
ally document  these  cases  since  procuring  a reliable 
post-mortem  blood  sample  for  potassium  study  would 
be  near  impossible  due  to  the  very  early  post-mortem 
hemolysis  of  the  blood  with  consequent  release  of 
potassium  into  the  post-mortem  blood.  This  would 
invalidate  any  post-mortem  reading. 

This  situation  needs  further  study  and  the  author 
would  welcome  correspondence  about,  or  knowledge 
of,  similar  cases  obtained  by  physicians.  To  further 
bring  these  cases  into  prominence,  editorial  comment 
in  your  Journal  is  possibly  indicated. 

Very  truly  yours, 

R.  C.  HENRY,  M.  D. 

Chief  Medical  Investigator 

Dr.  Henry  was  first  to  report  dangerous  effects 
of  the  multicolored  pills  promoted  for  weight  reduc- 
tion. He  was  called  to  Washington,  D.C.,  last  month, 
to  testify  before  Senator  Hart's  subcommittee  that  is 
investigating  traffic  in  the  pills.  Ed. 

correspondence  continued  on  page  212 


AHDOBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VA.  23220 


Idaho  Medical  Association  -407 


WEST  BANNOCK  ST.,  Boise,  Idaho  83702 


president  James  R.  Kircher,  M.D.,  Burley 

SECRETARY  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  June  26-29,  1968,  Sun  Valley 


Corwin  E.  Groom  appointed 

Corwin  E.  Groom,  Pocatello,  a past  president  of 
Idaho  Medical  Association,  has  been  appointed  by 
Governor  Don  Samuelson  to  the  Idaho  Medical  Edu- 
cation Study  Commission  to  succeed  E.  V.  Simison, 
Pocatello,  past  president  of  IMA. 

Dr.  Simison  resigned  from  the  commission  when 
the  announcement  of  his  appointment  as  Dean  of  the 
College  of  Medical  Arts  at  Idaho  State  University 
was  made  public. 


Idaho  News  Notes 

board  of  medicine  meets 

The  State  Board  of  Medicine  met  January  8-10  and 
considered  the  applications  by  physicians  for  perma- 
nent licensure.  Routine  business  was  conducted  and 
disciplinary  matters  were  discussed. 

Members  of  the  board  are:  Charles  A.  Terhune, 
Burley,  Chairman;  Charles  E.  Kerrick,  Caldwell, 
Vice-chairman;  Orland  B.  Scott,  Kellogg;  Robert  E. 
Lloyd,  Boise;  G.  Curtis  Waid,  Idaho  Falls,  and  Dan 
E.  Stipe,  Lewiston. 


IDAHO 

\ 


Members  of  the  Physical  Therapy  Advisory  Com- 
mittee met  with  the  Board  and  considered  matters  re- 
lating to  physical  therapy  registration.  Members  of 
that  Committee  are:  Mr.  J.  Perry  Silver,  Jr.,  R.P.T., 
Boise,  Chairman;  Mrs.  Mary  Yost,  R.P.T.,  Twin 
Falls,  and  Mr.  Douglas  S.  Raymond,  R.P.T.,  Idaho 
Falls. 

new  officers 

New  officers  of  the  Upper  Snake  River  District 
Medical  Society  for  1968  are:  Rex  G.  Mabey,  Rex- 
burg,  President;  A.  A.  Krueger,  Ashton,  Vice-presi- 
dent; Asael  Tall,  Rigby,  Secretary;  Robert  R.  Klamt, 
St.  Anthony,  Treasurer. 

Delegates  for  1968  are:  Robert  R.  Klamt,  St.  An- 
thony, and  A.  C.  Truxal,  Rexburg.  Alternate  Dele- 
gates are:  Blaine  H.  Passey,  Rexburg,  and  A.  A. 
Krueger,  Ashton. 


New  officers  for  the  South  Central  Idaho  District 
Medical  Society  are:  Dean  H.  Affleck,  Twin  Falls, 
President;  Royal  G.  Neher,  Shoshone,  President-elect; 
Clarence  F.  Wurster,  Twin  Falls,  Secretary-Treasurer. 
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new, 

, evidence 

tor  taoSSU 

macrolide 

antibiotic  for  the 
frequently  seen 
respiratory  infection 
in  the  office 
and 

for  a problem  pathogen* 
in  the  hospital. 

"Staphylococcus  aureus 
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study  I 


Results  of  a 1967  in  vitro— in  vivo 
correlation  study  involving  116  patients  with  Gram-posi- 
tive coccal  infections  in  five  institutions.  All  patients 
were  given  TAO  prior  to  determining  the  susceptibility 
of  the  offending  organism. 


97.0% 

of  the 

organisms  were 
susceptible 
to  oleandomycin* 

98.0% 

of  the 
patients 

responded 
favorably 
to  TAO(triacetyloleandomycin) 


study  II 


Effect  of  oral  therapy  with 
TAO,  erythromycin,  and  cloxacillin  on  the  survival  time 
of  Rhesus  monkeys  after  intravenous  inoculations  of  le- 
thal doses  of  staphylococci,  phage  type  80/81. 

(8  monkeys  in  each  group) 

conclusion: 


* Under  the  conditions  of  this  study  and  the  doses  employed, 
it  was  found  that 


was  far  superior  to  erythro- 
mycin, as  was  cloxacillin,  a 
bactericidal  agent,  and  of  par- 
ticular interest, "...bacterio- 
static triacetyloleandomycin 
was  as  effective  or  perhaps 
superior  to  cloxacillin  in 
preventing  lethal  (staphylo- 
coccal, phage  type  80/81) 
infection.” 


(triacetyl- 

oleandomycin) 


* I n some  cases  more  than  one  pathogenic  organism  was 
isolated  from  the  patient. 


*lt  should  be  pointed  out  that  results  obtained  in  an  exper- 
imental study  of  this  nature  may  not  necessarily  be  di- 
rectly extrapolated  to  the  clinical  situation  as  it  pertains 
to  man. 

TAO  Rx  Information 

INDICATIONS:  Include  streptococci,  staphylococci,  pneumococci  and  gonococci.  Recommended  for  acute,  severe  infections 
where  adequate  sensitivity  testing  has  demonstrated  susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents. 
CONTRAINDICATIONS  AND  PRECAUTIONS:  Not  recommended  for  prophylaxis  or  in  the  treatment  of  infectious  processes 
which  may  require  more  than  ten  days  continuous  therapy.  In  view  of  the  possible  hepatoxicity  of  this  drug  when  therapy 
beyond  ten  days  proves  necessary,  other  less  toxic  agents  should  be  used.  If  clinical  judgement  dictates  continuation  of 
therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the  drug  should  be  discontinued  at  the 
first  evidence  of  any  form  of  liver  abnormality.  When  treating  gonorrhea  in  which  lesions  of  primary  or  secondary  syphilis 
are  suspected,  proper  diagnostic  procedures,  including  darkfield  examinations,  should  be  followed.  In  other  cases  in  which 
concomitant  syphilis  is  suspected,  monthly  serological  tests  should  be  made  for  at  least  four  months.  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction,  and  in  individuals  hypersensitive  to  the  drug.  Although  reactions  of  an  allergic 
nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type  have  occurred  on  rare  occasions.  When  used  in 
streptococcal  infections,  therapy  should  be  continued  for  ten  days  to  prevent  the  development  of  rheumatic  fever  or 
glomerulonephritis.  The  use  of  antibiotics  may  occasionally  permit  overgrowth  of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re-evaluation  of  the  patient’s  therapy.  In  the  event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and  specific  antibacterial  and  supportive  therapy  instituted. 

References:  1.  Isenberg,  H.  D.:  Clinical  Evaluation  of  Laboratory  Guidance  to 
Antibiotic  Therapy;  Health  Laboratory  Science  (July)  1967.  2.  Saslaw,  S.,  Car- 
lisle, H.  N.:  Studies  on  Therapy  of  Staphylococcal  Infections  in  Monkeys. 

1.  Comparison  of  Cloxacillin,  Triacetyloleandomycin  and  Erythromycin.  Proc. 

Soc.  Exp.  Biol.  & Med.:  Vol.  125,  No.  4 (Aug.-Sept.)  1967. 


J.  B.  ROERIG  DIVISION 
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Delegates  for  1968  are:  C.  R.  McWilliams,  Dean 
H.  Affleck,  H.  Thad  Scholes,  Glenn  A.  Hoss,  Harry 
F.  Brumbach,  Jr..  Roy  O.  Shaub,  Lauren  M.  Neher, 
James  E.  Sloat.  and  Royal  G.  Neher. 

Alternate  Delegates  for  1968  are:  Elmer  M. 
Wright,  Douglas  Schow,  George  T.  Davis,  Jr.,  Charles 
A.  Terhune,  Reuben  C.  Matson,  V.  Ellis  Knight,  and 
George  B.  Saviers. 


scientific  program 

Eighty-five  physicians  registered  for  a scientific 
program  on  infectious  disease  and  antibiotics  present- 
ed at  Boise  College  on  December  15  by  the  Ada 
County  Medical  Society  Committee  on  Continuing 
Medical  Education. 

Guest  speakers  at  the  meeting  were:  Marvin  Turck 
and  Harry  N.  Beaty,  Seattle,  Assistant  Professors  of 
Medicine  at  the  University  of  Washington  School  of 
Medicine. 

Chairman  for  the  Committee  is  David  M.  Barton. 


OBITUARIES 

dr.  philip  d.  spechko,  49,  Genesee , died  No- 
vember 25,  1967.  Dr.  Spechko  was  born  in  Max, 
North  Dakota,  and  graduated  from  the  College 
of  Medical  Evangelists,  Loma  Linda,  California 
in  1953.  He  completed  a rotating  internship  at 
Deacotiess  Hospital,  Spokane,  Washington,  in 
1954.  He  received  his  license  to  practice  medicine 
in  Idaho  in  1955. 

Dr.  Spechko  was  a member  of  the  North  Idaho 
Medical  Society,  and  served  as  vice-president  for 
the  society  in  1959.  He  was  a veteran  of  World 
War  II. 

dr.  casper  w.  pond,  85,  Boise,  died  January  1, 
1968.  Dr.  Pond  was  born  in  Thatcher,  Idaho  and 
graduated  from  the  Northwestern  University 
Medical  School,  Chicago,  Illinois,  in  1909.  He 
interned  at  Cook  County  Hospital,  and  received 
his  license  to  practice  medicine  and  surgery  in 
Idaho  in  1910. 

Dr.  Pond  was  a past  president  of  the  Idaho 
Medical  Association , and  a past  president  of  the 
Southwestern  Idaho  District  Medical  Society.  He 
was  a member  of  the  American  College  of  Sur- 
geons and  the  AMA.  Dr.  Pond  also  served  as 
Mayor  of  Downey,  Idaho. 


problems  considered 

Joseph  W.  Marshall,  Twin  Falls,  Chairman,  and 
David  M.  Barton.  Boise,  member  of  the  Association’s 
Advisory  Committee  to  the  Idaho  State  Nurses  Asso- 
ciation, met  with  representatives  of  the  nursing  pro- 
fession, pharmacists,  and  nursing  home  operators  to 
consider  mutual  problems. 

At  the  meeting  it  was  determined  that  future  study 
should  be  given  to  the  matter  of  pharmaceutical  serv- 
ices in  hospitals,  and  duties  a nurse  could  be  expected 
to  perform. 


new  director 

Mr.  Kenneth  Hopkins  is  newly  appointed  Director 
of  the  Idaho  Commission  for  the  Blind.  Mr.  Hopkins 
is  the  first  full  time  director  for  the  Commission, 
which  was  created  by  the  1967  Idaho  legislature. 

Mr.  Hopkins,  who  is  blind,  was  formerly  a reha- 
bilitation counselor  to  the  blind  in  Nevada. 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINETEST 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 
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Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 
Methamphetamine  hydrochloride  10  mg./  Amobarbital  (Warning,  may,, 
be  habit  forming)  50  mg./Homatropine  methylbromide  7.5  mg. 
*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self-limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects : Insomnia,  excitability,  central  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions : Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference:  Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 

Dis  Nerv  Syst  23 :450  (Aug)  1962  a © 1966  HAACK  1-66  MADE  IN  U.S.A. 

HAACK  LABORATORIES, INC., 

Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


JAMES  R.  KIRCHER.  M.D. 
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Now... Is  the  time  to  consider 
But...  You  must  participate 


If  you  must  be  negative,  be  negative  with  your  political 
opponents— not  with  your  colleagues. 


With  the  closing  of  another  year,  it  is  time 
again  to  consider  resolutions.  One  that  is 
extremely  important  and  which  can  be 
accomplished  is  comparatively  simple—/?  is  that  we 
rededicate  ourselves  to  the  complete  fulfillment  of 
our  responsibilities  as  physicians  and  good  citizens. 

With  the  increasing  bureaucratic  pressures  and  de- 
mands that  are  being  applied  to  those  of  us  who  pro- 
vide patient  care,  a possibility  exists  that  the  high 
quality  medical  care  we  have  always  provided  to 
Idaho  residents,  regardless  of  their  economic  status, 
might  deteriorate. 

We  must  never  let  this  occur,  so  it  is  our  duty  to 
rededicate  ourselves  to  the  resolution  that  patient 
care  shall  continue  ever  to  improve. 


As  good  citizens  we  must  continue  to  provide  lead- 
ership in  determination  of  our  political  course.  This 
can  be  accomplished  by  your  willingness  to  partici- 
pate in  the  political  party  of  your  choice — but  you 
must  participate! 

The  third  item  for  consideration  in  our  resolution 
is  to  support  organized  medicine  on  a local,  state  and 
national  level.  If  you  must  be  negative,  be  negative 
with  your  political  opponents — not  with  your  col- 
leagues. ■ 

Sincerely, 


OBITUARY 


dr.  Bernard  s.  heywood,  50,  Lewiston,  died  De- 
cember IS,  1967.  Dr.  Heywood  was  born  in 
Thatcher,  Arizona  and  graduated  from  the  Uni- 
versity of  Louisville  School  of  Medicine.  Louis- 
ville, Kentucky  in  1943.  He  completed  his  intern- 
ship at  St.  Joseph's  Hospital,  Phoenix,  Arizona, 
in  1944  and  took  his  surgical  residency  at  St. 


John's  Hospital,  Tulsa,  Oklahoma,  in  1949.  He 
was  licensed  to  practice  tnedicine  anl  surgery  in 
Idaho  in  1949. 

Dr.  Heywood  was  a member  of  the  North 
Idaho  District  Medical  Society,  the  IMA  and 
the  AMA.  He  was  a member  and  past  director 
of  the  North  Idaho  Medical  Service  Bureau. 
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For  your  impatient  cold  patients 


Two  sprays  from  NTz  Nasal  Spray— and  nasal  congestion,  rhinorrhea, 
sneezing  are  reduced  for  immediate  comfort  for  patients  with  colds. 

nTz  is  more  than  a simple  vasoconstrictor.  It  contains: 

Neo-Synephrine®  (brand  of  phenylephrine)  HCI  0.5  per  cent,  the 

major  component,  virtually  synonymous  with  fast,  efficient  but 
gentle  nasal  vasoconstriction  on  contact. 

Thenfadil®  (brand  of  thenyldiamine)  HCI  0.1  per  cent,  topical  anti- 
histamine for  reduction  of  rhinorrhea,  sneezing  or  itching.  It 
combats  the  allergic  reactions  that  may  occur  in  colds  or  sinusitis. 

Z ephiran®  (brand  of  benzalkonium,  as  chloride,  refined)  1 :5000, 

antiseptic  preservative  and  wetting  agent  to  promote  penetration 
and  spread  of  the  formula. 


nTz  is  well  tolerated.  Used  in  a cold  it  may  help  prevent  sinus- 
itis by  opening  sinus  ostia  and  permitting  drainage.  It  may  also 
be  used  in  sinusitis  to  help  establish  drainage. 

The  spray  is  best  used  twice,  the  second  a few  minutes  after 
the  first,  repeated  every  three  or  four  hours  as  needed.  nTz 
is  for  temporary  relief  of  nasal  symptoms,  and  overdosage 
should  be  avoided. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles 
of  20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml. 

(1  fl.  oz.)  with  dropper. 


X-Ray  of  the  Month  on  Page  166 


The  history  is  that  of  irregular  menses  for  one  year 
with  heavy  flow  for  several  months.  Patient  was 
anemic  with  hematocrit  of  29.  There  were  no  bowel 
symptoms.  The  uterus  was  about  the  size  of  a ten 
week  pregnancy  and  grossly  irregular.  There  was  an 
ovarian  cyst  on  the  left  which  has  been  known  for 
some  ten  to  15  years. 


The  focal,  3cm  nodule  on  the  sigmoid  is  intra- 
mural. The  mucosa  overlying  appears  intact.  The  dif- 
ferential diagnosis  includes  as  primary  consideration, 
endometrioma  and  metastatic  tumor.  At  operation, 
this  was  found  to  be  an  endometrial  implant. 

Diagnosis:  Bowel  wall  endometrial  implant. 


correspondence  continued  from  page  204 

Better  than  lollipops 

Seattle,  Washington 

Editor,  northwest  medicine: 

Don’t  throw  your  used  disposable  syringes  in  the 
trash  can.  Save  them  for  kids.  They’re  much  better 
than  lollipops.  Offer  one  to  a lively  youngster  and 
you’ll  see  a gleam  in  his  eye  and  a grin  of  delight  on 
his  face.  They’re  the  best  (and  cheapest)  goodwill 
builder  I’ve  yet  discovered. 

I break  the  needle  off  the  hub  immediately  after 
use  (because  the  finer  opening  makes  for  a better 
water  pistol),  then  wash  the  syringes  and  store  them. 
Often,  I may  first  test  the  water  pistol,  aiming  at 


the  youngster  to  whom  I shall  give  it.  . . .“Do  you 
have  a brother?  . . . Here  is  one  for  him  too,  you’ll 
have  a good  battle.” 

OTTO  T.  TROTT,  M.D. 


AMA 

21st  National  Conference 
on 

Rural  Health 

Meeting  Health  needs  in  the  ’60s  and  ’70s 
March  29-30,  1968,  Olympic  Hotel 
Seattle 


Apply 

internally. 


Take  a relaxing  break 
for  Coca-Cola.  Couple 
of  times  a day.  Because 
Coke  has  the  taste 
you  never  get  tired  of. 
It’s  always  refreshing. 


212 

Northwest  Medicine,  February  1968 


Picture  of 
painful  myositis 


fcSBSlS 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte 


TABLETS 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.f  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al . : Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al.  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
1964.  *u.s.  patent  no.  2.895,8?? 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL ) 


remember  the 
extra  tablet  at  bedtime 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Contraindications:  Infants,  patients  with  history  of 
convulsive  disorders  or  glaucoma. 

Warning;  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount 
in  elderly  patients  (not  more  than  1 mg,  one  or  two 
times  daily)  to  preclude  ataxia  or  oversedation.  Advise 
patients  against  possibly  hazardous  procedures  until 
correct  maintenance  dosage  is  established;  driving 
during  therapy  not  recommended.  In  general,  concur- 
rent use  with  other  psychotropic  agents  is  not  recom- 
mended. Warn  patients  of  possible  combined  effects 
with  alcohol.  Safe  use  in  pregnancy  not  established. 
Observe  usual  precautions  in  impaired  renal  or  hepa- 
tic function  and  in  patients  who  may  be  suicidal; 
periodic  blood  counts  and  liver  function  tests  advis- 
able in  long-term  use.  Cease  therapy  gradually. 


Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported:  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stimu- 
lation, sleep  disturbances,  hallucinations);  changes  in 
EEG  patterns.  Abrupt  cessation  after  prolonged  over- 
dosage may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlor- 
diazepoxide  HCI. 

Dosage  — Adults:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alco- 
holism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 
mg  t.i.d.  or  q.i.d.  as  needed;  muscle  spasm  with  cere- 
bral palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase 
gradually  as  needed. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
50  for  convenience  and  economy  in  prescribing. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc 

Nutley,  NJ.  07110 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OPENING  FOR  GENERAL  PRACTITIONER- In  Medical  Center, 
northwestern  Washington.  Economic  outlook  excellent. 
Medical  Center  established  in  same  location  many  years. 
Write  Box  17-C,  Northwest  Medicine,  500  Wall  St.,  Seattle. 
Wash.  98121. 


MEDICAL  CENTER  IN  WESTERN  WASH.-Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hospital,  Cle  Elum;  F.  J.  Rogalski,  M.D.; 
or  C.  C.  Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


NEUROSURGEON— For  68-man  Permanente  Clinic  serving 
the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


OBSTETRICIAN-GYNECOLOGIST-Board  certified  or  eligible; 
68  man  clinic  of  specialists  associated  with  250-bed  hospital; 
8 man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Perma- 
nente Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217 


INTERNIST  & PEDIATRICIAN-For  a specialist  medical  group 
associated  with  a prepaid  health  plan;  $21,800  if  board 
eligible,  $23,000  if  certified.  Partnership  after  2 years  if 
mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  A.  Hurtado,  M.D.,  (Medicine):  P.  Hurst, 
M.D.  (Pediatrics).  The  Permanente  Clinic,  5055  N.  Greeley 
Ave.,  Portland,  Ore.  97217 


PUBLIC  HEALTH  PHYSICIANS— Current  openings  for  local 
health  officer  positions  in  Eastern  and  Central  Washington. 
State  level  openings  for  chronic  disease  and  crippled  chil- 
dren’s programs.  Salaries  range  from  $18,000  to  $20,000 
plus  retirement  and  other  benefits.  Inquire:  Personnel  Of- 
ficer, Washington  State  Health  Department,  Olympia.  98501. 


OPENING  FOR  GENERAL  PRACTITIONER-Established  GP  (18- 
years)  in  N.W.  Washington  near  Tacoma  and  Seattle  needs 
2nd  GP.  Adequate  office  space.  Lab,  x-ray,  EKG,  and  phy- 
siotherpy  in  office.  Ob  necessary,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital,  new  hospital 
under  construction.  Partnership  opportunity.  Write  Box 
10-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121 


OPENING  FOR  TWO  GP'S  AND  AN  INTERNIST-To  join  estab- 
lished GP  m new  Med. -Dent.  Center  by  Aug.  1,  1968.  Lo- 
cated in  rapidly  expanding  community  20  miles  east  of 
Seattle.  Additional  GP’s  and  specialists  added  as  needed. 
Write  Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


BUSY  GENERAL  PRACTICE— In  Lakewood  Clinic  Building  at 
a give  away.  Rotate  time  off  with  3 other  physicians.  Share 
x-ray,  other  facilities  with  6 GP’s  and  specialists.  Contact 
Mr.  Angus  Campbell,  10011  Gravelly  Lake  Dr.  S.W.,  Tacoma, 
Wa.  98499,  Phone  (206)  588-4433. 


THREE  MAN  GROUP  DESIRES  TO  EXPAND  — Situated  in 
Green  River  Valley,  eighteen  miles  south  of  Seattle.  Boeing 
Space  Center  makes  area  richest  expanding  area  in  the 
world.  Clinic  addition  under  construction  will  give  total 
working  area  of  4500  square  feet.  New  hospital-surgical 
privileges  for  general  practitioners.  GP,  Internist  or  Gen- 
eral Surgeon  may  apply.  Salary  open.  Call  collect  852-2450 
or  write  S.  W.  Rowbottom,  M.D.,  222  N.  State,  Kent,  Wash. 
98031. 


GENERAL  PRACTICE  FOR  SALE-Yearly  gross  $62,000;  9 room 
modem  office  in  fine  residential  area,  EKG,  lab.,  x-ray. 
Rent  $200  monthly;  5 minutes  to  two  modern  hospitals. 
Available  July  1,  1968.  Write  Mrs.  S.  Bissell,  315  N.  Hillcrest 
Dr.,  Yakima,  WA.  98902. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.-Is  prepared  to  place 
board-elegible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only- 


OFFICE  SPACE 


UNFINISHED  OFFICE  SPACE— In  a new  clinic  building  across 
the  street  from  Overlake  Hospital,  Bellevue,  Wash.  GL 
4-8111. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA- Fully  servic- 
ed professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


PHYSICIAN'S  OFFICE-  Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick,  Inc., 
Mr.  Marvin  Bush,  Second  and  Cherry,  Seattle,  Wash.  98104. 
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TWO  UNFINISHED  SUITES— Available  in  new  medical  build- 
ing after  January  1,  1968.  Crossroads  area  of  Bellevue, 
Wash.  Contact  Clark  Aaronson,  M.D.,  14810  Lake  Hills, 
Blvd.,  Bellevue,  WA.  98004,  SH  6-6500. 


MEDICAL-DENTAL  BUILDING-Being  built,  Bremerton’s  West 
Side.  Suite  and  decor  to  your  specifications  if  selected 
soon.  Pharmacy  to  be  in  building.  Contact  H.  J.  Ralkowski, 
D.D.S.,  920  No.  Callow,  Bremerton,  WA.  98313,  phone  (206) 
ES  3-1800. 


MEDICAL  CLINIC— Large  enough  for  2 physicians.  Well  lo- 
cated in  North  Idaho.  With  new  89-bed  hospital.  Physician 
retiring.  Will  sell  equipment  if  purchaser  wishes.  Wonder- 
ful hunting,  fishing  and  boating.  Write  or  phone  Coeur 
d'Alene  Realty,  Coeur  d’Alene,  Idaho  83814,  (509)  644-2147. 


MEDICAL-DENTAL  CENTER,  RICHLAND,  WASH.-Suite  now 

available  to  interested  medical  doctor.  Formerly  occupied 
by  a general  surgeon.  900  sq.  ft.,  modern,  all  utilities  furn- 
ished and  fully  air  conditioned.  One  block  from  Kadlec 
Hospital.  Adjoining  suites  occupied  by  urologist,  orthepedic 
surgeon,  internist,  oral  surgeon,  orthodontist,  pedodonist 
and  general  dentists.  Contact  V.  G.  Snyder,  D.D.S.,  712 
Swift  Blvd.,  Richland,  Wa.  99352. 


GP'S  EQUIPMENT  AND  MEDICAL  BUILDING-Heady  for  im- 
mediate use.  Health  required  area’s  only  physician  to  leave 
flourishing  practice  Jan.  1,  1968.  Only  20  minutes  from  4 
hospitals,  35  minutes  to  Portland,  Ore.  Near  mountains, 
lakes,  abundant  recreation,  golfing,  boating,  fishing,  hunt- 
ing. Service  area  about  8000  population.  New  school  sys- 
tem, ideal  small-town  living  (pop.  1500).  Write  Woodland 
Chamber  of  Commerce,  Box  370,  Woodland,  Wa.,  98674  or 
call  George  Homburg  (206)  225-4181. 


BEAUTIFUL  ENUMCLAW  — In  fast  growing  South  King 
County,  near  skiing  and  the  mountains.  Opportunity  for 
specialist  and  GP  in  new  clinic  building.  Hospital  addition 
underway.  Call  (208)  825-4844  or  825-4967,  D.  C.  Whitenack, 
M.D.,  860  Cole  St.,  Enumclaw,  Wa.  98022 


DESIGN  AWARD  CLINIC— Has  new  office  space  for  rent. 
Near  new  Boeing  plant  in  vigorous  growth  area.  Manager, 
2411-5th  S.  E.,  Edmonds,  Wa.  98020,  phone  778-4333. 


SITUATION  WANTED 


MATURE  CONSCIENTIOUS  WOMAN-At  ease  with  public,  ex- 
perienced in  ophthalmologist  routine,  would  like  manager 
position  in  congenial  doctor’s  office.  For  interview  write. 
Box  11-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121 


Meetings  OF  medic 


AM  A Annual — San  Francisco,  June  16- 
20,  1968. 


AMA  Clinical — Miami  Beach,  1968. 


AMA  Rural  Health  Conference,  March 
20-30,  1968,  Seattle. 


Oregon  Medical  Association  — Annual 
Meeting,  Oct.  1-4,  1968,  Portland 
Memorial  Coliseum;  House  of  Dele- 
gates, April  19-21,  1968,  Gearhart. 


American  Physicians’  Society  for  Phys- 
iologic Tension  Control  — Vancou- 
ver, B.C.,  May  16-19,  1968. 

Pres.,  Herman  A.  Dickel,  Portland 
Sec.,  Robert  E.  Rinehart,  Portland 


Washington  State  Medical  Association 
—Sept  22-25,  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept  19-22,  1971,  Seattle. 


Idaho  Medical  Association  — June  26-29, 
1968,  Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico  — Oct  2 9,  Nov.  2,  196  8, 
Phoenix,  Ariz. 

Sec.,  Virginia  Bryant,  Phoenix,  Ariz. 


L SOCIETIES 


North  Pacific  Pediatric  Society — Olym- 
pic Hotel,  March  6-9;  Empress 
Hotel,  Victoria,  B.C.,  Sept  14-17, 
1968. 

Pres.,  Loy  T.  Swinehart.  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


North  Pacific  Society  of  Neur.  & Psy. 
—April  4-6,  1968,  Hilton  Hotel, 
Portland,  Oregon. 

Pres.,  Henrv  Zeldewitz,  Vancouver, 
B.C. 

Sec.,  W.  W.  Thompson,  Portland 


Northwest  Rheumatism  Society 
F.  Hughes  Crago,  Great  Falls 
Sec.,  A.  C.  Jones,  Portland 


Pacific  Northwest  Radiological  Society 
— Annual  Meeting,  May  3,  4,  5,  1968, 
Olympic  Hotel,  Seattle. 

Pres.  Wayne  A.  Chesledon,  Seattle, 
Wash. 

Sec.,  M.  Marvin  Wallace,  Bellevue 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  San  Francisco, 
1968. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto,  Calif. 


Western  Societies  of  Neurological  Sci- 
ence— Annual  Meeting,  Feb.  29- 
March  3,  Hotel  del  Coronado,  San 
Diego,  Calif. 


O R E G ON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Jack  B.  Miller,  Portland 
Sec.,  Thomas  A.  Burns,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  H.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society  — Univer- 
sity Club,  Portland,  2nd  Wednesday, 
October-April. 

Pres.,  Robert  S.  Miller,  Beaverton 
Sec.,  Irving  J.  Horowitz,  Portland 

Oregon  Society  of  Internal  Medicine 
Pres.,  Harmon  T.  Harvey,  Salem 
Sec.,  Estill  N.  Deitz,  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  through  May.) 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis  — 3rd 
Monday  ( Sept-May ) Congress  Ho- 
tel, Portland. 

Pres.,  Irl  Clary,  Portland 
Sec.,  David  Sellers,  Portland 
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Portland  Academy  of  Pediatrics  — 1st 
Monday 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday  (except  Jan. -May,  Sept.- 
Nov.) 

Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept-May). 

Pres.,  Edward  Wayson,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


UOMS  Alumni  Association  — Annual 
Meeting,  April  24-26,  1968,  Portland. 
Pres.,  Donald  E.  Olson,  Portland 
Sec.,  Kenneth  Seales,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract.  — 4th 
Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Acad.  Ophth.  & Oto.  — 3rd 
Tues.  (Oct-Apr.)  Seattle;  May, 
Everett 

Pres.,  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc.  — 3rd  Wed.  (except 
June,  July,  Aug.,  Sept,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynwood 


Seattle  Pediatric  Society  — 3rd  Friday 
(Sept-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc.  — 4th  Mon.  (Sept- 
June;  except  Dec.) 

Pres.,  Alexander  H.  Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Society  of  Internal  Medicine 
— March  2,  1968,  Ridpath  Motor  Inn. 

Pres.,  Roy  T.  Pearson,  Spokane 
Sec.,  Alexander  P.  Greer,  Spokane 


Spokane  Surgical  Society  — Quarterly, 
1st  Wed.,  Feb. 

Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Academy  of  Internal  Medicine 
4th  Tuesday  (Sept.-May) — Annual 
Meeting,  March  9,  1968 
Pres.,  Calvin  R.  Lantz,  Tacoma 
Sec.,  J.  G.  Kattlerhagen,  Tacoma 


Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept-May.)  Annual  Meet,  May  4 
Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept-June.) 
Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair,  Seattle 


Washington  Academy  of  General  Prac- 
tice— Meeting,  May  2-3,  1968,  Tyee 
Motor  Inn,  Olympia 
Pres.,  William  Mead,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Owen  Martin,  Seattle 
Sec..  D.  E.  Wold,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle 

Pres.,  Richard  L.  Pokorny,  Seattle 
Sec.,  Philip  O.  Bridenbaugh,  Seattle 


Wash.  St.  Soc.  of  Allergy 
Pres.,  John  Colen,  Seattle 
Sec.,  Stanley  Keitz,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr.,  Yakima 
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LOMOTIL  Im? 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lowers  Motility  ‘Allays  Diarrhea  Limits  Disability 


No  matter  how  quickly  diarrhea 
may  subside,  it  seldom  subsides 
quickly  enough  for  the  patient. 

The  lack  of  laboratory  methods  for 
promptly  identifying  the  causative 
organism  increases  the  importance  of 
symptomatic  and  supportive  therapy. 

Lomotil  is  a simple,  highly 
acceptable  agent,  free  of  the  major 
disadvantages  of  the  opiates,  for 
prolonging  intestinal  transit  time  and 
limiting  the  duration  of  diarrhea. 
With  Lomotil  to  control  intestinal 
hypermotility  and  diarrhea,  patients 
are  more  comfortable  and  frequently 
are  able  to  resume  normal 
activities  sooner. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not  be 
exceeded,  and  medication  should  be  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils  and  tachycardia;  continuous 
observation  is  recommended.  Lomotil  should 


be  used  with  caution  in  patients  with 
impaired  liver  function  or  those  taking 
addicting  drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively 
uncommon  but  among  those  reported  are 
gastrointestinal  irritation,  sedation, 
dizziness,  cutaneous  manifestations, 
restlessness,  insomnia,  numbness  of  the 
extremities,  headache,  blurring  of  vision, 
swelling  of  the  gums,  euphoria, 
depression  and  general  malaise. 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 

Dosage:  The  recommended  initial  daily  dosages. 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Children: 

3-6  mo.  . ,V2  tsp’  t.i.d.  (3  mg.)  Ill 
6-12  mo.  . '/2  tsp.  q.i.d.  (4  mg.)  i • » • 

1- 2 yr.  ..  .Vi  tsp.  5 times  dally  (5  mg.)  i | | 1 I 

2- 5 yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | \ | 

5-8 yr.  . . . 1 tsp.  q.i.d.  (8  mg.)  fill 

8-12  yr.  . . 1 tsp.  5 times  daily  (10  mg.)  1 fill 

Adults:  . .2  tsp.  5 times  daily  (20  mg.) 

(or  2 tablets  q.i.d.) 


♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the 
initial  daily  dosage. 


SEARLE 


Research  in  the  Service  of  Medicine 
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Diagnosis:  ...shock! 


Plasmanate 

PLASMA  PROTEIN  FRACTION 
[HUMAN]  5%  SOLUTION,  U.S.P. 


Elevate  feet 

Keep  patient  warm 

and  give  Plasmanate  stat! 

When  minutes  count,  Plasmanate  can  be  administered 
immediately — no  blood  typing  necessary!  This  is  a human 
blood  protein  fraction  with  no  history  of  coagulation 
defect  or  hepatitis  transmission.  It  is  a quick,  safer  way 
to  normalize  plasma  volume  in  hypovolemia. 

Plasmanate  is  a 5%  solution  of  selected  human  plasma 
proteins  with  stabilizers  in  a buffered,  balanced  electrolyte 
solution.  Contains  88%  serum  albumin,  7%  alpha  globulin, 
5%  beta  globulin.  Significant  electrolytes  are  1 10  mEq. 
sodium,  50  mEq.  chloride  and  a maximum  of  2 mEq. 
potassium  per  liter. 

Each  flask  is  heat-treated  at  60°  C.  for  10  hours  against  the 
possibility  of  transmitting  the  hepatitis  virus.  Administration: 
Plasmanate  should  be  administered  by  intravenous  route  only. 
For  full  details,  please  examine  literature.  Precautions:  Should 
be  administered  cautiously  in  patients  with  normal  or  increased 
blood  volume.  Package  directions  contain  indications  and  all 
known  contraindications.  In  new  50  ml.  vial  (pediatric  size) 
and  250  and  500  ml.  flasks  complete  with  ready-to-use 
administration  set. 

World  Leader  in  Human  Plasma  Fractions 

CUTTER  JtaJuasicUcPued  • Berkeley,  California  94710 
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OREGON 


a name  you  can  count  on 
when  it  counts 

Chloromycetin 

(chloramphenicol) 

Kapseals®  250  mg. 


PARKE-DAVIS 


The  Gray  band  on  White  capsule  combination  is  a registered  trademark  of  Parke,  Davis  & Company. 
Complete  information  for  usage  available  to  physicians  upon  request. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


HW&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


N THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
’REMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


I LUTREXIN,  the  non-steroid  “uterine 
elaxing  factor”  has  been  found  to  be  useful 
>y  many  clinicians  in  controlling  abnormal 
iterine  activity. 

l Literature  on  indications  and  dosage  avail- 
ible  on  request. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 


■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 

( LTR23 ) 
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Belap  relaxes  visceral  spasm . 
Belap  decreases  hyperacidity . 
Belap  reduces  nervous  tension . 
Belap  soothes  the  spastic  gut . 
What  more  could  you  ash  of 
one  little  tablet? 


Hypersecretion  and  smooth 
muscle  spasm  are  the  two  components 
of  visceral  spasm.  Belap  treats  both 
simultaneously  with  its  combination  of 
natural  belladonna  alkaloids  for 
prompt  anticholinergic  action. 
Phenobarbital  provides  smooth  central 
sedation.  Belap  safely  and  reliably 
relieves  the  pain  and  distress  of  visceral 
spasm  in  peptic  ulcer,  abdominal  pain 
and  cramps,  pylorospasm,  nausea  of 
pregnancy,  nervous  indigestion  and 
motion  sickness. 


Each  Belap  Tablet  contains : 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 
(Warning,  may  be  habit  forming) 
Belladonna 

Extract  8 mg.  8 mg.  8 mg. 

One  tablet  three  times  daily. 
Available  in  bottles  of  100  and  1000. 

Use  Belap  Ty-Med  tablets 
whenever  timed-release  medication  for 
smooth,  prolonged  anticholinergic 
and  sedative  action  is  desired. 


Belap  Ty-Med*  (Modified  formula). 
Each  tablet  contains: 

Amobarbital  (Warning, may  be  habit 
forming)  50  mg./Homatropine 
methylbromide  7.5  mg. 

♦Lemmon  brand  of  timed-release 
medication. 

One  Ty-Med  tablet  morning  and 
night.  Available  in  bottles  of  30  and  100 
tablets.  Observe  the  usual  precautions 
for  barbiturates  and  parasympatholytic 
compounds. 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


HAACK  LABORATORIES, INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPANY 
PORTLAND, OREGON  97208 


NOTES 


A medical  school  is  born.  Basic  Science  Building  at 
the  University  of  Arizona,  at  Tucson,  was  dedicated  at  the 
University's  homecoming,  with  the  first  class  of  medical 
students  in  attendance.  Construction  of  other  Buildings 
will  keep  pace  with  progress  of  the  students  who  will 
graduate  in  1971  - in  time,  as  one  speaker  said,  to  reach  a 
peak  of  ability  in  practice  by  the  year  2000.  First  class 
of  32  was  selected  from  600  applicants.  Later  classes  will 
number  64.  Voluntary  contributions  were  sufficient  to  get 
the  school  under  way,  with  major  financing  of  the 
$30  million  plant  provided  from  Federal  funds. 

The  Society  of  Medical  Friends  of  Wine  held  their 
eightieth  Quarterly  Dinner  at  the  Bohemian  Club,  in  San 
Francisco,  January  10.  They  had  Oysters  Epicure,  Oysters 
Rockefeller,  Oysters  Kirkpatrick,  and  Oysters  Romanoff  as 
hors  d' oeuvres;  Galantine  of  Capon,  Double  Consomme 
Bohemienne,  Poached  Filet  of  Columbia  River  Sturgeon  Musco- 
vite, Baked  Medaillons  of  Veal  "Orloff",  Limestone  Lettuce 
and  Belgian  Endive,  Bohemian  Dressing;  Brie,  Camembert, 
and  Port  Salut  cheeses;  Bombe  Glace,  Coffee.  These  viands 
were  enhanced  by  Bohemian  Club  Special  Bottling  Champagne, 
Gewurztraminer , Johannisberg  Riesling,  Beaujolais,  Chateau- 
neuf-du-Pape  1959,  La  Bernardine,  Charoutier,  and  Applejack. 
And  on  page  4 of  the  Bulletin  announcing  this  feast  they 
quote  an  old  Spanish  saying:  "He  who  eats  too  much,  drinks 
too  much,  and  he  who  drinks  too  much  sleeps  too  much,  and  he 
who  sleeps  too  much  reads  not  enough,  and  he  who  reads  not 
enough  knows  very  little  and  is  not  worth  very  much."  But 
no  one  can  believe  the  Spaniards.  The  list  of  Officers  and 
Governors  of  the  Society  of  Medical  Friends  of  Wine  carries 
names  of  some  of  the  best  known  physicians  in  California. 

A four  day  course  on  pesticides  will  be  given  by  the 
Public  Health  Service,  at  Atlanta,  Georgia,  May  13-16.  The 
material  to  be  presented  has  been  designed  for  physicians 
and  other  members  of  the  health  team,  including  employees 
of  health  departments. 

Someone  has  said  that  no  one  is  as  unhappy  as  the 
person  who  is  engaged  in  telling  other  people  what  they 
ought  to  have  to  be  happy. 

Feeding  through  the  skin  was  accomplished  at  Wilford 
Hall  USAF  Hospital,  Lackland  Air  Force  Base,  in  Texas,  using 
the  transport  capabilities  of  DMS0.  The  solution  carried 
1 gm  glucose  per  ml  and  50  per  cent  DMS0.  Blood  sugar 
levels  rose  from  76  to  125  in  one  hour.  Vitamin  B12  labeled 
with  cobalt-57  was  also  used  and  40  per  cent  of  the  radio- 
active material  was  recovered  from  the  urine  in  48  hours. 

The  war  on  poverty  begins  to  look  like  a war  on 
business,  to  the  Rational  Federation  of  Independent 
Business.  The  office  of  Economic  Opportunity  seems  bent  on 
using  Federal  funds  to  establish  consumer  cooperatives, 
starting  with  grocery  stores  in  poor  neighborhoods.  In 
North  Carolina,  0E0  planned  to  establish  a newspaper  for 
free  distribution.  Plans  were  for  a staff  of  23  persons. 
Equipment  list  included  26  Polaroid  cameras.  The  NFIB 
conducted  a poll  of  independent  business  men  on  legislation 
that  would  prohibit  use  of  Federal  funds  to  compete  with 
private  business.  The  vote  in  Oregon  was  84  per  cent  in 
favor,  Washington  86  per  cent  and  Idaho  90  per  cent. 

H.L.H. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  err  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 
used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Arty  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonary 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T3  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  PALO  ALTO.  CALIF 


Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


s- 
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Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
barkeit of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving. 

Immobile  spermatc 
taken  from  patient 

jzoa  as  they  appear 
treated  with  Norinyl-1. 

in  cervical  mucus 
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Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development. 


Pll 


(norethindrone  lmg.  c mestranol  0.05mg.) 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


CORRESPONDENCE 

This  department  is  a forum,  provided  for 
free  individual  expression.  Letters  are  pub- 
lished as  received  and  given  little  or  no 
editing.  Proof  is  submitted  when  time  per- 
mits, before  publication.  Responsibility  for 
statements  rests  with  the  authors  of  these 
communications  and  not  with  this  journal 
which  strives  only  to  protect  the  right  of 
individuals  to  speak  for  themselves.  Ed. 

Statutory  Requirements; 

Claims  Against  Decedents 

Seattle,  Washington 

Editor,  northwest  medicine: 

It  has  come  to  our  attention  that  some  members 
of  Washington  State  Medical  Association  may  not 
fully  understand  the  required  procedure  for  obtain- 
ing compensation  for  professional  services  to  a person 
who  has  died  and  whose  estate  is  in  probate.  We  be- 
lieve that  publication  of  the  following  clarification 
would  be  of  service  to  your  readers  in  Washington. 

Statutory  requirements  for  the  proper  presentation 
of  a claim  against  a decedent  are  set  forth  in  the 
Revised  Code  of  Washington  11.40.010,  020,  080. 
The  effect  of  these  statutory  provisions,  as  construed 
by  the  courts,  is  that  any  claim  against  a deceased 
person  which  is  not  served  upon  the  personal  repre- 
sentative (administrator  or  executor),  or  his  attorney, 
and  filed  with  the  Clerk  of  the  Court  within  four 
months  after  the  publication  of  a Notice  to  Creditors 
is  forever  barred.  It  should  also  be  noted,  that  a claim 
must  be  supported  by  an  affidavit  of  the  claimant. 

The  Washington  Supreme  Court  has  held  that  the 
requirements  are  mandatory  and  that  compliance  with 
the  statute  cannot  be  waived  by  a personal  repre- 
sentative. The  purpose  of  the  claim  provisions  is  to 
obtain  an  early  and  final  settlement  of  estates,  so 
that  persons  entitled  to  receive  the  property  of  the 
deceased  may  do  so  without  unnecessary  delay  and 
the  expense  of  prolonged  procedures.  In  1965,  the 
Washington  legislature  reduced  the  former  claim 
period  of  six  months  to  four  months.  This  change 
became  effective  the  1st  of  iuly,  1967. 

Misunderstanding  appears  to  exist  with  regard  to 
the  requirement  that  the  claim  be  filed  with  the  Clerk 
of  the  Court.  Filing  of  the  claim  with  the  Clerk  is  a 
responsibility  of  the  claimant.  Many  attorneys  may 
perform  this  service  as  a courtesy  to  a claimant  who 
is  unfamiliar  with  legal  procedures;  but  neither 
statute,  nor  custom,  imposes  an  obligation  to  do  so. 


There  may,  indeed,  be  instances  when  to  so  assist  a 
claimant  might  present  a conflict  of  interests  for  the 
personal  representative,  and  his  attorney. 

A physician  claiming  fees  for  professional  services 
to  a person  who  is  deceased  should  ensure  that  his 
claim  is  properly  prepared,  served  on  the  personal 
representative,  or  his  attorney,  and  filed  with  the 
Clerk  of  the  Court,  together  with  the  required  affi- 
davit and  proof  of  service,  all  within  the  four-month 
period  following  newspaper  publication  of  the  Notice 
to  Creditors. 

We  trust  the  foregoing  will  be  of  assistance  to  your 
readers. 

Yours  truly, 
Thomas  p.  gose,  President 
Washington  State  Bar  Association 


Testing  for  Phenylalanine 

Bellingham,  Washington 
Editor,  northwest  medicine: 

Screening  for  phenylketonuria  as  detailed  by  Dr. 
Holm  in  her  excellent  article  on  this  subject  in  the 
January  issue  of  northwest  medicine  is  a simple 
procedure  if  properly  programed.  Detection  of  this 
disease  is  a medical  and  not  a hospital  problem  and 
part  of  the  reason  for  the  lack  of  acceptance  in  the 
state  of  Washington  is  that  detection  programs  have 
been  aimed  at  the  hospitals  rather  than  physicians. 
Because  infants  leave  the  hospital  two  to  three  days 
after  birth,  testing  at  this  time  will  be  associated  with 
false  negative  results  in  a percentage  of  cases  and 
will  need  to  be  repeated  within  a month  after  dis- 
charge from  the  hospital  when  the  infant  has  had 
adequate  food  intake  to  unquestionably  produce  a 
blood  phenylalanine  elevation.  Most  infants  in  this 
part  of  the  country  leave  the  hospital  at  two  or  three 
days  of  age.  They  stay  longer  on  the  east  coast. 

Using  an  automated  flurometric  chemical  method 
of  analysis,  a community  oriented  phenylalanine 
detection  program  in  Whatcom  County  has  resulted 
in  testing  of  75%  of  the  infants  born  in  the  com- 
munty.  When  leaving  the  hospital,  mothers  are  in- 
structed when  and  where  to  bring  the  infant  for 
testing,  between  two  and  four  weeks  of  age. 

Samples  are  procured,  for  the  most  part,  in  an 
out-patient  laboratory  from  the  antecubital  vein  in 
better  than  95%  of  the  infants  at  this  age.  We  be- 
lieve that  the  traumatic  heel  pricking  procedure  is 
obsolete  and  that  procurement  of  venous  blood  from 
infants  has  been  overlooked.  This  method  of  phle- 
botomy is  much  easier  on  newborns  than  infants  six 
to  twelve  months  of  age.  Serum  or  whole  blood 
correspondence  continued  on  page  231 
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correspondence  continued  from  page  230 

samples  are  stored  and  testing  is  performed  once  a 
week  to  permit  time  to  accumulate  sufficient  num- 
bers of  samples  to  justify  automated  analysis.  Re- 
sults are  absolute  and  false  positive  and  negative  re- 
sults are  not  a problem. 

Blood  can  be  eluted  and  tested  from  drops  col- 
lected on  filter  paper  and  mailed,  but  the  quantity 
eluted  from  the  filter  paper  must  be  consistent  and 
requires  careful  technique  by  personnel  collecting  the 
samples  to  be  certain  that  enough  blood  has  been 
applied.  Our  modification  of  this  procedure  requires 
four  drops  of  blood  rather  than  the  three  called  for 
on  the  cards  commercially  available.  Each  spot  must 
be  thoroughly  saturated. 

Physicians  can  be  convinced  that  phenylalanine 
testing  is  a worthwhile  screening  procedure,  provided 
they  are  convinced  that  good  detection  technique  is 
employed,  provided  samples  are  collected  at  the  op- 
timum time  without  a high  percentage  of  false  posi- 
tive and  false  negative  results  and  provided  that  they 
do  not  have  to  bother  collecting  the  samples. 

Sincerely  yours, 
ROBERT  P.  GIBB,  M.D. 


PKU  Screening 

Seattle , Washington 

Editor , northwest  medicine: 

I am  pleased  that  Dr.  Gibb  has  described  the  ex- 
cellent PKU  screening  program  in  Whatcom  County 
for  the  readers  of  northwest  medicine.  This  is  a 
good  example  of  what  can  be  accomplished  locally 
by  knowledgeable  and  interested  professionals. 
Through  surveys  of  PKU  screening  in  the  state  of 
Washington  by  the  Washington  State  Medical  Asso- 
ciation PKU  Sub-Committee,  we  have  become  well 
acquainted  with  this  program  and  a couple  of  other 
well  developed  and  well  run  local  PKU  screening 
projects.  They  illustrate  how  well  programs  function 
when  they  are  geared  to  the  need  of  an  individual 
community. 

Dr.  Gibb  raises  some  issues  on  which  I should  like 
to  comment.  He  criticizes  the  concept  that  PKU 
screening  is  a hospital  problem.  The  suggestion  by 
the  PKU  Sub-Committee  that  a routine  screening 
policy  be  adopted  by  the  hospital  medical  staff  is 
based  on  past  experience.  The  survey  of  PKU  screen- 
ing practices  in  the  state  of  Washington  showed  that 
in  the  majority  of  hospitals  where  this  test  is  available 
only  on  the  order  from  the  physician,  the  percentages 

correspondence  continued  on  page  309 


Offers  proi 


Relief  of  neuritic  paii 
(shingles)  is  prompt 
first  few  intramusculai 


The  duration  of  disability  in  many  patient' 
is  often  significantly,  shortened.2  Posther- 
petic neuralgias— even  in  the  elderly— rare!) 
develop.1 4 Complete  pain  relief  is  observed 
in  most  patients  within  5 days.2 

Administration  in  herpes  zoster:  one  ampu 
( 1 .3  cc.)  l.M.  daily  for  2 to  5 days.  Caution: 
For  intramuscular  use  only.  Inadvertent  I.V 
administration  may  cause  anaphylactoid  re- 
action. Supplied:  Boxes  of  10  ampuls,  1.3 
cc. each. 


t.  Combes.  F.  C.  and  Canirarcs.  O.:  \’r~-  York  Stair  > 
M ed.  52:706-708  (Mar.  til  1952. 

2.  Xander.  G.  W.:  Western  Med.  1:14  (Sept.)  1960. 

1.  Baker.  A.  G.:  fenmi.  Med.  /.  63:697-698  (May)  I960 
4.  Lehrer.  H.  W..  Lehrer.  H.  G..  and  Lehrer.  t>  R : 
Northwest  Med  73: 1749-1 252  (Nov.)  1955. 


Detroit,  Michigan  48211 


for  the  searing  pain 
of  “Shingles”. 
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She  can  expect  to 
continue  Oracon  for  years 

ORAGON 

16  White— Ethinyl  Estradiol.  0.1  mg.  Tablets:  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 
program. Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
Ire  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealetl  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing. spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement.  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als. mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives. no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
svndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  yvith  Oracon  has 
revealed  that  hv permenorrhea  and  acne  may  also  occur. 

1 he  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  residts  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX,  and  X): 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  Ta  values); 
metyrapone  test:  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1 , the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20.  then 
one  pink  tablet  daily  from  Day  21  through  Dav  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly  . Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  floyv  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  clay, 
thereby  allowing  6 full  days  without  medication.  Sonic 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  betiveen 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  tivo  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
loiving  recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  yvith  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  rvhite  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month's 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  yvith  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette®  dispenser 


ORACON 


16  White— Ethinyl  Estradiol.  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone.  25  mg.,  and  Ethinyl  Estradiol,  01  mg.  Tablets 


LABOR  ATO  R I E S 


<&  1968  MEAD  JOHNSON  A COMPANY  " EVANSVILLE.  INDIANA  47721 

59666 


A)  ml  fM  | A,  M27 

Contain*  Hfo-Sympfvmt  r (bond  of 
P'wyl.ptmn.,  US’)  HCI  0.5%, 
Thenl»dil®(hjrt  <*  tn.oytd.jmim.  IT) 
HCI  01%  Z^i.jb^CI  (bratd  <* 
ixnullionnm  Cl.  US’;  I 5000  To  redotu 
'■itji  congestion,  to*  Jf  OOC«  * Twte* 


Heading  the  group  of  components  in  nTz®  Nasal  Spray 
is  Neo-Synephrine®,  the  leader  among  nasal  deconges- 
tants. After  thirty-two  years,  it  remains  the  standard  by 
which  the  others  are  judged. 

In  colds  and  sinusitis:  Relief  of  nasal  congestion  starts 
with  the  first  spray  of  nTz  which  opens  the  inferior  part 
of  the  common  meatus.  A second  spray,  a few  minutes 
later,  will  shrink  the  turbinates  to  help  provide  sinus 
drainage  and  ventilation.  Dosage  may  be  repeated  every 
three  or  four  hours  for  temporary  relief,  but  overdosage 
should  be  avoided. 


Prescribing 
is  as  simple  as 


“I-  . 

nTz 

(contains  Neo-Synephrine) 


More  than  a simple  vasoconstrictor:  nTz  Nasal  Spray 
affords  the  well-known  benefits  of  Neo-Synephrine, 
0.5  per  cent  in  a carefully  balanced  formula  which 
includes: 

Neo-Synephrine  HCI  0.5  per  cent,  a decongestant  of  un- 
excelled efficacy  to  shrink  nasal  membranes  and  allow 
more  comfortable  breathing. 

Thenfadil®  HCI  0.1  per  cent,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

Zephiran®  Cl  1 :5000,  an  excellent  wetting  agent  and  anti- 
septic preservative  to  promote  rapid  spread  of  compo- 
nents to  less  accessible  nasal  areas. 

Available:  nTz  Nasal  Spray  in  squeeze  bottles  of  20  ml.; 
nTz  Solution  in  bottles  of  30  ml.  (1  fl.  oz.)  with  dropper. 


NASAL  SPRAY 


Winthrop  Laboratories,  New  York,  N.Y,  10016 


in 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 

10  mg 

Vitamin  B4  (Pyridoxine  HCI) 

2 mg 

Vitamin  Bi2  Crystalline 

4 mcgm 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Niacinamide 

100  mg 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 

jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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EDITORIAL 


Library  Service 


An  experimental  library  service  has  been 
conducted  by  this  journal  during  the  past 
ten  months.  It  has  shown  that  physicians  in 
non-metropolitan  practice  need  library  service, 
and  that  they  will  use  it.  The  experiment  also 
indicated  that  cardiovascular  problems  are  those 
giving  rise  to  most  need  for  information.  Data 
were  insufficient,  however,  to  provide  much 
more  than  an  indication  on  classification  of  re- 
quests for  information. 

The  experiment  involved  a small  group  of 
Washington  physicians  who  had  answered  a 
questionnaire  about  needs,  and  was  started  by 
the  journal  staff  without  authorization  of  the 
Board  of  Trustees  of  Northwest  Medical  Pub- 
lishing Association.  The  Board  agreed  that  the 
project  was  interesting  but,  in  their  annual  meet- 
ing, at  Boise,  Idaho,  last  January,  ordered  it  dis- 
continued because  it  did  not  seem  fair  to  use,  for 
a small  number  in  one  state,  funds  provided  by 
subscribers  in  other  states. 

The  study  began  with  a letter  to  1,200  physi- 
cians whose  names  were  selected  from  the  Wash- 
ington list  after  the  larger  communities  were  ex- 
cluded. Four  hundred  replied  and  500  said  they 
would  be  interested  in  the  service.  At  intervals 
thereafter  they  received  a card  which  they  could 
return  to  request  library  material. 

When  the  library  service  was  first  contem- 
plated, it  was  assumed  without  question  that  the 
King  County  Medical  Library  would  do  the  ref- 
erence search  and  provide  books,  reprints,  or 
photocopies.  This  library,  originally  owned  by  a 
voluntary  organization,  the  Washington  Medical 
Library  Association,  had,  for  63  years,  been 
closely  related  to  northwest  medicine.  It  was 
sponsored  in  the  early  years  of  this  century  by 
James  B.  Eagleson  and  Clarence  A.  Smith  who 
established  this  journal.  Indeed  a substantial 
portion  of  the  material  now  owned  by  the  King 
County  Medical  Society  Library  has  been  con- 


tributed by  northwest  medicine.  But  the  Li- 
brary refused  to  service  the  new  project. 

A graduate  library  student,  who  was  not 
trained  in  medical  librarianship,  was  emploved 
to  prepare  the  reference  lists.  All  resources  of  the 
Health  Sciences  Library  at  the  University  of 
Washington  School  of  Medicine,  except  person- 
nel, were  made  available  to  her.  Her  understand- 
ing of  medical  needs  developed  rapidly  and  she 
demonstrated  considerable  ingenuity  in  use  of 
sources  for  extended  search.  The  lists  she  per- 
pared  for  each  question  were  forwarded  to  the 
editorial  office  where  selection  was  made.  She 
made  photo-copies  from  the  selected  articles  and 
sent  them  to  the  editorial  office.  They  were  then 
mailed  to  the  requesting  physician. 

This  was  an  awkward  and  inefficient  method 
but  it  served  for  the  purposes  of  the  experiment. 
The  service  was  originally  intended  to  be  of  short 
duration.  A much  more  efficient  service  has  been 
planned  by  Mr.  Gerald  J.  Oppenheimer,  Di- 
rector of  Health  Sciences  Library.  His  grant  ap- 
plication has  been  approved  by  the  National 
Library  of  Medicine  and  last  year  it  was  an- 
ticipated that  it  would  be  effective  by  January 
this  year.  Inauguration  was  prevented  by  lack  of 
funds  but  most  recent  information  is  that  funds 
should  be  available  by  mid- 1968.  When  the  grant 
becomes  effective,  the  Health  Sciences  Library 
will  be  designated  as  a Regional  Library  and  will 
provide  service  to  the  entire  Northwest  Region. 
The  University  of  Oregon  Medical  School  Li- 
brary will  play  a significant  part  in  the  new  or- 
ganization of  medical  library  service. 

In  compliance  with  the  directive  of  the  Board 
of  Trustees,  termination  of  the  library  service 
was  announced  in  a letter  to  those  whose  names 
were  on  the  service  list.  A short  questionnaire 
was  included.  Response  left  no  question  about 
there  being  a need  for  library  service.  Even  those 
who  had  not  used  the  service  recognized  need. 
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Seventy-two  per  cent  of  those  replying  affirmed 
it  and  onl\  6 per  cent  said  there  was  no  need. 
Half  of  those  replying  had  used  the  service  but 
some  who  had  not  used  it  stated  that  they  were 
planning  an  inquiry  when  the  announcement 
came.  A question  about  financing  was  included. 
A surprising  19  per  cent  felt  such  service  should 
be  supported  by  full  payment,  29  per  cent  felt 
that  it  should  be  free  and  20  per  cent  felt  that 
part  payment  should  be  made. 

A number  of  the  replies  included  short  com- 
ments. Some  of  them  follow: 

1 think  this  type  of  service  very  desirable.  Lack  of 
an  adequate  library  is  a major  liability  of  practice 
away  from  the  big  city. 

There  is  a definite  need  for  this  service.  Hope  this 
type  of  service  can  be  continued. 

The  University  of  Washington  Library  seems  like 
the  best  source. 

Appreciated  your  help.  I'm  speaking  several  times 
a month  now,  and  use  much  reference  material. 

I have  been  able  to  write  direct  to  University  of 
Oregon  Medical  School  and  get  adequate  results. 

This  service  is  available  to  me  through  W.  F.  Prior 
Co.  as  part  of  my  benefit  in  subscribing  to  Loose 
Leaf  Practice  of  Pediatrics.  1 don’t  need  it  but 
others  might. 

I only  asked  for  one  or  two  aids  but  it  was  less 
extensive,  less  inclusive  than  what  I would  have 
preferred. 

Handy  and  invaluable  if  and  when  needed. 

This  service  is  needed,  whether  by  NWM  or  direct 
from  library  is  really  immaterial. 

Wanted  this  just  when  you  stopped.  Hope  some- 
thing can  be  worked  out. 

Should  be  free  if  possible  but  if  paying  would 
make  such  service  more  easily  available,  I think 
everybody  would  be  willing  to  pay  for  it. 

I feel  we  have  the  AMA  service  which  is  almost 
as  readily  available  as  yours.  Why  duplicate? 

All  medical  articles  should  be  filed  in  a computer 
under  various  subjects  or  titles.  This  information 
could  be  obtained  readily  for  all  parts  of  the  state 
by  computer  inquiry.  Perhaps  money  from  the  Heart- 
Cancer-Stroke  funds  could  be  used  for  this  program. 

Service  needs  expanding.  Those  who  have  not  used 
it  probably  don't  know  about  it  and  don’t  expect  it 
to  be  of  any  value. 

In  some  states  full  information  is  available  on 
cards,  tape,  or  film,  at  costs  from  $0  to  cost  of 
material.  Often  a review,  summary  of  disease,  or 
summary  of  treatment,  or  areas  of  research  and 


some  of  research  results  would  be  very  desirable  on 
short  notice  and  for  study  purposes.  Feel  need  is 
present,  especially  in  our  area  where  only  a military 
hospital  has  much  to  offer  in  reference  material. 

I received  exactly  the  information  requested  and 
it  was  of  considerable  value.  My  need  is.  and  still 
will  be,  for  latest  treatment  of  certain  difficult  and 
prolonged  illnesses.  Your  photocopies  were  just  what 
I wanted.  I feel  with  all  the  Federal  money  floating 
around  and  continuing  education  funds,  etc.,  that 
this  service  could  be  subsidized.  However.  I would 
be  receptive  to  paying  a fee  if  necessary.  I think 
northwest  medicine's  library  service  was  a simple, 
inexpensive  way  of  helping  a busy  G.  P.  with  some 
clinical  experience,  and  is  superior  to  closed  circuit 
T.  V.  and  verbose  medical  speakers. 

If  it  is  full  pay — which  I would  expect  to  run  $5 
to  $10  per  inquiry — I would  be  more  inclined  to  use 
it  perhaps. 

I have  never  really  appreciated  what  the  service 
was.  I should  have  been  using  it. 

This  service  has  been  very  helpful  since  we  do 
not  have  a local  medical  library  and  the  service  made 
many  otherwise  unavailable  references  available. 

The  service  was  most  helpful  on  several  occasions. 
It  has  helped  me  to  provide  the  best  care  possible 
to  those  who  come  to  me  for  help.  I am  grateful  and 
would  use  similar  local  service  in  the  future.  Thanks. 

Sorry  to  see  service  discontinued.  Need  is  great. 
Time  element  in  supplying  service  is  always  a prob- 
lem— see  no  other  area  of  improvement  needed. 

Your  approach  to  this  project  is  exactly  what  I 
need.  As  library  service  becomes  more  readily  avail- 
able it  will  be  used  more. 

1.  Service  essential  to  those  away  from  medical 
libraries.  2.  Copies  of  current  articles  requested  by 
me  were  mostly  for  R N’s  and  training  programs 
locally.  They  have  given  great  impetus  to  the  interest 
of  the  people  involved.  3.  If  Mr.  Oppenhemier  has  a 
small  grant  only,  why  not  limit  the  service  to  rural 
physicians — say  10  miles  from  a library? 

1 doubt  if  it  should  be  free.  How  the  payments 
would  be  obtained  would  be  difficult.  I think  some 
kind  of  billing  service  could  be  worked  out,  perhaps 
$2  to  $5  per  inquiry.  But  I'm  wondering  if  in  the 
long  run  this  wouldn't  cost  more  to  administer  than 
it  would  be  worth.  Perhaps  a 50  cent  increase  per 
subscription  per  year  would  more  than  take  care  of 
it  and  would  require  a lot  less  administrative  over- 
head. Also,  it  takes  a while  for  habit  to  be  developed 
and  I think  that  if  service  like  this  were  maintained 
over  a period  of  time,  it  would  have  gradually  in- 
creasing usage. 

Suggest  Oregon  and  Idaho  physicians  also  be  in- 
cluded to  justify,  by  use  volume,  a permanent  ref- 
erence library  staff  and  thus  render  service  to  a 
reasonably  effective  area.  Suggest  payment  for  serv- 
ice be  according  to  operational  cost.  ■ 

H.L.H. 
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Abbott 

Antihypertensive 
Building  Blocks 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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PAllGYLINE 

Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’s 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low. 

The  therapeutic  action  is  smooth,  and  persits  for  a full  24  hours. 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassium 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  w'ith  mild  to  mod- 
erate hypertension.  A single  5-mg.  tablet  each  day  is  ample  in 
most  cases. 

Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURON 

METHYCLOTHIAZIDE 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURONYL 

METHYCLOTHIAZIDE  5 mg.  with 

DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice. 


Once  a day,  every  day 

EUTRON 

PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYL! 


METHYCLOTHIAZIOE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  it  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson's  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...V-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


800,82 
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NORTHWEST  MEDICINE 


Right  Atrial  Electrocardiography 

A Percutaneous , Transvenous,  Bedside  Technique 


W.  G l E N N F R I E S E N,  M.  D„  Portland,  Oregon 

Right  atrial  electrocardiography  can  be  readily  performed  at  the  bedside  and 
is  valuable  in  the  precise  diagnosis  of  cardiac  arrhythmias  luhen  standard  electro- 
graphic techniques  fail  to  define  the  arrhythmia. 


The  mode  of  treatment  of  a cardiac  arrhy- 
thmia depends  upon  a precise  diagnosis 
and  the  severity  of  any  attendant  hemody- 
namic abnormality.  It  is  not  always  possible  to 
define  an  arrhythmia  by  the  standard  12-lead 
surface  electrocardiogram.  P waves  are  frequently 
obscured  because  of  their  low  amplitude  or  by 
the  superimposition  of  the  ventricular  QRS-T. 
The  use  of  an  esophageal  lead  to  display  the 
atrial  mechanism  has  not  been  popular  because 
of  discomfort  of  introduction,  undesirable  vagal 
reflexes  and  instability  of  the  record. 

Right  atrial  electrocardiography  can  be  per- 
formed easily  at  the  bedside,  employing  a per- 
cutaneous, transvenous,  bedside  technique.1  The 
baseline  of  the  atrial  electrogram*  is  stable,  and 
atrial  complexes,  if  present,  are  large  and  readily 
identified.  The  purpose  of  this  report  is  to  con- 
firm the  value  of  right  atrial  electrocardiography 
in  the  accurate  diagnosis  of  arrhythmia  and  to 
give  specific  examples  in  which  the  diagnosis  in- 
fluenced the  mode  of  treatment. 
technique 

The  technique  employed  is  a modification  of 
the  methods  of  Vogel  et  al.,1  Harris  et  al., 2 and 
Kimball  and  Killip.3  A Teflon-coated,  braided, 
stainless-steel,  platinum-tipped  wire  is  introduced 
percutaneously  through  either  the  external  jugu- 
lar vein  or  a median  arm  vein.  The  bare  end  of 

Submitted  while  Dr.  Friesen  was  a Fellow  in  Cardiology 
at  the  University  of  Oregon  Medical  School,  Portland, 
Oregon. 

“Change  in  word  form  is  used  by  some  workers  to  indi- 
cate electrode  placement.  Electrocardiogram  is  used  to 
indicate  skin  placement  and  electrogram  to  indicate 
direct  contact  with  heart  structures.  Ed. 


Fig.  1 A comparison  of 
the  electrocardiogram 
recorded  from  a stand- 
ard lead  A,  and  elec- 
trograms recorded  from 
the  transvenous  elec- 
trode. B.  C,  and  D,  re- 
spectively, show  electro- 
grams recorded  from  the 
superior  vena  cava, 
junction  of  superior  vena 
cava  and  right  atrium, 
and  mid-right  atrium.  In 
D.  the  larger  biphasic 
atrial  RS  precedes  the 
smaller  ventricular  rS. 
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Diagnosis  of  A-V  Dissociation  and  Capture  of  Rhythm 
With  Atrial  Pacing 
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Fig.  2 The  atrial  mechanism  cannot  be  defined  in  the  standard  electro- 
cardiogram. The  atrial  lead  illustrates  the  atrial  complex  (A)  following 
the  QRS  in  B,  and  finally  preceding  the  QRS  in  C.  The  rhythm  is  captured 
in  D by  atrial  pacing.  A small  P wave  immediately  follows  the  stimulus 
artifact,  and  precedes  the  QRS  by  a normal  P-R  interval. 


the  wire  is  connected  to  the  precordial  lead  of 
an  electrocardiograph  which  registers  the  elec- 
trocardiogram as  the  probe  is  advanced.  Con- 
figurations of  the  P and  QRS  complexes  alter 
as  the  wire  is  advanced  to  the  right  atrium,  Fig- 
ure 1.  Atrial  complexes  which  are  inverted  in  the 
superior  vena  cava  become  large  and  bi phasic 
when  the  probe  tip  is  in  the  atrium.  If  the  rate 
is  rapid,  the  paper  speed  of  the  electrocardio- 
graph can  be  increased  to  50  mm/sec  to  separate 
the  complexes.  Once  the  wire  is  in  the  atrium 
the  tip  can  be  floated  into  the  right  ventricle, 
guided  by  the  electrocardiogram,  Figures  5 and  7. 

For  atrial  pacing  the  electrode  is  withdrawn 
to  the  junction  of  the  superior  vena  cava  and 
right  atrium,  Figure  1,  where  the  threshold  for 
excitation  is  smallest,  more  faithful  pacing  oc- 
curs, and  diaphragmatic  stimulation  is  obviated. 
The  bare  end  of  the  cavitary  lead  is  attached  to 
the  negative  terminal,  and  a subcutaneous  lead 
to  the  positive  terminal  of  a battery-powered 
pacemaker.4 

results 

A-V  Dissociation;  Figure  2 demonstrates  the 
utility  of  the  atrial  electrogram  in  the  diagnosis 
of  A-V  dissociation.  The  atrial  mechanism  is  not 
clear  in  the  standard  electrocardiogram  but  it  is 
obvious  in  the  atrial  lead.  Pacing  the  atrium 


with  capture  of  the  rhythm  indicates  intact  A-V 
condition. 

Ectopic  atrial  activity;  The  standard  elec- 
trocardiogram in  Figure  3 does  not  clarify  the 
type  of  supraventricular  tachycardia  present. 
The  atrial  electrogram  shows  frequent  prema- 
ture atrial  beats,  atrial  tachycardia,  a brief  burst 
of  reciprocal  atrial  rhythm,  Figure  3F,  and  pre- 
mature ventricular  beats  with  occasional  retro- 
grade atrial  conduction.  The  patient  had  hvpo- 
kalema.  He  was  treated  with  intravenous  potas- 
sium and  cautious  digitalization.  Regular  sinus 
rhythm  appeared  within  twenty-four  hours. 

Atrial  Flutter;  The  standard  electrocardio- 
gram in  Figure  4 shows  an  irregular  ventricular 
rate  with  aberrantly  conducted  beats  or  ven- 
tricular extrasystoles.  The  atrial  electrogram 
clearly  shows  atrial  flutter  with  an  atrial  rate 
of  300/min.  Digitalis  therapy  was  used.  Figure 
5 illustrates  an  example  of  atrial  flutter  with 
2:1  A-V  block.  The  atrial  electrogram  recorded 
large  atrial  complexes  with  a rate  of  300/min. 
The  contrast  between  atrial  and  ventricular 
electrocardiograms  is  shown.  The  patient  was 
treated  with  digitalis  and  converted  to  sinus 
rhythm  within  twenty-four  hours. 

Atrial  Fibrillation ; Although  the  diagnosis  of 
atrial  fibrillation  can  be  made  from  the  standard 
electrocardiogram,  Figure  6 is  presented  to  illus- 
trate that  the  diagnosis  is  unequivocal  in  the 
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RAC's,  Bursts  of  PAT,  PVC's,  Retrograde  Conduction 


Fig.  3 The  standard  leads  in  A and  B show  a chaotic  supraventricular  tachyar- 
rhythmia with  ventricular  extrasystoles.  The  electrograms  in  C-H  define  the 
atrial  (A)  and  ventricular  (V)  complexes.  In  F,  five  very  rapid  atrial  complexes 
follow  a retrograde  atrial  (RA)  complex  resulting  from  a premature  ventricular 
beat.  Retrograde  (R)  atrial  conduction  is  also  seen  in  H following  a ventricular 
extrasystole. 


Atrial  Flutter 


Fig.  4 The  standard  electrocardiogram.  A,  shows  an  irregular  ventricular 
rate  with  aberrantly  conducted  beats  or  ventricular  extrasystoles.  The  elec- 
trogram. B,  is  V2  normal  standardization  and  shows  atrial  flutter  with  an 
atrial  rate  of  300/min.  The  ventricular  complexes  are  obscured  by  the  atrial 
complexes. 
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Atriol  Flutter  with  21  A-V  Block 


Fig.  5 The  standard  electrocardiogram  in  A and  B shows  a regular  ventricular  rate  of 
150  min.  The  electrograms  in  C-G  show  atrial  flutter  with  an  atrial  rate  of  300  min.  In 
E.  the  electrode  is  advanced  into  the  right  ventricle  iRV)  and  in  F.  it  is  withdrawn  into 
the  right  atrium  1RA1 


atrial  electrogram.  Atrial  fibrillation  frequentls 
is  not  so  evident  in  the  standard  electrocardio- 
gram. particularly  when  the  ventricular  rate  is 
rapid  or  / waves  are  not  evident. 

Nodal  Rhythms;  Two  types  of  nodal  rhythm 
are  illustrated.  Figure  7 demonstrates  a nodal  or 
bundle  of  His  rhythm  in  a patient  with  recent 
inferior  myocardial  infarction.  No  atrial  acti\it\ 
is  seen  in  the  standard  or  atrial  leads.  With 
drawal  of  the  electrode  from  the  ventricle  to  the 
atrium  confirms  that  the  complexes  seen  are  due 
to  ventricular  depolarization  and  repolarization. 

Vtrial  pacing  in  this  case  produced  P waves  but 
there  was  no  ventricular  response.  A-V  conduc- 
tion was  completely  blocked,  presumably  be- 
cause the  A-V  node  was  involved  during  the  myo- 


cardial infarction.  The  electrode  was  advanced 
into  the  ventricle  and  ventricular  pacing  was 
employed. 

Figure  8 illustrates  a complex  nodal  rhy  thm  in 
a patient  with  severe  mitral  valve  disease  and 
suspected  digitalis  toxic  it\.  No  P waves  were  seen 
in  the  standard  leads.  The  atrial  electrogram 
demonstrates  an  alternating  nodal  focus  with 
retrograde  atrial  depolarization.  The  atrial 
complexes  are  coupled  to  the  ventricular  com- 
plexes and  there  is  a regularly  occurring  alterna- 
tion in  the  R-P  intervals. 

discussion 

Knowledge  of  the  atrial  rhythm,  the  state  of 
A-V  nodal  conduction,  and  the  ventricular  re- 
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Atriol  Fibrillation 


Fig.  6 Atrial  fibrillation  as  it  is  seen  from  the  standard  electrocardiogram  in  A,  superior  vena 
cava  (SVC),  and  right  atrium  (RA)  in  B.  Withdrawal  from  the  right  ventricle  (RV)  into  the 
right  atrium  is  illustrated  in  D. 


Nodal  Rhythm  in  a Patient  with  Acute  Inferior  Myocardial 

Infarction 


Fig.  7 P waves  are  not  seen  in  the  standard  electrocardiogram  in  A.  Ventricular  complexes 
only  are  seen  in  the  atrial  electrogram  in  B.  After  the  electrode  was  passed  into  the  right 
ventricle  (RV),  it  was  withdrawn  into  the  right  atrium  (RA)  in  C.  This  maneuver  showed  that 
the  complexes  recorded  from  the  atrium  were  ventricular  in  origin. 


249 

Northwest  Medicine,  March , 1968 


Complex  Nodal  Rhythm  in  a Potient  with  Digitalis 
Toxicity 


Fig.  8 A shows  the  standard  electrocardiogram  in  a patient  with  suspected 
digitalis  toxicity  and  chronic  rheumatic  valvular  heart  disease.  No  P waves 
are  seen.  The  atrial  electrogram  in  B shows  atrial  (A)  complexes  coupled  to 
ventricular  complexes  with  a regular  alternation  in  the  coupling  interval.  The 
atrial  complexes  are  probably  due  to  retrograde  atrial  activation  from  an 
alternating  nodal  rhythm,  one  focus  being  higher  in  the  node  than  the  other. 


spouse,  is  invaluable  before  specific  treatment 
for  cardiac  arrhythmia  is  begun.  Ventricular 
complexes  can  usually  be  identified  in  the  stand- 
ard electrocardiogram.  The  atrial  rhythm  and 
the  presence  of  A-V  conduction,  however,  fre- 
quenth  cannot  be  determined  by  standard  tech- 
niques but  clearly  can  be  demonstrated  by  right 
atrial  electrocardiography.  The  technique  de- 
scribed can  be  readily  performed  at  the  bedside 
and  is  successfully  accomplished  in  most  cases. 
No  complications  have  occurred  in  over  50  pa- 
tients for  whom  the  procedure  was  employed, 
in  certain  cases  of  nodal  rhythm  or  A-V  dis- 


abstracto 

La  electrocardiografia  auricular  derecha  puede  ser 
facilmente  llevada  a caba  a la  cabecera  del  enfernto,  y 


sociation,  the  presence  of  A-V  conduction  can  be 
determined  by  the  response  to  atrial  pacing,  the 
capture  of  the  ventricular  rhythm  by  atrial  pac- 
ing indicating  intact  A-V  conduction  whereas 
production  of  P waves  without  associated  ventri- 
cular response  characterizes  blocked  A-V  con- 
duction. 

This  study  confirms  the  value  of  right  atrial 
electrocardiography  in  the  precise  diagnosis  of 
cardiac  arrhythmias  and  gives  some  examples 
in  which  the  diagnosis  affected  the  mode  of 
therapy.  ■ 

3181  S.W.  Sam  Jackson  Park  Rd.  (97201) 


es  valorable  en  el  diagnostico  preciso  de  arritmias 
cardtacas  cuando  las  tecnicas  electrocardiografias  stand- 
ard fallan  en  la  defnicion  de  la  arritmia. 


REFERENCES 


1 Vogel,  J.  H.  K.,  Tabari.  Averill,  K.  H..  Blount,  S.  G., 
A simple  technique  for  identifying  P waves  in  complex 
arrhythmias,  Amer  Heart  J 70:775-88  (December I 1965. 

2 Harris,  C.  W„  Hurlburt,  J.  C.,  Floyd,  W.  L„  Or- 
gain,  E S.,  Percutaneous  technic  for  cardiac  pacing  with  a 
platinum-tipped  electrode  catheter,  Amer  J Cardiol  15:48- 
50  (January)  1965. 


3 Kimball,  J.  T.,  and  Killip,  T.,  A simple  bedside 
method  for  transvenous  intracardiac  pacing,  Amer  Heart 
J 70:35-39  (July)  1965. 

4 Friesen,  W.  G.,  Woodson,  R.  D.,  Ames,  A.  W.,  Herr. 
R.  H.,  Starr,  A.,  and  Kassebaum,  D.  G..  A hemodynamic 
comparison  of  atrial  and  ventricular  pacing  in  postopera- 
tive cardiac  surgical  patients.  (Manuscript  in  preparation) 


250 

Northwest  Medicine,  March,  1968 


Melasma  Induced  by  Oral  Contraceptive  Drugs 

CHARLES  J.  HAMMER,  M.  D.,  Seattle,  Washington 


In  the  author’s  experience , the  incidence  of  melasma  from  the  oral  contracep- 
tive agents  is  about  6 per  cent.  Both  combination  and  sequential  oral  contracep- 
tives produce  this  facial  hyperpigmentation,  which  does  not  always  completely 
regress  after  withdrawal  of  hormones,  in  contrast  to  melanoderma  in  pregnancy. 
The  perplexing  question  of  whether  estrogen  or  progesterone  is  the  cause  of 
melasma  remains  unanswered. 


Oral  contraceptives  are  widely  accepted  by 
physicans  and  patients  because  of  their 
convenience  and  proven  effectiveness;  and 
it  is  estimated  that  more  than  five  million 
women  in  the  United  States  and  five  million 
users  outside  the  country  are  using  the  pills. 
However,  it  has  also  been  recognized  that  much 
information  is  lacking  about  the  actions  of  these 
preparations.  One  untoward  effect  of  these  drugs 
is  melasma.  Certainly  this  pigmentary  abnor- 
mality is  one  of  the  least  serious  and  more  sub- 
tle side-effects,  introducing  a pseudo  “mask  of 
pregnancy”  variously  designated  as  chloasma, 
melasma,  or  melanoderma. 

Melasma  is  a common  disorder  of  pigmenta- 
tion occurring  frequently  during  pregnancy,  as- 
sociated wtih  ovarian  tumors,  and  occasionally 
seen,  idiopathically,  in  essentially  healthy  women 
between  early  adulthood  and  the  menopause.1 
However,  the  introduction  of  progesterone-estro- 
gen combinations  for  ovulation  control,  dys- 
menorrhea, infertility,  and  endometriosis  has 
added  another  cause  for  melasma.  The  most 
popular  use  has  been  for  oral  contraception. 

The  pseudo  “mask  of  pregnancy”  state  is  one 
of  the  less  commonly  seen  side-effects  of  the  oral 
contraceptives,  often  overshadowed  by  more  fre- 
quent and  troublesome  nausea,  weight  gain, 
fluid  retention,  and  breakthrough  bleeding. 
However,  in  the  susceptible  individual,  melasma 


may  be  a disfiguring  cosmetic  and  erfiotional 
problem.  In  the  first  contraceptive  pill  intro- 
duced, Enovicl,  the  occurrence  of  melasma  was 
noted;  and  it  has  been  observed  with  all  of  the 
newer  agents. 

incidence 

Some  writers2’ 3 estimate  the  incidence  of 
melasma  in  patients  taking  an  oral  contraceptive 
agent  to  be  as  high  as  25  to  30  per  cent,  my  ex- 
perience would  indicate  that  it  is  much  less 
common— approximately  5 per  cent.  It  seems  that 
the  ethnic  background  of  the  individual  and  the 
amount  of  ultra-violet  light  exposure  in  her  en- 
vironment are  important  influencing  factors. 
Studies  reporting  higher  incidence  are  usually  of 
Puerto  Ricans  or  Mexicans  residing  in  areas  of 
high  ultra-violet  exposure,  such  as  Florida  or 
southwestern  Ehiited  States. 

In  the  Pacific  Northwest,  with  our  population 
principally  of  northern  European  extraction, 
along  with  the  filtration  of  our  sunlight,  it  is 
not  surprising  that  we  have  observed  a lower 
incidence  of  this  condition  (similar  low  inci- 
dence has  been  reported  from  England  and  Ger- 
many). Several  of  our  cases  have  been  blondes 
and  redheads  with  a strong  freckling  tendency 
and  who  develop  more  pigmentation  than  usual 
in  response  to  sun  exposure  during  pregnancy 
and  when  taking  contraceptives.  This  increased 


251 

Northwest  Medicine,  March,  1968 


Fig.  1 Melasma,  forehead  and  cheeks. 


freckling  merges  into  melasma. 

li  must  be  remembered  that  the  amount  of 
pigmentation  is  extremely  variable  and  main 
patients  are  not  concerned  enough  by  it  to  seek 
dermatologic  consultation.  On  the  other  hand, 
obstetricians  and  gynecologists  are  prescribing 
these  drugs  in  increasing  numbers  and  they  may 
not  recognize  the  effect,  so  that  a true  incidence 
is  very  difficult  to  obtain. 

more  melanin  per  cell 

The  typical  appearance  of  melasma  is  demon- 
strated in  Figures  1 and  2.  The  pigmentation  gen- 
erally develops  one  to  four  months  after  the  in- 
dividual lias  been  on  the  medication  and  it  be- 
comes progressively  darker  and  more  extensive, 
charac  teristically  involving  the  forehead,  temples, 
cheeks,  and  upper  lip  area.  Histologic  examina- 
tion ol  these  pigmented  areas  reveals  a normal 
stratum  corneum  with  a localized  increase  in  the 
basal  cell  pigmentation  on  liematoxylin-cosin 
(HK.-E)  staining.  Nevus  cells  are  generally  not 
seen,  and  the  Prussian  blue  stain  for  iron  is  con- 
sistently negative. 


The  use  of  a silver  stain  for  melanin,  however, 
reveals  increased  deposits  in  the  basal  cell  layer 
with  no  increase  in  melanocytes.  It  wotdd  appear 
that  a normal  number  of  melanocytes  are  pres- 
ent. but  they  are  larger  and  produce  a greater 
amount  of  melanin.  Most  patients  who  de- 
veloped melasma  while  taking  oral  contracep- 
tives had  noted  it  previously  while  they  were 
pregnant,  (this  may  be  used  as  a reliable  prog- 
nostic indication)  but  this  had  spontaneously  re- 
solved following  delivery.  However,  some  pa- 
tients who  have  not  developed  melasma  during 
pregnancy  will  develop  this  irregular  pigmenta- 
tion when  taking  the  pill.  This  is  because  the 
continued  intake  of  oral  contraceptives  provides 
a hormonal  influence  that  lasts  longer  than  the 
nine  months  of  pregnancy.  Studies  have  shown 
that  the  incidence  ol  melasma  increases  with  the 
length  of  time  during  which  the  oral  contracep- 
tive has  been  taken.  Many  patients  are  reluctant 
to  cease  their  contraceptive  medication  and  pre- 
fer to  live  with  the  problem  rather  than  risk 
pregnancy. 

The  cause  of  melasma  is  unknown.  Proges- 
terone, estrogen,  and  melanocyte  stimulating 
hormone  are  especially  increased  in  the  third 


Fig.  2 Melasma,  temple  area. 
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Agent 

(Combination ) 

Enovid  (Searle) 

Enovid-E  (Searle) 
Norlestrin  (Parke.  Davis) 

Norinyl  (Syntex) 
Ortho-Novum  (Ortho) 
Ovulen  (Searle) 

Provest  (Upjohn) 

(Sequential) 

C-Quens  (Lilly) 

Oracon  (Mead  Johnson) 
Ortho-Novum  SQ  (Ortho) 


Table  I 

Oral  Contraceptive  Agents 
Progesterone 

Norethynodrel  5 mg 

Norethynodrel  2.5  mg 

Norethindrone 
acetate  2.5  mg 

Norethindrone  2 mg 

Norethindrone  2 mg 

Ethynodiol 

diacetate  1.0  mg 

Medroxy-progesterone 
acetate  10  mg 

Chlormadinone 
acetate  2 mg 

Dimethisterone  25  mg 

Norethindrone  2 mg 


Estrogen 

Mestranol  0.075  mg 
Mestranol  0.1  mg 
Ethinyl  estradiol  0.05  mg 

Mestranol  0. 1 mg 
Mestranol  0. 1 mg 
Mestranol  0. 1 mg 

Ethinyl  estradiol  0.05  mg 

Mestranol  0.08  mg 

Ethinyl  estradiol  0.1  mg 
Mestranol  0.08  mg 


trimester  of  pregnanes  but  have  not  been  con- 
sistently found  as  such  in  melasma.4 

both  hormones  probably  involved 

There  is  a great  deal  of  discussion  as  to  wheth- 
er the  estrogen  or  progesterone  in  the  pill  is  re- 
sponsible; probably  both  are  necessary.  We  know 
that  estrogen  causes  increased  pigmentation  of 
susceptible  cells.  This  is  seen  in  the  nipple  pig- 
mentation of  men  who  take  estrogen  for  pros- 
tatic carcinoma.  Melanocyte  stimulating  hor- 
mone (MSH)  is  not  necessary  for  this  action.  If 
progesterone  is  to  be  considered  the  cause, 
chloasma  melanocytes  must  be  in  a separate 
category  since  all  other  progesterone  target  cells 
require  priming  with  estrogen  before  the  pro- 
gesterone has  any  effect.  Excess  MSH  has  been 
suggested  as  the  cause  but  this  is  unlikely,  since 
MSH-caused  hyperpigmentation  has  the  distribu- 
tion seen  in  Addison's  disease— exposed  areas, 
body  folds,  and  mucous  membranes— and  nor 
that  of  melasma. 

Based  on  experimental  data  from  work  with 
guinea  pig  and  frog  skin5  the  following  would 
seem  to  be  valid:  Estrogen  appears  to  cause  the 
sensitive  cells  of  the  face  to  produce  more 
melanin  and  ultra-violet  light  (UVL)  accelerates 
this  process.  Progesterone  then  disperses  the 
melanin  through  the  melanocyte,  making  it  ap- 
per  darker,  Figure  3. 


One  might  ask  why  the  patches  of  facial  mel- 
anocytes are  the  sensitive  ones.  One  imagina- 
tive writer  postulated  that  it  was  nature’s  at- 
tempt to  make  primitive  women  less  sexually 
attractive  toward  the  end  of  pregnanc  y and  dur- 
ing lactation.6  We  do  know  that  melanocyte  dis- 
tribution is  not  uniform  over  the  body  and  that 
an  increased  cell  population  is  located  on  face 
and  forehead.7  We  do  not  know  why  these  cer- 
tain melanocytes  are  affected,  nor  do  we  know 
why  any  target  cells  are  sensitive  to  their  stimu- 
lating hormones. 

In  addition  to  the  increased  numbers  of  mel- 
anocytes in  the  face,  this  area  also  receives  maxi- 
mum sunlight  exposure  causing  increased  mel- 
anin formation  (dopa  reaction).  Most  patients 
with  melasma  affirm  the  darkening  of  the  af- 
fected areas  if  they  are  exposed  to  sunlight  for 
any  period.  Melasma  resulting  from  pregnancy 
may  clear  spontaneously  within  several  months, 
but  it  is  bound  to  recur  in  subsequent  pregnan- 
cies. However,  cessation  of  oral  contraceptives 
after  prolonged  administration  frequently  im- 
proves but  rarely  results  in  complete  resolution. 
Therefore,  it  appears  that  drug-induced  melasma 
is  not  as  readily  reversible  as  melanoderma  of 
pregnancy.  Repeated  intake  of  the  pill  perpetu- 
ates the  cosmetic  problem  and  repeated  sunlight 
exposure  increases  the  darkness  of  the  melanin 
granules. 
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DISPERSION 


AGGREGATION 


Pigment  granules  in  a melanocyte 

Fig.  3 Color  intensity  of  melanocytes  depends  on  arrange- 
ment of  pigment  granules. 


measures  to  minimize 

The  best  course  to  follow  in  drug-induced 
melasma  is  determined  by  the  desire  of  the 
patient.  As  previously  mentioned,  many  are  not 
concerned  by  the  pigmentation  and  prefer  to 
continue  the  chug.  In  such  instances,  it  would 
seem  advisable  to  have  the  patient  take  the  pill 
at  night,  (which  many  do  anyhow  to  help  pre- 
vent nausea),  as  it  would  seem  logical  that  ex- 
posure of  the  skin  to  the  stimulus  of  sunlight 
should  be  during  the  hours  when  the  circulating 
level  of  hormone  is  starting  to  decrease,  rather 
than  while  at  its  maximum. 

The  drugs  currently  employed  as  oral  con- 
traceptives are  listed  in  Table  1.  If  one  were  to 
assume  that  progesterone  is  the  principal  cause 
of  the  pigmentation,  one  might  expect  that  the 
pill  with  the  lower  dose  of  progesterone,  (con- 
sistent with  freedom  from  breakthrough  bleed- 
ing), would  be  least  apt  to  cause  melasma.  Also, 
the  sequentials  might  seem  to  be  preferable,  since 
the  melanocytes  would  be  under  progesterone 
influence  for  a shorter  time,  but  despite  these 

abstracto 

En  la  experiencia  del  autor  la  incidencia  de  melasma 
por  contraceptivos  orales  es  alrededor  del  5 por  ciento. 
Tanto  los  contraceptivos  de  tipo  combinado  como  los 
ritmicos  producen  esta  biperpigmentacion  facial,  que 


theoretical  considerations  the  incidence  of  melas- 
ma does  not  appear  to  vary  according  to  the  drug 
employed,  in  my  experience  and  in  that  of 
others.  Also,  changing  the  type  of  pill  generally 
has  no  effect  on  the  course  of  melasma  once  it 
has  appeared. 

The  patient  who  is  emotionally  harassed  by 
the  unsightliness  of  the  facial  pigmentation 
should  stop  the  oral  contraceptive  agent,  avoid 
excessive  sun  exposure,  wear  a wide-brimmed 
hat,  and  use  a good  sun-screening  agent  (Afil, 
Skolex,  Uval)  when  unavoidably  exposed.  A 
trial  of  2 per  cent  hydroquinone  cream  (Eldo- 
quin)  applied  to  the  affected  areas,  in  the  morn- 
ing and  at  bedtime,  is  warranted  in  an  attempt 
to  bleach  out  the  abnormal  pigmentation. 

With  the  continued  long-term  use  of  these 
drugs,  it  is  anticipated  that  more  cases  of  melas- 
ma will  be  seen.  Hopefully,  studies  will  soon 
clairify  this  problem  so  that  we  might  learn  how 
to  prevent  it  before  the  number  of  these  un- 
sightly, blotchy  women  is  much  increased.  ■ 

1118  9th  Ave.  (98101) 

no  siempre  regresa  completamente  despues  de  inter- 
rumpir  las  hormonas,  en  contraste  con  el  melanoderma 
de  la  gestacion.  La  pregunta  sobre  si  son  los  estrogenos 
o la  progesterona  la  causa  del  melasma,  permanece 
sin  respuesta. 
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What  the  Social  Security  Disability  Program 
Means  to  You  and  Your  Patients 


ELEANOR  E.  GIFFIN,  M.D.,  Olympia,  Washington 


Benefits  go  to  disabled  workers  under  65  and  their  dependents.  A worker  is 
considered  disabled  if  a physical  or  mental  impairment  prevents  him  from  doing 
any  substantial , gainful  work  in  keeping  with  his  age,  education,  and  work 
experience.  Benefits  are  payable  if  the  disability  has  continued,  or  is  expected  to 
last  12  months  or  longer,  or  to  result  in  death.  To  acquire  disability  protection, 
a person  needs  to  have  worked  under  social  security  a certain  length  of  time.  There 
are  special  liberalized  eligibility  requirements  for  persons  who  become  disabled 
by  blindness  before  age  31  and  for  blind  persons  aged  55  and  over.  Benefits  begin 
with  the  7th  month  of  disability.  Benefits  are  the  same  that  retirement  benefits 
would  be  if  the  worker  were  65.  Benefits  last  as  long  as  the  disability  continues 
or  until  retirement  benefits  start.  An  adult  disabled  since  before  age  18  may  be 
eligible  for  childhood  disability  benefits  if  his  parent  covered  under  social  security 
died  or  becomes  entitled  to  retirement  or  disability  benefits.  All  applicants  are 
considered  for  vocational  rehabilitation  services. 


In  1965,  social  security  coverage  was  extended 
to  physicians  in  private  practice.  Its  disabil- 
ity protection  can  be  a valuable  supplement 
to  disability  coverage. 

In  the  social  security  disability  program,  a 
person  under  65  who  is  too  physically  or  mentally 
disabled  to  work  may  receive  up  to  $152  in 
monthly  benefits.  If  he  has  dependents,  family 
benefits  can  go  as  high  as  $339  a month. 

Benefits  can  now  be  paid  to  a person  whose 
disability  has  lasted  or  is  expected  to  last  for  12 
months  or  longer,  or  to  result  in  death.  (Former- 
ly, a person  was  eligible  only  if  his  impairment 
was  expected  to  continue  for  a long  and  indefi- 
nite time,  or  to  result  in  death.)  This  liberalized 
provision  benefits  a large  number  of  persons  dis- 
abled by  non-permanent  impairments  resulting 
from  accident  or  illness. 

As  of  December  31,  1966,  in  Washington, 
14,217  disabled  persons  and  10,275  dependents 
were  receiving  $1,865,766  a month  in  social  se- 
curity disability  benefits.  Nationwide,  over  a 
million  disabled  persons— plus  about  a million 
dependents— are  getting  payments  of  about  $1.75 
billion  a year  from  the  program. 


Patients  may  be  missing  benefits  because  they 
are  unaware  of  the  provisions  of  the  law.  Physi- 
cians can  perform  a valuable  service  for  them  in 
this  regard.  If  there  is  any  possibility  of  their 
being  eligible  for  these  benefits,  they  should  be 
referred  to  a social  security  office  for  further  in- 
formation. Physicians  can  also  help  speed  the 
decision  on  patients’  claims  by  promptly  respond- 
ing to  requests  for  medical  data  needed  to  evalu- 
ate the  disability. 

QUESTIONS  FREQUENTLY  ASKED 

Where  is  a patient  sent  to  inquire  about  disability 
benefits 

He  should  be  referred  to  his  social  security  of- 
fice. If  he  cannot  get  there  because  he  is  in  a 
hospital  or  is  unable  to  leave  home,  the  office  will 
send  a representative  to  visit  him. 

What  is  meant  by  "disabled"? 

A “disabled’’  person  is  one  who  has  a physical 
or  mental  impairment  that  prevents  him  from 
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doing  noi  only  his  usual  work,  but  any  substan- 
tial work  in  keeping  with  his  age.  education,  and 
experience.  (There  are  several  special  provisions 
that  apply  to  a totally  blind  person.  For  further 
information,  inquire  at  a social  security  office.) 

Is  the  impairment  the  only  factor  in  determining 
disability? 

Not  always.  Although  a person  is  considered 
disabled  only  if  his  impairment  is  the  primary 
reason  he  cannot  work,  consideration  max  also 
be  given  to  such  factors  as  his  age,  education, 
training  and  work  experience. 

In  most  cases,  a person  who  is  found  disabled 
lias  an  impairment  so  severe  that  his  condition 
alone  shows  he  cannot  work.  It  is  possible,  how- 
ever, for  a person  to  be  considered  disabled  be- 
cause of  a combination  of  medical  and  vocational 
considerations.  This  occurs  when  the  medical 
condition  prevents  him  from  doing  his  usual 
work  and— considering  his  age,  education,  and 
previous  work  experience— he  cannot  be  ex- 
pected to  do  any  other  type  of  work. 

Are  benefits  paid  only  in  cases  of  permanent  disa- 
bility? 

No.  Benefits  are  paid  if  the  disability  has  lasted 
or  is  expected  to  last  at  least  12  months  or  to  re- 
sult in  death. 

How  soon  can  benefits  start? 

Benefits  begin  after  a waiting  period  of  6 full 
calendar  months  following  the  onset  of  disability. 
Therefore,  the  first  payment  is  for  the  7th  month 
after  the  month  in  which  a person  became  dis- 
abled. 

What  about  a person  who  did  not  apply  for  bene- 
fits while  he  was  still  disabled?  Can  he  receive 
any  back  payments  now  that  he  is  recovered? 

Yes.  Even  a person  who  has  returned  to  work 
may  be  eligible  for  some  benefits  if  severe  dis- 
ability prevented  him  from  working  for  at  least 
12  months.  However,  the  longer  the  delay  be- 
tween his  recovery  and  his  application  for  bene- 
fits, the  fewer  months  of  back  payments  lie  can 
receixe.  If  more  than  14  months  elapse  after  he 
recovers  and  before  he  applies,  no  benefits  are 
payable. 


The  claim  of  a cardiac  patient  who  gets  angina  on 
slight  exertion  was  turned  down.  Why? 

Probably  lor  a non-disability  reason,  such  as 
his  not  having  worked  long  enough  in  a job 
covered  by  social  security  to  meet  the  disability- 
earnings  requirement.  To  acquire  disability  pro- 
tection, a worker  must  generally  have  social 
security  work  credits  for  at  least  5 of  the  10  years 
preceding  the  onset  of  his  disability.  (Note:  Per- 
sons disabled  by  blindness  before  age  31  mav 
need  less  than  5 years.) 

What  are  the  most  common  impairments  among 
workers  who  are  found  disabled? 

The  most  frequent  causes  of  disability  have 
been:  arteriosclerotic  heart  disease  (including 
coronary  disease),  emphysema,  schizophrenic  dis- 
orders, hypertensive  heart  disease,  pulmonary 
tuberculosis,  osteoarthritis  and  rheumatoid  arth- 
ritis. Other  conditions  may,  of  course,  be  dis- 
abling; therefore,  any  patient  who  might  qualify 
should  be  sent  to  his  nearest  social  security  office. 

How  about  someone  who  has  never  been  able  to 
work— someone  disabled  since  birth,  for  instance? 

Under  the  “childhood  disability”  provisions, 
a person  continuously  disabled  since  before  age 
18  can  receive  disability  benefits  starting  at  age 
18  or  later.  He  need  not  have  a work  record  of 
his  own.  Benefits  can  be  based  on  the  earnings 
record  of  either  parent.  Payments  begin  when  a 
parent  covered  under  social  security  dies  or  be- 
comes entitled  to  disability  or  retirement  bene- 
fits. Benefits  can  continue  as  long  as  the  son  or 
daughter  remain  disabled. 

Who  determines  whether  or  not  a person  is  dis- 
abled? 

Disability  decisions  are  made  by  an  evaluation 
team  consisting  of  a physician  and  a counselor 
skilled  in  vocational  evaluation.  The  team  works 
in  an  agency  of  the  state  in  which  the  applicant 
lives.  These  are  located  in  Olympia,  Washing- 
ton: Salem,  Oregon,  and  Boise,  Idaho. 

Typically,  the  evaluating  physician  is  a priv- 
ate practitioner  serving  the  agency  on  a part- 
time  basis.  He  reviews  the  medical,  hospital  and 
laboratory  reports  and,  in  conjunction  with  the 
vocational  evaluator,  decides  whether  the  appli- 
cant's impairment  is  disabling  under  the  law. 


256 

Northwest  Medicine,  March,  1968 


Does  the  State  agency  physician  also  examine  the 
applicant? 

Xo.  He  depends  entirely  on  the  evidence  re- 
ported by  others  who  have  examined  or  treated 
the  applicant. 

Can  a person  appeal  the  denial  of  his  claim? 

Yes.  He  is  entitled  to  have  his  claim  recon- 
sidered, submitting  any  new  evidence  that  mav 
be  available.  If  his  claim  is  again  disallowed,  he 
can  have  it  ruled  on  by  a hearing  examiner  lo- 
cated near  his  home.  As  a further  appeal,  the 
claimant  can  request  that  the  decision  in  his  case 
be  reviewed  in  Washington,  D.C.,  by  the  Appeals 
Council  of  the  Bureau  of  Hearings  and  Appeals. 
Then  if  he  is  still  dissatisfied,  he  can  file  suit  in 
his  local  U.S.  District  Court  to  have  the  decision 
reviewed. 

What  kind  of  medical  report  should  be  submitted? 

Standard  narrative  report,  such  as  would  be 
sent  to  any  colleague  to  give  a complete  medical 
picture  of  the  patient.  This  should  include  the 
history,  and  physical  and  laboratory  findings— 
as  much  objective  data  from  the  patient’s  chart 
as  possible. 

Who  pays  for  my  report? 

The  patient  is  legally  responsible  for  providing 
initial  medical  evidence  in  support  of  his  claim. 
Therefore,  he  is  responsible  for  any  fee  charged 
for  preparing  the  report. 

Is  the  initial  report  from  the  treating  physician  all 
the  medical  information  that  the  State  agency 
needs  to  decide  a case? 

In  many  cases,  yes.  Reports  are  frequently  used 
from  other  treatment  sources  such  as  hospital' 
and  clinics.  If  the  evaluating  physician  requires 
certain  data  that  were  not  reported,  he  may  call 
or  write  to  determine  whether  the  needed  infor- 
mation is  in  records. 

What  if  it  is  not  available? 

The  evaluating  physician  may  ask  if  it  can  be 
provided  by  performing  tests  or  an  examination 
for  a fee  paid  by  the  Government.  Or  he  mav 
obtain  the  information  by  sending  the  applicant 
to  an  independent  medical  source  for  examina- 
tion. 


What  is  done  for  applicants  who  need  rehabilita- 
tion help? 

Every  applicant  applying  for  benefits  is  con- 
sidered for  possible  services  by  his  State  Divi- 
sion of  Vocational  Rehabilitation.  Such  serv- 
ices include  counseling,  teaching  of  new  employ- 
ment skills,  training  in  the  use  ol  prostheses,  and 
job  placement.  These  services  are  generally  fi- 
nanced from  State-Federal  appropriations.  Addi- 
tional resources  are  now  provided  through  social 
security  funds  to  pay  the  costs  of  rehabilitating 
certain  disability  beneficiaries. 

Do  benefits  stop  when  a beneficiary  who  has  not 
recovered  goes  back  to  work? 

Generally,  not  right  away.  A person  who  tries 
to  work  despite  his  medical  disability  is  usually 
given  a trial  work  period  of  12  months  of  con- 
tinued benefits.  This  helps  reassure  a person  who 
might  hesitate  to  go  back  to  work  for  fear  of 
losing  his  benefits  before  he  knows  whether  he 
can  hold  down  a steady  job.  Benefits  are  termi 
natecl  at  the  end  of  the  trial  work  period  only  it 
the  beneficiary  has  shown  that  he  has  regained 
his  ability  to  do  substantial  gainful  work. 

What  happens  when  a beneficiary  recovers  medi- 
cally? 

His  monthly  benefit  checks  are  continued  for 
the  month  of  recovery  and  2 additional  months. 
This  is  to  help  him  financially  adjust  to  being 
self-sufficient. 

To  be  sure  that  beneficiaries  continue  to 
qualify  for  benefits,  there  are  periodic  reviews  ol 
all  cases  in  which  recovery  is  thought  possible. 

Does  a person  who  has  recovered  or  returned  to 
work  get  special  consideration  if  he  becomes  dis- 
abled again? 

Yes.  If  he  again  becomes  disabled  within  5 
vears,  the  6-month  waiting  period  normally  re- 
quired before  benefits  begin  is  waived.  He  can 
immediately  become  re-entitled  to  benefits,  as 
long  as  he  is  still  insured  for  disability  purposes.  ■ 

Department  of  Public  Assistance, 
Disability  Insurance  Unit  (98501) 
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Gynecologic  Cancer 


Early  Diagnosis:  The  Physician’s  Responsibility 


HUGH  R.  K.  BARBER,  M.D. / EDWARD  A.  G R A B E R,  M.  D. /JAMES  J.  O'ROURKE,  M.D., 

New  York,  New  York 


Approximately  500,000  people  develop 
cancer  in  the  United  States  each  year  and 
about  240,000  die  from  it.1  The  probability 
that  a woman  will  develop  cancer  is  one  in  four, 
and  one  in  seven  will  die  of  this  disease.  Be- 
cause of  our  limited  knowledge,  the  only  hope 
of  lowering  these  devastating  figures  lies  in  early 
diagnosis,  but  so  far  we  have  been  relatively  un- 
successful in  reaching  this  goal.  Because  many 
patients  suspecting  cancer  are  fearful  and  an- 
xious and  tend  to  delay  seeing  a physician,  the 
physician  must  accept  the  greater  part  of  the 
burden  in  the  early  diagnosis  of  gynecologic 
cancer.  He  must  increase  the  efficiency  and  ac- 
curacy of  present  diagnostic  methods  and  con- 
stantly seek  new,  more  precise  tests  that  will  be 
easier  to  apply  in  mass  surveys  and  that  will  be 
realistic  in  terms  of  time  and  expense  for  the 
patient. 

Cancer  is  increasing.  This  is  partially  due  to 
an  increase  in  population,  particularly  the  aging 
population,  but  there  remains  a 10  per  cent  in- 
crease in  disease  that  cannot  be  accounted  for. 

Statisticians  have  compiled  many  facts  from 
thousands  of  reports  from  around  the  world  that 
can  be  applied  to  the  epidemiology  of  cancer. 
Practicing  physicians  should  become  acquainted 
with  some  of  this  information  in  order  to  be 
aware  of  the  high  risk  groups. 

The  greatest  incidence  of  cancer  in  women 
occurs  after  age  40,  predominantly  in  breasts, 
uterus,  skin,  intestines,  and  thyroid.  Cancer  of 
breast,  uterus,  and  intestines  accounts  for  most 
of  the  female  malignancy  mortality,  and  special 
attention  should  be  given  to  these  areas.  The 
Papanicolaou  smear  has  played  a major  part  in 
early  detection  of  cervical  cancer.  In  a study  by 


Marshall  of  20,000  females,  the  rate  of  in  situ 
cancers  detected  each  year  remained  approxi- 
mately the  same,  while  invasive  cancer  dropped 
from  10  per  cent  in  1958  to  1.0  per  cent  in  1961.2 
This  represents  the  difference  between  occur- 
rence rate,  which  consists  of  incipient  tumors 
plus  invasive  tumors  present  in  the  population 
at  any  one  time,  versus  incidence  rate,  which 
represents  tumors  that  have  not  reached  the 
invasive  stage. 

Better  obstetrical  care  and  gynecologic  follow- 
up after  pregnancy  are  also  important  factors  in 
preventing  invasive  cervical  cancer,  and  frequent 
pelvic  examinations  during  pregnancy,  especially 
when  there  is  bleeding,  have  been  proven  valu- 
able in  detecting  malignancy.  Oppenheim  stated 
that  the  drop  in  mortality  from  invasive  cervical 
cancer  began  15  years  before  the  widespread 
application  of  Papanicolaou  smear  techniques.3-4 

As  carcinoma  in  situ  can  be  diagnosed  five  to 
ten  years  before  it  develops  into  invasive  cervical 
cancer,  eradication  of  this  condition  definitely 
would  reduce  the  incidence  of  invasive  cancer. 

cancer  of  the  breast 

Of  all  individual  components  of  cancer  of  the 
female  reproductive  system,  the  breast  is  perhaps 
most  important  because  of  its  frequent  involve- 
ment. The  obstetrician-gynecologist  is  in  an  ex- 
cellent position  to  detect  asymptomatic  early 
lesions  that  will  respond  to  therapy,  because  of 
his  opportunity  to  examine  the  breast  during 
routine  gynecological  examinations,  and  because 
most  women  will  consult  him  when  they  become 
concerned  about  a breast  problem.  New  cases  of 
carcinoma  of  the  breast  in  women  number  62,500 
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annually  (24.8  per  cent  of  female  cancer  inci- 
dence).5 Estimates  indicate  that  one  in  every  20 
women  in  the  United  States  will  develop  breast 
cancer  during  her  lifetime,  and  23,000  women 
will  die  of  this  disease  yearly.  The  number  of 
cases  of  invasive  breast  cancer  has  remained 
stable  during  the  past  30  years  despite  educa- 
tional campaigns  of  various  cancer  societies  and 
the  increasingly  aggressive  diagnostic  measures 
adopted  by  many  physicians.  The  effect  that 
widespread  mammography  will  have  on  breast 
cancer  awaits  time  and  application.  In  many 
instances  this  procedure  may  give  the  physician 
a false  and  unjustified  sense  of  security.  It  is 
merely  a screening  device  that  has  the  inherent 
failings  of  any  other  diagnostic  procedure.  It 
must  be  urged  that  ant  discrete  lesion  of  the 
breast  should  be  removed  for  biopsy,  and  that 
one  should  not  rel\  on  mammography  in  such 
a situation. 

cancer  of  the  cervix 

Cancer  of  the  cervix  constitutes  11  per  cent 
of  all  cancers  in  women,6  and  about  55  per  cent 
to  65  per  cent  of  cancer  of  the  reproductive  sys- 
tem occurs  at  this  site.  There  are  29,000  new 
cases  reported  in  the  United  States  yearly  and 
10,000  deaths.7  It  has  been  stated  that  the  ex- 
pense of  detecting  a single  case  of  cancer  of  the 
cervix  makes  it  impractical  to  screen  large  pop- 
ulation groups,  but  the  costs  of  hospital  and 
medical  care  for  one  case  of  invasive  cancer  of 
the  cervix  exceeds  the  cost  of  doing  500  to  1,000 
Papanicolaou  smears.  One  should  exert  special 
vigilance  on  those  patients  who  are  in  the  “high 
\ielcl  group."  Background  factors  associated  with 
cancer  of  the  cervix  are:  1.  multiple  marriages 
or  sexual  partners,  2.  many  children,  3.  lower 
socioeconomic  groups,  4.  venereal  disease,  5. 
Negro.  Puerto  Rican  and  non- Jewish  population, 
6.  regular  coitus  begun  at  an  early  age,  7.  non- 
circumcision  of  the  marital  partner,  8.  chronic 
cervicitis.  9.  premalignant  lesions,  such  as  leuko- 
plakia. major  cytologic  atypias,  dysplasia  and 
dyskeratosis. 

If  a smear  is  positive  for  carcinoma  in  situ, 
the  usual  four  point  biopsy  is  inadequate  be- 
cause tissue  cannot  be  obtained  from  the  canal 
where  a great  many  cancers  of  the  cervix  origi- 
nate.8 A ring  biopsy  helps  determine  whether 
the  patient  actually  has  cancer  and  it  is  invasive. 
The  multiple  punch  biopsy  technique  or  Kvori- 


kian  and  Younge  may  be  an  acceptable  substi- 
tute.9 

cancer  of  the  endometrium 

Cancer  of  the  endometrium  is  less  frequent 
than  cancer  of  the  cervix,  but  there  seems  to  lie 
a steady  growth  in  its  incidence.  In  some  hos- 
pitals its  frequency  is  the  same  as  cancer  of  the 
cervix.  In  the  United  States  11,000  new  cases  are 
reported  yearly,  and  these  account  for  4,000 
deaths.  Background  factors  are:10'11  1.  history  of 
cancer  in  the  family  (12  to  28  per  cent  of  the 
cases),  2.  obesity,  3.  diabetes  mellitus,  4.  hyper- 
tension, 5.  hirsutism,  6.  infertility  and  amenor- 
rhea, 7.  menstrual  abnormalties,  8.  post  meno- 
pausal bleeding,  9.  endocrine  imbalance, 
10.  over  50  years  of  age,  11.  functioning  ovarian 
tumors,  12.  uninterrupted  hormone  therapy.  En- 
dometrial cancer  probably  results  from  pro- 
longed, unopposed  estrogen  and  a gradual  evo- 
lution through  cystic  hyperplasia,  glandular 
hyperplasia,  carcinoma  in  situ  and,  finally,  in- 
vasive carcinoma.  Endometrial  aspiration  smears, 
if  properly  evaluated  by  experienced  physician- 
cytologists,  are  about  90  per  cent  correct.  The 
combination  of  aspiration  smear  plus  endome- 
trial biopsy  woidcl  increase  the  accuracy  of  the 
diagnosis  to  95  per  cent.12  What  the  future  holds 
regarding  the  determination  levels  of  the  iso- 
zymes of  lactic  acid  dehydrogenase  (LHD)  in  the 
detection  of  endometrial  carcinoma  cannot  lie 
determined  at  present.  If  this  type  of  examina- 
tion proves  feasible,  an  early  diagnosis  might  be 
effected  more  easily.  Kistner  has  suggested  that 
perhaps  endometrial  carcinoma  is  a preventable 
disease.13  When  one  finds  unopposed  estrogen 
in  the  particular  endocrine  milieu  described 
above,  the  correction  of  its  cause  (or  if  this  is 
not  possible,  the  prolonged  use  of  progestogens 
to  cause  cyclic  shedding  of  the  secretory  endome- 
trium) might  well  prevent  the  inexorable  pro- 
gression to  endometrial  carcinoma.  T his  concept 
requires  further  investigation. 

ovarian  carcinoma 

Ovarian  carcinoma  appears  to  be  on  the  rise. 
It  is  estimated  that  one  out  of  every  100  women 
over  the  age  of  40  will  develop  ovarian  cancer.14 
Incidence  rate  of  30  per  100,000  women  before 
the  age  of  45  is  almost  the  same  as  that  for 
cervical  cancer.  However,  between  ages  of  45 
and  60  the  rate  leaps  to  281  per  100, 000. 15 
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Our  present  methods  of  diagnosing  ovarian 
cancer  are  so  inadequate  that  50  per  cent  of 
cases  are  considered  inoperable  when  first  seen 
by  a physician.  Although  regular  pelvic  examin- 
ations are  valuable,  they  should  play  a minor 
role  in  the  early  diagnosis  of  this  condition. 
Javert  postulates  that  if  a physician  does  10,000 
pelvic  examinations,  he  will  only  be  able  to 
detect  one  asymptomatic  ovarian  cancer.16 
Ovarian  cancer  occurs  with  greater  frequency  in 
patients  who  have  had  spontaneous  abortions, 
dysmenorrhea  that  does  not  change  its  character, 
postmenopausal  bleeding  and  swelling  of  the 
breasts.  Because  these  conditions  are  frequently 
present  in  the  general  female  population,  each 
as  an  isolated  symptom,  they  have  not  been  con- 
sidered very  significant,  but,  a combination  of 
these  symptoms  should  warn  the  physician  that 
these  patients  might  have  a greater  susceptibility 
to  ovarian  malignancy.17  Cul-de-sac  aspiration 
and  its  various  modifications  may  have  some 
limited  value,  but  to  date  this  procedure  has  not 
shown  too  much  promise.  Why  there  is  a low 
rate  of  recovery  of  malignant  cells  through  cul- 
de-sac  puncture  in  early  cases  is  not  known.  A 
premenopausal  woman  should  be  explored  if 
she  has  a tumor  of  the  ovary  that  is  over  5 cm 
in  size  and  that  does  not  regress  during  a three 
month  observation  period.  In  the  postmeno- 
pausal woman  any  ovarian  tumor,  regardless  of 
its  size,  merits  operation  at  once.  This  may  seem 
radical,  but  it  is  the  only  way  to  control  early 
lesions.  A localized  ovarian  cyst  should  not  be 
aspirated,  unless  it  is  impossible  to  remove  the 
tumor  otherwise.  Adequate  walling  off  of  the 
tumor  with  pads  trill  minimize  the  spill  of  ma- 
lignant cells  if  the  tumor  is  ruptured.  The  oppo- 
site ovary  must  always  undergo  careful  investi- 
gation. including  bisection,  as  in  many  instances 
a small  tumor  of  the  uninvolved  ovary  is  missed. 
The  future  of  early  diagnosis  of  ovarian  cancer 
probably  lies  in  detecting  abnormal  ovarian, 
hormonal  or  enzymatic  patterns  either  in  urine 
or  blood.  Work  is  progressing  in  this  area  and 
will  hopefulh  result  in  an  adequate  screening 
test  soon. 

cancer  of  the  vulva 

Cancer  of  the  vulva  constitutes  one  per  cent 
of  all  cancers  in  women  and  three  to  four  per 
cent  of  all  gynecologic  cancers.18  This  disease 
is  characterized  by  a verv  long  pre-invasive  per- 
iod, and  because  it  is  superficial  and  actually 


constitutes  a type  of  skin  cancer,  it  should  be 
detectable  at  a very  early  stage.  This  is  usually 
a disease  of  old  age,  and  because  women  in  this 
age  group  generally  have  an  unusual  degree  of 
modesty,  they  fail  to  seek  out  the  physician  until 
the  disease  is  advanced.  Fifty  per  cent  of  patients 
with  carcinoma  of  the  vulva  have  metastases 
when  first  seen  by  a physician.  Positive  nodes 
are  seen  as  high  as  the  common  iliac  and  even 
the  aortic  area.  Any  lesion  of  the  vulva  that  does 
not  respond  to  therapy  within  one  month  should 
be  removed  for  biopsy.  The  location  of  the  bi- 
opsy site  is  a question  that  is  frequently  raised. 
If  there  is  a definitive  lesion  it  automatically 
becomes  the  area  of  biopsy.  When  there  is  a 
wide  area  of  involvement,  the  Richart  stain 
should  be  used.  The  area  is  covered  by  a one 
per  cent  solution  of  toluidine  blue  that  is  re- 
moved after  a few  minutes  with  one  per  cent 
acetic  acid.19 

Tissue  for  biopsy  should  be  taken  from  areas 
that  are  not  decolorized  by  acetic  acid.  The  ac- 
curacy of  this  test  is  in  the  90  per  cent  range. 
Another  method  that  employs  radioactive  phos- 
phorus is  being  investigated,20  in  order  to  simpli- 
fy the  procedure  and  make  it  more  applicable 
for  widespread  use. 

It  is  important  to  remember  that  cancer  of 
the  vulva  is  a multi-centric  disease  and  high 
recurrence  rate  may  be  due  to  persistence  of  the 
disease,  or  may  simply  be  due  to  a new  area  of 
cancer  development.  No  other  gynecological  le- 
sion offers  a greater  opportunity  for  early  diag- 
nosis. Special  attention  should  be  given  to  wo- 
men over  60  years  of  age  who  have  a history  of 
leukoplakia,  kraurosis  vulvae,  granulomatous 
venereal  disease,  pruritus,  pigmented  lesions, 
chronic  ulcer,  syphilis  and  radiation. 

cancer  of  the  vagina 

Cancer  of  the  vagina  accounts  for  one  to  two 
per  cent  of  cancers  in  the  female  genital  tract.21 
Early  diagnosis  is  particularly  important  be- 
cause of  the  minimal  protection  from  metastasis 
offered  by  the  vagina's  thin  wall,  with  its  abund- 
ant lymphatic  and  vascular  supply.  The  proxi- 
mity of  the  rectum  and  bladder,  which  do  not 
tolerate  large  doses  of  radiation,  is  a complicat- 
ing factor  in  the  therapy.  Many  physicians  have 
the  habit  of  inserting  a speculum  into  the  vagina, 
opening  it  in  the  routine  antero-postero  fashion. 
This  obscures  the  anterior  and  posterior  wall  of 
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the  vagina,  and  because  primary  cancer  of  the 
vagina  occurs  most  frequently  in  the  upper  post- 
erior wall,  it  is  often  missed.  When  examining 
older  patients,  the  speculum  should  be  rotated 
and  all  the  walls  carefully  inspected. 

cancer  of  the  fallopian  tube 

Cancer  of  the  fallopian  tube  with  an  incidence 
of  0.3  per  cent,  is  extremely  rare  and  only  500 
cases  have  been  reported  in  the  literature.22  It 
should  be  suspected  when  one  is  confronted  with 
an  unexplained  positive  Papanicolaou  smear.23 
It  is  estimated  that  about  14  per  cent  of  positive 
Pap  smears  without  positive  findings  on  dila- 
tation and  curretage  or  cervical  biopsy  are  the 
result  of  carcinoma  within  the  abdominal  cavity, 
distal  to  the  uterine  fundus.  Unfortunately,  by 
the  time  the  physician  is  able  to  feel  an  adnexal 
mass,  the  disease  is  usually  beyond  the  help  of 
surgery.  These  symptoms  should  alert  the  phy- 
sician to  the  possibility  of  this  condition:  dis- 
charge, vaginal  bleeding  (may  be  orange  col- 
ored), hydrops  tubae  profluens,  pain  and  an  ad- 
nexal mass. 

choriocarcinoma 

The  literature  on  choriocarcinoma  is  far  out 
of  proportion  to  its  incidence.  In  a report  of 
100,000  deliveries  at  the  Chicago  Lying-in  Hos- 
pital only  60  hydatidiform  moles  were  detected.24 
When  it  is  realized  that  only  two  per  cent  of 
these  moles  eventually  become  choriocarcinoma, 
the  rarity  of  this  disease  in  the  United  States  can 
be  appreciated.  The  deadliness  of  this  condition 
lias  been  reversed  by  antifolic  acid  drugs,  alka- 
loids of  certain  plants,  alkylating  agents  and 
antibiotics.  Treatment  is  related  to  the  stage  of 
the  disease,  and  there  is  a 74  per  cent  plus 
chance  of  survival  for  five  years  with  chemo- 
therapy.25 The  possibility  of  choriocarcinoma 
should  be  considered  in  all  cases  of  unexplained 
postpartum  or  postmolar  bleeding,  with  or  with- 
out uterine  enlargement.  Fifty  per  cent  of 
choriocarcinomas  are  secondary  to  hydatidiform 
mole,  about  25  per  cent  occur  after  spontaneous 
abortion  and  approximately  another  25  per  cent 
follow  normal  pregnancy.  A persistent  elevation 
of  gonadotropins  without  evidence  of  pregnancy 
is  indicative  of  choriocarcinoma,  until  it  is 
proven  otherwise.  Once  a mole  is  diagnosed,  it 
is  the  responsibility  of  the  physician  to  conduct 
a systematic  follow-up. 


summary 

What  the  physician  can  do  to  lower  the  mor- 
tality of  gynecological  cancer  depends  on  edu- 
cation of  public  and  physicians  and  alerting 
them  of  signs  and  symptoms  of  cancer.  It  is  es- 
sential that  we  help  patients  overcome  their 
fear  and  inertia  and  that  the  physician’s  moti- 
vation to  detect  cancer  in  its  earliest  stages  be 
constantly  stimulated.  While  we  recognize  that 
some  private  practitioners  are  doing  an  excellent 
job  in  detecting  cancer,  we  feel  that  group  ef- 
forts would  result  in  greater  accuracy.  Better 
results  could  be  achieved  by  malignancy  detec- 
tion teams,  either  in  private  group  affiliations 
between  practicing  physicians,  group  clinics, 
hospitals,  clinics  or  government  subsidized  mal- 
ignancy detection  centers. 

There  is  no  doubt  that  with  the  increasing 
demands  of  a burgeoning  population,  newer, 
more  efficient  methods  of  diagnosing  cancer  will 
have  to  be  applied  in  the  future.  Automated 
reading  of  Papanicolaou  smears,  self  collection 
of  material  for  re-examination,  use  of  para- 
medical personnel  to  do  certain  superficial  and 
mechanical  procedures,  and  other  imaginative 
innovations  will  be  needed  to  increase  the  over- 
all effectiveness  of  cancer  detection  programs. 
Our  present  manpower  is  inadequate,  so  imagi- 
nation and  ingenuity  are  imperative.  ■ 

100  East  77th  St.  10021 

(Dr.  Barber ) 
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THE  INNOVATOR 

The  backbone  of  this  f the  pharmaceutical ] industry  consists  of  the  innovators — 
those  firms  that  strive,  through  creative  effort,  to  assure  the  continuing  flow  of  valuable 
new  pharmaceuticals,  and  to  maintain  the  highest  quality  standards  for  their  existing 
products.  There  are  other  companies  in  the  pharmaceutical  industry  which  engage  only 
in  the  manufacture  of  drug  products  developed  by  others.  I am  not  here  to  criticize  these 
non-innovators.  Theirs  is  a legitimate  business  undertaking.  All  firms  marketing  high 
quality  drug  products  at  competitive  prices  perform  an  important  economic  function. 
The  fact  remains,  however,  that  their  costs  of  doing  business  and  their  contributions  to 
the  public  health  are  generally  much  less  than  those  of  the  innovator  companies. 

It  is  not  an  exaggeration  to  say  that  much  of  the  misunderstanding  that  exists  with 
respect  to  the  drug  industry  arises  from  the  failure  to  distinguish  between  these  different 
types  of  manufacturers.  The  company  which  has  the  complex  and  extensive  facilities 
and  the  highly-trained  personnel  necessary  to  discover  and  develop  drugs  which  some- 
one else  has  not  already  marketed  maintains  cost  burdens  which  are  reflected  in  its 
prices.  The  non-innovator  does  not  support  such  effort  and  therefore  does  not  incur  the 
expense  in  time  and  dollars  necessary  to  make  comparable  vital  contributions  to  the 
health  of  mankind. 

The  innovator  must  assemble  and  support  a highly  specialized  team  of  research 
scientists  such  as  physicians,  pharmacologists,  toxicologists,  virologists,  biologists,  chem- 
ists, biochemists,  pharmacists,  engineers  and  other  technical  specialists.  When  their 
knowledge  and  skills  are  applied  to  a disease  problem,  there  is  no  way  to  tell  in  advance 
how  much  time  and  money  will  be  required  to  find  a solution,  if,  indeed,  one  is  found 
at  all. 

— C.  Joseph  Stetler,  President 

Pharmaceutical  Manufacturers  Association, 
from  statement  given  before  Senate 
Select  Small  Business  Committee,  Novem- 
ber 16,  1967 
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Intrauterine  Fetal  Transfusion 

for  Severe  Rh  Disease 


WAYNE  L.  JOHNSON,  M.  D.  / LARRY  L,  BREWER,  M.  D.  / CHARLES  A.  HUNTER,  JR.,  M.D. 

Seattle,  Washington 


Spectrograph ic  analysis  of  amniotic  fluid  gives  an  accurate  indication  of  the 
severity  of  fetal  Rh  disease.  Prediction  of  fetal  death  by  this  means  should  be 
used  as  an  indication  for  intrauterine  fetal  transfusion  prior  to  33  weeks  gesta- 
tion. The  transfusions  are  best  begun  at  25  weeks  and  repeated  at  10  to  14  day 
intervals  until  the  33rd  to  35th  week,  at  which  time  labor  should  be  induced. 
Rh  immunoglobulin  shows  promise  of  solving  the  problem  by  preventing  it. 


Sampling  of  the  amniotic  fluid  during  preg- 
nancy is  accepted  practice  in  the  obstetrical 
management  of  the  Rh  negative  patient. 
Technique  of  amniocentesis  and  spectrographic 
analysis  of  the  results  previously  have  been  re- 
ported.1 In  the  last  four  years  at  the  University 
of  Washington  Hospital  over  275  amniotic  fluid 
specimens  have  been  analyzed  for  Rh  disease. 
Height  of  the  curve  from  the  expected  slope  be- 
tween 360  and  600  millimicrons  is  measured  at 
450  millimicrons  in  optical  density  units  (O.D.). 
This  is  illustrated  in  Figure  1.  This  optical  den- 


Fig.  1 Spectographic  curve  of  amniotic  fluid  of  a 
severely  affected  fetus. 


Fig.  2 Liley’s  chart  of  optical  density  values  at  450 
millimicrons  as  a method  of  predicting  severity  of  fetal 
disease. 


si ty  value  is  then  plotted  on  a graph  constructed 
by  Liley,  Figure  2.2  Figure  3 represents  optical 
density  readings  plotted  on  this  graph  for  pa- 
tients whose  follow-up  was  available.,  From  the 
data  on  this  graph  and  those  reported  by  others, 
analysis  of  amniotic  fluid  is  an  accurate  indicator 
of  severity  of  fetal  disease.3'5 

Management  is  predicated  on  the  amniotic 
fluid  spectrographic  peak  at  450  millimicrons. 
If  the  amniotic  fluid  shows  a low  peak  at  450 
millimicrons,  the  pregnancy  is  allowed  to  go  to 
term.  If  the  fetus  is  moderately  affected,  pre- 
term induction  is  frequently  indicated.  If  the 
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WEEKS  GESTATION 


Fig.  3 Our  data  plotted  on  Liley’s  chart.  The  points 
represent  amniotic  fluid  OD  readings  and  the  outcome  of 
the  pregnancy. 


peak  is  in  the  severe  range  and  intrauterine 
death  is  expected,  intrauterine  transfusion  is  in- 
dicated. It  there  is  a borderline  reading,  or  cjues- 
tion  of  management  of  delivery  arises,  another 
amniotic  fluid  tap  two  weeks  later  will  help  de- 
cide whether  the  peak  is  higher  or  lower  and  aid 
in  deciding  management.  Regardless  of  the  tim- 
ing of  delivery,  preparations  for  adequate  pedi- 
atric care  must  be  made,  including  immediate 
exchange  transfusion. 

indications  for  intrauterine  fetal  transfusions 

When  amniotic  fluid  optical  densities  are  in 
the  severely  affected  range,  Figure  2,  intra- 
uterine death  occurs  prior  to  term.  In  1963,  in 
attempt  to  avoid  this,  Liley  first  performed  an 
intrauterine  transfusion,  instilling  whole  blood 
cells  into  the  fetal  peritoneal  cavity.6  Our  data, 
Figure  3,  also  indicate  that  intrauterine  death 
can  be  anticipated  with  an  optical  density  in  the 
severe  range.  We  have  used  this  as  an  indication 
foi  intrauterine  transfusion  prior  to  32  weeks. 
Liggins  has  advocated  minimal  optical  density 
values  for  indication  of  fetal  transfusion  as  il- 
lustrated in  Figure  4."  If  optical  density  of  the 
amniotic  fluid  is  higher  than  this  line,  the  fetus 


Weeks  gestation 

Fig.  4 Liggins'  chart  of  minimal  OD  values  indicating 
fetal  transfusion.  Intrauterine  transfusion  is  indicated  if 
OD  readings  are  above  the  solid  line. 


is  destined  for  intrauterine  death  unless  blood 
can  save  it.  Fetal  transfusion  is  indicated  as  a 
lifesaving  procedure  regardless  of  risk  to  the 
fetus. 

technique  of  intrauterine  fetal  transfusion 

Once  the  indication  for  fetal  transfusion  is 
established,  preferably  at  about  25  weeks  gesta- 
tion. the  mother  is  admitted  to  the  hospital  and 
intrauterine  transfusion  scheduled  with  the  X- 
ray  department.  Twelve  to  twenty-four  hours 
prior  to  transfusion,  a repeat  amniocentesis  is 
clone  and  15  ml  of  50  per  cent  sodium  diatrizoate 
(Hypaque)  is  injected  into  the  amniotic  sac.  A 
repeat  spectrographic  analysis  is  done  in  order 
to  check  on  the  initial  value  prior  to  instituting 
transfusion.  All  patients  in  our  series  have  had 
duplicate  readings  of  amniocentesis  values  prior 
to  transfusion.  An  x-ray  of  the  abdomen  is  taken 
after  injection  of  diatrizoate  to  check  for  fetal 
hydrops.  Just  prior  to  fetal  transfusion,  a radio- 
opaque  mark  is  placed  on  the  mother’s  umbilicus 
and  films  are  taken  to  establish  the  position  of 
the  fetus.  If  the  fetus  has  swallowed  the  dye,  its 
intestinal  pattern  is  outlined.  Such  a pattern  is 
shown  in  Figure  5. 

The  patient  is  sedated  and  the  fetus  oriented 
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Fig.  5 Intestinal  pattern  demonstrated  on  fetogram  12 
hours  after  intra-amniotic  injection  of  15  cc  diatrizoate. 
A marker  is  placed  on  the  mother’s  umbilicus  for  orienta- 
tion. 


under  t lie  image-intensifier  fluoroscopy  unit  witli 
television  monitoring.  The  mother’s  skin  is  sur- 
gically prepared,  draped  with  sterile  towels,  and 
the  proposed  needle  site  is  injected  with  local 
anesthetic.  A 16  gauge,  8 inch  needle  is  inserted 
through  the  skin  and  uterine  wall  into  the  am- 
niotic  cavity  and  on  into  the  fetal  abdomen 
under  fluoroscopic  control.  A sense  of  resistance 
is  felt  when  the  amniotic  cavity  is  entered  and 
when  the  fetal  peritoneal  cavity  is  entered.  In- 
jection of  a small  amount  of  diatrizoate  will  re- 
veal location  of  the  tip  of  the  needle,  as  illus- 
trated in  Figure  6.  When  it  is  ascertained  that  the 
tip  of  the  needle  is  in  the  peritoneal  cavity,  a 
small  catheter  is  inserted  through  it  and  it  is 
withdrawn.  Another  film  is  then  taken  while 
diatrizoate  is  being  injected  through  the  catheter 
to  check  the  position.  If  the  catheter  location  is 
satisfactory,  50-100  cc  of  prewarmed  O negative 
packed  cells  are  injected  through  it  in  10  cc 
increments  over  a 30  to  60  minute  period.  The 
catheter  is  then  withdrawn. 

The  amount  of  blood  transfused  varies  with 
the  size  of  the  infant.  Between  25  and  30  weeks 
approximately  40  to  80  cc  per  transfusion  is  used 
and  between  30  and  33  weeks  up  to  100  cc  of 
packed  cells  is  used. 


Fig.  6 Injection  of  diatrizoate  through  needle  to  check 
position  of  needle  tip  in  fetal  abdominal  cavity. 


The  patient  is  allowed  to  ambulate  freely  and 
can  be  discharged  several  hours  after  the  trans- 
fusion is  completed.  This  procedure  is  repeated 
every  10  to  14  days  until  after  34  weeks  when 
labor  is  induced  and  the  patient  delivered. 

results 

At  the  University  of  Washington  Hospital,  in 
the  last  three  years,  35  fetal  transfusions  have 
been  performed  for  20  patients. 

Twelve  of  the  babies  were  born  alive,  8 were 
stillborn  and  6 have  survived  more  than  6 weeks, 
Tables  1 and  2.  All  of  the  stillbirths  occurred 
prior  to  32  weeks’  gestation  and  all  were  hy- 
dropic at  birth.  This  indicates  severe  disease  and 


Table  1 

Fetal  Transfusions 


Total  number  of  transfusions  35 

Babies  born  live  12 

Babies  stillborn  8 


Total  number  of  patients  20 
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Table  II 

Liveborn  Babies  (12) 


Number 

Week's 

of  Fetal 

Gestation 

Gms. 

Lbs. 

Transfusions 

At  Delivery 

Outcome—  Follow-up 

1220 

2-11 

1 

34 

Died 

1280 

2-13 

1 

26 

Died 

1350 

3-0 

1 

34 

Died 

1410 

3-2 

2 

37 

Died 

1490 

3-5 

1 

29 

Died 

1530 

3-6 

3 

33 

Living — 6 weeks 

1890 

4-3 

2 

34 

Died 

1950 

4-5 

3 

33 

Living — 1 year 

1960 

4-5 

3 

33 

Living — 8 weeks 

2040 

4-8 

1 

30 

Living — 7 weeks 

2110 

4-11 

3 

33 

Living — 9 weeks 

2870 

6-5 

2 

40 

Living — 1 year 

probablv  death  from  the  disease  in  spite  of  the 
intrauterine  transfusions.  The  babies  that  were 
born  live  and  subsequently  died  either  were 
severely  hydropic  and  died  soon  after  birth  or 
developed  hyaline  membrane  disease  and  died 
of  respiratory  distress.  All  of  these  babies  died 
within  the  first  three  days  of  life. 

complications 

The  complications  of  intrauterine  transfusion 
are  primarily  fetal.  Since  the  procedure  is  a 
closed  technique,  and  the  positioning  of  the 
needle  is  approximate,  it  frequently  requires 
more  than  one  attempt  to  position  the  needle  in 
the  fetal  peritoneal  cavity.  In  our  series,  we  have 
identified  location  of  the  needle  in  the  retro- 
peritoneal  space  and  the  flank  or  abdominal 
wall  in  several  instances,  and  in  the  chest  in  one 
case.  These  misplacements  of  needles  are  trau- 
matic. but  in  no  instance  did  the  fetus  die  sucl- 
denl\  at  the  time  of  fetal  transfusion.  The  fact 
that  all  stillborn  infants  showed  evidence  of 
fetal  hydrops  indicates  that  tliev  probable  died 
of  theii  disease  in  spite  of  fetal  transfusion 
rathei  than  because  of  it.  Little  comfort  can  be 
derived  from  this  observation,  however,  since 
this  is  a traumatic  procedure  and  should  be 
clone  onlv  with  clear  cut  indication.  The  risk 
is  j ust i I iecl  onlv  if  intrauterine  fetal  death  can 
be  accurately  predicted. 

One  mother  developed  an  amnionitis  follow- 
ing fetal  transfusion,  went  into  spontaneous 
laboi  and  delivered,  72  hours  after  the  trans- 
fusion. Culture  of  the  amniotic  fluid  revealed 


Staphylococcus  aureus,  coogulase  positive.  The 
patient  was  treated  with  cloxacillin  and  re- 
sponded well.  The  baby  was  born  live,  but  was 
severely  hydropic  and  died  soon  after  birth. 

Premature  labor  is  a common  hazard  associat- 
ed with  Rh  disease  and  the  incidence  may  be 
increased  by  the  trauma  of  intrauterine  trans- 
fusion. In  only  three  patients  in  our  series  of 
12  liveborn  infants  was  induction  of  labor  nec- 
essary. A number  of  these  patients  went  into 
premature  labor,  but  not  directly  after  a 
transfusion. 

prevention  of  Rh  disease 

Current  reports  of  specific  Rh  immunoglobu- 
lin look  promising.8  This  immunoglobulin,  given 
in  small  closes  a few  hours  after  delivery  in  a 
patient  who  is  non-sensitized,  seems  to  protect 
her  from  developing  antibodies  and  protect  her 
in  future  pregnancies  from  the  immunologic  re- 
sponse of  increased  titer  of  antibodies  leading 
to  severe  Rh  disease.  T his  substance  is  still  under 
investigation  and  not  vet  clinically  available. 

current  management 

The  RIi  negative  patient  should  have  the 
usual  obstetrical  workup,  including  blood  type 
and  Rh  titer.  If  the  liter  is  1:32  or  higher,  am- 
niocentesis is  indicated  at  about  24  weeks’  ges- 
tation. Repeat  liters  or  repeat  amniocentesis  max 
be  clone  later  during  pregnancy  to  determine 
management. 

If  the  optical  density  peak  at  450  millioni- 
crons  falls  in  the  severe  zone  when  plotted  on 
Liley's  graph,  fetal  transfusion  is  indicated.  Once 
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a course  of  fetal  transfusion  is  decided,  repeat 
fetal  transfusions  at  10  to  14  days  are  done  until 
34  weeks’  gestation  when  delivery  is  considered. 

In  our  series  of  35  fetal  transfusions  on  20 
patients,  there  are  six  long-term  survivors  for  a 
salvage  rate  of  approximately  30  per  cent.  All 
of  these  infants  were  predicted  to  suffer  intra- 
uterine death  prior  to  delivery.  Fetal  transfusion 


is  an  heroic,  last-ditch  effort  to  salvage  an  infant 
where  the  outlook  otherwise  is  grim.  I'lie  best 
solution  to  this  problem  would  seem  to  be  that 
of  prevention.  Rli  immunoglobulin  shows  prom- 
ise of  being  able  to  accomplish  it.  ■ 

University  of  Washington 
School  of  Medicine  98105 
(Dr.  Johnson) 


abstracto 


El  andlisis  espectrogrdfco  del  fluido  amnio  tic  o pro- 
porcina  una  indicacion  precisa  de  la  severidad  de  la 
enjermedad  Rh.  La  prediccion  de  la  muerte  fetal  por 
este  metodo  seria  tisada  como  una  indicacion  para  trans- 
fusion intrauterina  antes  de  las  33  sent  an  as  de  la  gesta- 


cion.  Es  me  for  empezar  las  trails  f u si  ones  a las  25 
semanas  y repetirlas  a intervalos  de  10-14  dias  hast  a 
las  33  a las  35  semanas,  momento  en  que  se  induciria 
el  parto.  Las  immunoglohulina  Rh  promete  resolver  el 
prohlemna  prei  intend olo. 
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Congenital  Stenosis 
of  the  Cervical  Spinal  Canal 

VINCENT  C . H I N C K,  M.  D„  and  DONALD  V . BISHOP,  M.  D.,  Portland,  Oregon 


Congenital  stenosis  of  the  cervical  spinal  canal  is  a condition  in  which  the 
sagittal  diameter  of  the  spinal  canal  is  small.  In  the  presence  of  stenosis,  common 
conditions  of  the  cervical  spine  (e.  g.  spondylosis,  subluxation,  and  herniated  disc) 
mild  enough  to  be  innocuous  in  the  normal  population  may  cause  cord  damage. 
Regardless  of  what  lesion  or  structure  encroaches  on  the  spinal  canal,  if  there  is 
enough  space  around  the  cord,  it  zoill  be  displaced;  if  not,  it  will  be  compressed. 
The  greater  the  degree  of  stenosis,  the  less  the  available  space  for  displacement 
and  the  greater  the  likelihood  of  compression . Presently  used  surgical  procedures 
have  not  given  permanent  relief  in  all  cases. 


It  is  known  that  the  spinal  cord  or  nerves,  or 
both,  can  be  compressed  by  osteophyte,  sub- 
luxed  vertebra  or  herniated  disc;  that  the  like- 
lihood of  compression  varies  directly  with  the 
degree  of  encroachment  upon  the  spinal  canal; 
and  that  the  site  of  encroachment  determines 
which  neural  tissues  are  involved. 

It  is  not  commonly  recognized  that  the  likeli- 
hood of  compression  is  inversely  proportional  to 
the  size  of  the  spinal  canal.  If  the  canal  is  large, 
particularly  with  reference  to  the  sagittal  di- 
ameter, a moderate  amount  of  encroachment  can 
be  tolerated  because  the  spinal  cord  will  be  dis- 
placed without  being  compressed.  But  if  the 
canal  is  stenotic,  the  space  for  displacement  is 
reduced. 

We  became  aware  of  congenital  stenosis 
through  reading  an  article  by  Payne  and  Spillane 
concerning  cervical  spondylosis,  in  which  they 
stateil  that  “.  . . the  development  of  myelopathy 
may  also  be  related  to  the  initial  size  of  the 
canal.”1  To  assess  canal  size  they  established 
normal  adult  values  for  the  cervical  sagittal  di- 
ameters, Figure  1. 


Fig.  1.  The  sagittal  diameter  of  the  cervical  spinal  canal 
is  determined  by  measurement  on  the  laterial  spine  radio- 
graph. It  is  the  shortest  distance  between  the  inner  sur- 
face of  the  spinous  process  and  the  dorsal  surface  of  the 
associated  vertebral  body  as  indicated  by  the  arrows.  (For 
normal  values  see  Fig.  2) 
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Fig.  2.  Ninety  per  cent  tolerance  limits  for  sagittal  di- 
ameter of  spinal  canal  from  Cl  through  C5  in  subjects 
three  to  18  years  of  age.  (A  90  per  cent  tolerance  range  is 
predicated  from  the  observed  sample  in  which  the  middle 
90  per  cent  of  subjects  similar  to  those  in  our  sample  will 
fall  with  99  per  cent  confidence.2  Five  per  cent  of  normal 
subjects  can  be  expected  to  fall  outside  each  end  of  de- 
fined range.) 


Hinck,  V.  C.,  Sagittal  diameter  of  the  cervical  spinal 
canal  in  children,  Radiology  (July)  1962.  Reprinted  with 
permission  from  Radiology. 

These  values  have  been  refined  and  supple- 
mented with  normal  values  for  children,  Figure 
2.  Children’s  measurements  were  included  in 
order  to  facilitate  a search  for  symptomatic  ste- 
nosis at  earlier  ages.  Several  children  with  steno- 
sis have  since  been  encountered  but  all  were 
asymptomatic. 

By  contrast,  with  the  normal  sagittal  measure- 
ments available,  we  have  encountered  live  or  six 
symptomatic  adult  patients  annually.  A series 
of  six  seen  at  our  clinic  has  been  reported  else- 
where.5 A number  of  asymptomatic  adults  have 
also  been  discovered  and  are  under  observation. 

case  reports: 

Case  1 A 43  year-old  male  was  seen  November  30, 
1965,  for  evaluation  of  a neurologic  disorder  pre- 
viously diagnosed  as  multiple  sclerosis.  He  com- 
plained of  weakness  of  all  extremities,  difficulty  in 
walking,  leg  muscle  spasms,  impotence,  and  sharp, 
shooting  pain  radiating  from  the  left  shoulder  down 
the  arm  followed  by  tingling  in  the  same  distribution. 


initiated  by  left  lateral  flexion  of  the  neck.  He  also 
complained  of  occasional  spontaneous,  uncontrolled 
bowel  movements,  urinary  urgency,  hesitancy,  and 
increasing  frequency  of  spontaneous  muscle  spasms. 

During  childhood  and  early  adult  life  he  had  in- 
curred several  neck  injuries,  the  latest  in  1942  dur- 
ing a football  game.  Thereafter  slowly  progressive 
weakness  of  extremities  occurred  and  continued  un- 
remittingly. 

Examination  showed  spastic  quadriparesis  with 
typical  gait  and  spasms  initiated  by  voluntary  move- 
ment. There  was  limitation  of  left  lateral  neck  flex- 
ion due  to  pain,  hypalgesia  below  C5  and  pares- 
thesia of  C7-C8  on  the  left.  Abdominal  reflexes  were 
absent  intermittently  on  the  right.  Deep  tendon  re- 
flexes were  markedly  hyperactive.  Bilateral  achilles 
and  patellar  clonus  and  right  radial-periosteal 
clonus  were  sustained.  The  Hoffmann  sign  was  posi- 
tive and  plantar  response  extensor  bilaterally.  There 
was  extensor  contracture  of  the  right  ankle.  Fascicu- 
lations  of  shoulder,  upper  chest  muscles,  right  arm 
and  forearm  were  noted.  Sensation  was  intact  except 
for  a patchy  loss  of  light  touch  perception.  There 
was  no  neurologic  abnormality  above  the  cervical 
level. 

Spine  radiographs , Figures  3A-B:  The  spinal  canal 
was  narrowest  at  C4.  There  were  degenerated  discs  at 
C3-C4  and  C4-C5  associated  with  posterior  osteo- 
phytic  bars.  Postero-lateral  osteophytes  encroached 
on  neural  foramina  at  several  levels,  particularly  at 
C3-C4  and  C4-C5,  more  on  the  right  than  on  the 
left.  There  were  anterior  osteophytes  at  C3-C4.  Sag- 
ittal diameters  of  vertebral  bodies  C3  and  C4  were 
slightly  increased. 

Myelogram:  Root  sleeve  compression  was  evident 
at  multiple  levels,  particularly  at  C4-C5  on  the  right. 
The  lateral  cross-table  radiograph  with  neck  extend- 
ed, Figure  3 C,  showed  almost  complete  obliteration 
of  the  Pantopaque  column  between  C4  and  C6  with 
extradural  impression  by  ventral  osteophytes  and  hy- 
pertrophied dorsal  ligaments.  Without  extension 
there  was  a bar  across  C4-C5  plus  root  sleeve  defects 
and  smaller  bars  at  C5-C6  and  C6-C7. 

Operation  was  performed  October  24,  1966.  Total 
laminectomy  from  C4  through  C6  was  supplemented 
by  subtotal  laminectomy  at  C3  and  Cl.  The  spinal 
cord  was  atrophic  in  all  diameters.  There  were  large 
spondylotic  bars  at  all  levels  between  C3  and  Cl.  the 
largest  being  at  C5-C6.  There  was  no  evidence  of 
foraminal  nerve  root  compression.  Dentate  ligaments 
were  transected  and  the  dura  approximated. 

Postoperatively,  the  hyperreflexia  was  partially  re- 
lieved in  the  upper  extremities.  Lower  extremity 
spasticity  remained  a problem  but  he  was  able  to 
walk  using  a cane.  In  March,  1967,  Lhermitte’s  sign 
was  noted  and  the  patient  felt  that  his  spasticity  was 
worse.  The  deep  tendon  reflexes  in  the  upper  ex- 
tremities had  returned  to  their  pre-operative  level  of 
hyperactivity. 

Case  2.  A male  laborer,  age  55,  had  been  dis- 
abled following  partial  recovery  from  effects  of  a 
fall,  fifteen  years  before  admission.  There  was 
atrophy  and  paralysis  of  muscles  of  the  upper  right 
arm  and  shoulder.  Sagittal  diameters  were  small  be- 
tween C4  and  C6  and  there  were  numerous  osteo- 
phytes from  C3  to  Cl.  Laminectomy  was  not  bene- 
ficial. 
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Fig.  3A,  Case  I,  Radiograph:  The  spinal  canal  is  narrowest 
at  C4.  Discs  C3-C4  and  C4-C5  show  degenerative  narrow- 
ing with  moderately  large  posterior  osteophytes.  There  is 
a smaller  osteophyte  at  C5-C6.  C4  is  displaced  on  C5. 


Case  3.  A 46  year-old  male  laborer  was  first  seen 
January  19,  1966.  He  complained  of  neck  pain 
radiating  over  the  scalp,  weakness  and  numbness  oi 
the  left  side  of  the  body,  and  hyperesthesia  of  neck 
and  upper  extremities. 

History  showed  that  on  December  7.  1961  he  fell 
seven  feet  onto  a truck  engine.  He  was  treated  for 
toe  fractures  but  not  for  complaints  of  cervical  and 
low  back  pain  which  persisted  thereafter  although  he 
continued  to  work. 


Cl  2 3 4 5 6 7 


Fig.  3B,  Graph  depicting  sagittal  measurements  front  3A. 
The  stippled  area  represents  90  per  cent  tolerance. 


Six  months  prior  to  his  clinic  visit,  after  having 
experienced  paresthesias  of  the  upper  extremities  for 
several  months,  he  awakened  unable  to  move  his 
left  leg.  Movement  improved  during  the  next  two 
weeks  but  he  had  to  use  crutches  from  there  on. 

From  that  time  until  admitted  he  noted  increasing 
neck  and  scalp  pain,  increasing  weakness  with  de- 
creasing size  of  the  left  arm.  onset  of  difficulty  in 
grasping  objects  with  the  left  hand,  occasional  jerking 
ol  the  left  arm  or  left  leg.  or  both,  and  a tendency  to 
fall. 

Examination:  On  the  left  there  were  atrophy  of  in- 
terosseous muscles  and  weakness  of  grip  in  the  hand, 
fasciculations  of  the  flexor  carpi  ulnaris  muscle,  ab- 
sent abdominal  reflexes,  hyperactive  patellar  and 
achilles  reflexes  with  clonus,  anesthesia  of  the  ulnar 
border  of  the  hand,  hemihypesthesia,  and  hemi- 
hypalgesia.  Deep  tendon  reflexes  were  2 plus  to  3 
plus  in  the  upper  extremities  and  the  Hoffmann  sign 
w'as  strongly  positive  bilaterally.  Plantar  response 
was  flexor  bilaterally.  There  was  marked  tenderness 
over  the  cervical  spine  and  neck  motion  was  re- 
stricted by  50  per  cent  in  all  but  extension. 

Spine  radiographs;  Figures  4A-B:  The  canal  wras 
narrow  except  at  Cl  and  narrowest  between  C3  and 
C6.  Discs  were  degenerated  between  C3  and  C6 
without  apparent  bar  formation.  Small  Luschka  joints 
were  noted  at  several  levels. 

Myelogram,  Figure  4C:  Flow  of  contrast  sub- 
stance stopped  at  C6.  A few  drops  passed  the  ob- 
struction, sufficient  to  show  ventral  extradural  im- 
pressions at  all  interspaces  between  C2  and  C6.  This 
apparently  was  due  to  subluxation  at  these  levels  in 
extension. 

Surgery.  February  2,  1966:  Laminectomy  was  done 
from  C3  through  C6  and  hemilaminectomy  at  Cl. 
The  spinal  cord  was  atrophied  to  approximately  one- 
half  its  normal  size.  Despite  atrophy  the  cord  bal- 
looned out  and  pulsated  under  pressure  as  the  lami- 
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Fig.  3C,  Myelogram:  Cross-table  radiograph  with  patient 
prone  and  neck  extended  shows  almost  complete  oblitera- 
tion of  Pantopaque  column  between  C4  and  C6  with 
ventral  impressions  of  osteophytes  and  dorsal  impressions 
of  Iigamenta  flava.  Without  neck  extension,  the  column 
was  not  obliterated  but  there  was  a prominent  bar  defect 
at  C4-C5  and  smaller  bar  defects  at  adjacent  interspaces. 


nae  were  removed.  There  were  huge  transverse  spon- 
dylotic  bars;  the  largest  was  at  C5-C6,  the  others  at 
C3-C4  and  C4-C5.  The  dentate  ligaments  were  tran- 
sected at  four  levels  and  the  dura  closed. 

Immediate  response  to  surgery  was  good  but  there 
has  since  been  slow  progression  of  symptoms. 

Case  4.  A mentally  retarded  male,  age  42,  was  dis- 
playing progressive  instability  of  gait,  weakness  of 
hands,  discomfort  of  the  left  arm  and  leg,  and  rectal 


incontinence.  He  had  degenerative  disc  disease  at 
C5-C6,  a large  posterior  osteophytic  bar,  and  nar- 
rowing of  the  canal  between  C4  and  C6.  The  myleo- 
gram  showed  obstruction  at  C6.  Surgery  did  not  give 
significant  relief. 

discussion 

In  these  cases,  as  in  the  previously  reported 
series,  males  predominate,  Table  I.5  Males  are 
probably  not  more  prone  to  cervical  stenosis  but 
they  are  more  prone  to  trauma  which  leads  to 
herniated  disc,  vertebral  subluxation  or  spondy- 
losis with  spinal  cord  compression. 

Individuals  with  cervical  stenosis  are  apt  to 
develop  symptoms  of  cord  compression  at  an 
early  age.  In  the  present  group  of  four,  one 
patient  dated  onset  of  symptoms  from  age  21.  In 
the  previous  series  of  six,  one  patient  dated  onset 
from  age  31,  another  front  37.  It  is  significant 
that  these  three  patients  had  severe  stenosis,  the 
minimal  sagittal  diameters  being  12.5,  12.0  and 
13.0  mm  respectively. 

Because  the  spinal  cord  occupies  8.5  to  10.0  mm 
of  tl'e  sagittal  diameter,  a 12  or  13  mm  measure- 
ment leaves  little  free  space.  This  space  normally 
is  further  diminished  during  extension  of  the 
neck  because  the  Iigamenta  flava  relax  and  fold 
inwardly  encroaching  on  the  spinal  canal  from 
the  dorsum.6-8 

Stenosis  may  be  complicated  by  cord  compres- 
sion without  antecedent  trauma,  witness  two  or 
three  of  the  ten  cases  (onset  at  ages  31,  36,  and  51 
respectively).  The  wear  and  tear  to  which  the 
neck  is  usually  subjected  often  suffices  to  cause 
physiologic  degenerative  changes  after  age  30.  In- 
tervertebral discs  undergo  clessication  and  fibril- 
lation or  herniation  into  adjacent  vertebral  boclv 
with  loss  of  height  and  consequent  bulging  of 
the  annulus  fibrosis  with  formation  of  osteo- 
phytes.9 With  diminution  of  disc  height,  the  pos- 
terior longitudinal  ligament  (which  extends 
along  the  posterior  surface  of  the  vertebral 
bodies)  and  the  Iigamenta  flava  become  lax,  and 
both  bulge  into  the  canal  during  extension.1  Re- 
laxation of  ligaments  also  allows  subluxation  ot 
vertebrae. 

Even  in  the  absence  of  stenosis,  after  age  50 
these  changes  are  often  great  enough  to  produce 
cervical  cord  damage.10  With  stenosis,  cord  dam 
age  can  occur  earlier  and  be  more  severe,  given 
a lesion  of  equal  magnitude. 

Regardless  of  what  type  of  structure  or  lesion 
encroaches  on  the  spinal  canal,  if  there  is  enough 
space  around  the  cord,  it  will  be  displaced;  if 
not.  it  will  be  compressed.  The  greater  the  de- 


271 

Northwest  Medicine,  March,  1968 


Table  I 


Case  Number 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

Sex 

F 

M 

M 

M 

M 

M 

M 

M 

M 

M 

Age 

36 

82 

40 

51 

54 

53 

43 

55 

46 

42 

Age  at  onset 

31 

82 

37 

51 

51 

53 

21 

55 

45 

42 

Minimal  sagittal 
diameter  (mm) 

12 

15 

13 

13 

12 

12.5 

12.5 

14 

12 

13 

Onset  related  to  trauma 

- 

+ 

+ 

— 

+ 

+ 

+ 

+ 

+ 

- 

Vertebral  subluxation 

— 

— 

+ 

— 

— 

+ 

+ 

+ 

+ 

- 

Posterior  disc  herniation 

+ 

Posterior  osteophytes 

+ 

+ 

+ 

+ 

+ 

- 

+ 

+ 

+ 

4- 

Intervertebral  foraminal 
encroachment 

+ 

+ 

+ 

+ 

+ 

— 

+ 

— 

— 

— 

Manometric  obstruction 

— 

+ 

— 

+ 

+ 

— 

not 

done 

— 

— 

— 

Myelographic  obstruction 

+ 

+ 

+ 

+ 

- 

- 

— 

— 

+ 

- 

Cord  compression 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-f 

- 

Cervical  sensory  nerve 
deficit 

+ 

— 

+ 

+ 

+ 

+ 

+ 

— 

+ 

— 

Cervical  lower  motor 
neuron  deficit 

— 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-A- 

Sphincter  disturbance 

+ 

+ 

— 

— 

— 

— 

+ 

— 

— 

— 

Cases  7-10  in  the  table  are  cases  1-4  in  this  report  Cases  1-6  in  the  table  were  reported  in  detail 
previously,  see  reference  5. 


gree  of  congential  stenosis,  the  less  the  amount  ol 
available  space  for  displacement  and  the  greater 
the  likelihood  of  compression.  Also,  the  greater 
the  degree  of  stenosis,  the  less  the  degree  of  en- 
croachment necessary  to  cause  neurologic  signs 
and  symptoms. 

Stated  otherwise,  small  lesions,  which  would 
be  innocuous  for  the  average  individual,  can  be 
incapacitating  in  the  patient  with  a very  small 
spinal  canal.  Therefore,  when  examining  the 
lateral  radiograph  of  the  cervical  spine,  one 
should  consider  the  size  of  the  spinal  canal  in 
evaluating  the  significance  of  associated  lesions. 

Foramina!  encroachment  and  spinal  canal  en- 
croachment are  entirely  distinct  entities  and 
may  occur  together  or  separately.  The  cervical 
spinal  roots  may  be  compressed  by  eitlier  fora- 
minal  or  spinal  canal  encroachment  or  both.  In 
the  spinal  canal  t lie  dorsal  root  may  be  com- 


pressed between  the  ligamentum  flavum  and  the 
spinal  cord  near  its  exit  from  the  cord.  Likewise, 
the  ventral  root  may  be  compressed  between 
bulging  annulus  with  its  osteophytes,  or  herni- 
ated disc  and  the  spinal  cord.  In  the  interver- 
tebral foramina,  the  roots  may  be  compressed 
by  bulging  annulus,  herinated  disc  or  osteophytes 
of  the  apophyseal  articulations. 

Manometric  obstruction  need  not  be  present, 
even  with  severe  cord  compression.  The  cervical 
spinal  canal  is  triangular  and  often  the  antero- 
lateral sulci  are  deep.  Under  these  circumstances 
severe  cord  compression  by  a midline  protrusion 
may  occur  but  one  or  both  sulci  remain  patent. 
Because  of  infolding  of  ligamenta  flava  or  verte- 
bral subluxation,  block  may  be  found  only  in 
extension.  It  is  advisable  to  check  for  obstruction 
in  extension  but  this  must  be  done  with  care.  It 
is  important  to  reali/e  that  in  tiie  presence  of 
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Fig.  4A,  Case  3.  Radiograph:  Canal  is  narrowest  between 
C3  and  C6.  Discs  between  C3  and  C6  are  narrow  due  to 
degenerative  disease.  Osteophytes  are  evident  anteriorly 
at  each  level  but  there  are  no  apparent  postrior  osteo- 
phytes. 


cervical  cord  compression,  forced  extension  of 
the  neck  may  produce  severe,  irreversible  spinal 
cord  damage. 

Ten  cases  of  symptomatic  cervical  canal  ste- 
nosis have  been  reported  from  our  clinic.  All 
have  had  weakness  of  legs,  difficulty  in  walking, 
and  hyperactive  deep  tendon  reflexes  in  the  low- 
er extremities.  Clonus  was  noted  in  the  lower 
extremities  of  nine  patients.  A positive  Hoff- 
mann sign  was  present  bilaterally  in  nine  pa- 
tients and  unilaterally  in  one,  whereas  an  ex- 
tensor plantar  response  was  present  bilaterally  in 
seven.  Muscle  weakness  was  combined  with  atro- 
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Fig.  4B.  Graph  depicting  sagittal  measurements  from  4A. 
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phy  or  fasciculations,  or  both,  in  one  or  both 
upper  extremities  in  nine  patients,  pain  or 
numbness  in  one  or  both  upper  extremities  in 
eight,  and  sphincter  disturbance  in  four. 

Postoperative  results  of  the  four  patients  in 
the  present  series  were  discouraging.  In  the 
previous  series  of  six  patients,  five  improved 
post-operatively  and  one  refused  surgery.  With 
longer  follow  up,  two  of  the  five  reverted  to 
their  pre-operative  state.  In  one  case  we  did  a 
myelogram  six  months  after  surgery  and  found 
dorsal  compression  on  extension.  We  assume  it 
was  due  to  buckling  of  soft  tissues  with  intru- 
sion into  the  unprotected  canal.  This  gives  rise 
to  speculation  about  a tvpe  of  operation  that 
would  preserve  the  necessary  space  after  de- 
compression. The  pathologic  prob’em  of  cer- 
vical stenosis  is  a mechanical  one  and  as  such 
should  be  correctable  by  surgery.  It  seems  rea- 
sonable to  assume  that  earlier  recognition  of 
this  disorder  and  improved  surgical  technique 
will  afford  better  results  in  the  future. 

summary 

Congenital  stenosis  of  the  cervical  spinal  canal 
is  not  rare.  It  is  important  to  recognize  this  con- 
dition because,  it  is  a major  factor  if  not  the 
major  factor  responsible  for  spinal  cord  com- 
pression. It  can  lie  easily  recognized  by  inspec- 
tion or  measurement  on  the  lateral  cervical  spine 
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Fig.  4C,  Myelogram:  Flow  of  Pantopaque  stopped  at  C6.  A 
few  drops  managed  to  pass  the  obstruction,  sufficient  to 
show  ventral  extradural  impressions  at  all  interspaces 
between  C3  and  C6.  This  was  caused  by  vertebral  sub- 
luxation in  extension  at  each  level. 


radiograph. 

In  the  presence  of  cervical  stenosis,  common 
conditions  of  the  cervical  spine  (spondylosis, 
suhluxation  and  herniated  disc)  mild  enough  to 
be  innocuous  in  the  normal  population  may 
cause  spinal  cord  damage.  Cord  compression  may 
appear  earlier  in  life,  even  without  history  of 
trauma. 

Cervical  cord  compression  is  often  responsible 
for  spinal  root  symptoms;  the  root  being  com- 
pressed as  it  exits  from  the  cord.  Common  com- 
plaints include  generalized  weakness  of  legs,  dif- 


ficulty in  walking,  and  localized  weakness,  pain 
or  numbness  of  an  upper  extremity.  Common 
physical  findings  in  the  lower  extremities  include 
hyperactive  deep  tendon  reflexes,  clonus  and  ex- 
tensor plantar  responses;  in  the  upper  extremi- 
ties, positive  Hoffmann  signs  and  localized 
atrophy  or  fasciculations. 

Surgery  is  generally  indicated.  ■ 

3181  S.W.  Sam  Jackson  Park  Rd.  (97201) 


abstracto 

La  estenosis  congenita  del  canal  medular  cervical  es 
una  condicion  en  la  que  el  didmetro  sagital  del  canal 
medular  es  pequeiio.  En  la  presencia  de  estenosis , 
situaciones  commies  de  la  columna  cervical  (Ej:  espon- 
dilosis,  subluxacion  y hernia  de  disco)  suficientemente 
belli gnas  coma  para  ser  inocuas  en  la  poblacion  normal, 
pueden  causar  lesion  medular.  Independientemente  de 
la  clase  de  lesion  o estructura  que  compromete  el  canal 
medular.  si  hay  espacio  suficiente  alrededor  de  la 
medula,  esta  sera  desplazada : si  no,  sera  comprimida. 
Cuanto  mayor  es  el  grado  de  estenosis,  menor  es  el 
espacio  disponible  para  el  desplazamiento  mayor  la 
posibilidad  de  compresion.  Los  procedimientos  quirur- 
gicos  usados  hasta  el  presente  no  han  dado  una  mejora 
permanente  en  tod  os  los  casos. 
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Animals  and  Medicine 


MELVILLE  F.  PUGH,  Seattle,  Washington 

Those  interested  in  using  animals  for  medical  research  and  those  interested  in 
protecting  animals  from  cruel  treatment  are  actually  interested  in  the  same  thing. 
Misunderstanding  can  be  eliminated , or  at  least  diminished,  by  more  adequate 
explanation  of  what  is  being  done  in  research.  Responsible  management  of 
laboratories  and  strict  enforcement  of  rules  are  essential  to  improved  public 
acceptance  of  animal  experimentation. 


The  American  Society  for  the  Prevention  of 
Cruelty  to  Animals  founded  in  1866  in 
New  York  City,  devoted  itself  during  its 
early  years  to  eliminating  such  things  as  the 
cruel  treatment  of  work-horses  by  their  drivers, 
die  “docking”  of  horses’  tails  for  show-ring  pur- 
poses, and  cock  fighting.  Later,  the  ASPCA  was 
joined  in  some  of  its  interests  by  other  organiza- 
tions such  as  the  Humane  Society  of  the  United 
States,  the  National  Anti-Vivisection  Society  of 
the  United  States,  and  the  Vivisection  Investiga- 
tion League.  Great  stimulus  was  given  these 
groups  by  the  publication  in  Great  Britain  of 
the  1912  “Report  of  the  Royal  Commission  to 
Investigate  Vivisection”.  This  presentation 
groups  all  such  organizations  under  the  term 
“animal  protective  groups”. 

Medical  research  dates  hack  at  least  to  the 
ancient  Kings  of  Persia  and  to  the  Roman  Em- 
perors and  has  continued  over  the  years  to  add, 
bit  by  bit,  to  our  knowledge  of  how  the  human 
body  functions,  how  to  correct  impairments,  and 
how  to  prevent  and  cure  disease.  The  term 
“medical  groups”  is  used  herein  to  include  the 
medical  societies,  researchers  and  others  inter- 
ested in  medical  research  or  the  results  thereof. 

Whatever  justification  there  might  have  been 
at  some  time  in  the  past,  there  developed  a deep- 
seated  animosity  between  medical  groups  and 
animal  protective  groups.  The  medical  people 
saw  the  animal  protective  group  as  misguided, 
meddlesome  do-gooders  intent  on  limiting,  sev- 
erely restricting,  or  even  completely  banning,  the 
use  of  animals  for  research  purposes.  And  the 
animal  protective  people  saw  the  medical  people 
as  sadists  intent  on  inflicting  the  crue’.est  of 
treatment  upon  animals  in  the  name  of  research 


What  neither  side  has  realized  or  has  been 
willing  to  admit  openly,  is  that  they  have  a 
common  objective  in  the  humane  care  and  treai- 
ment  of  animals.  For  example,  in  1963,  the 
Animal  Facilities  Standards  Committee  of  the 
Animal  Care  Panel,  National  Academy  of  Sci- 
ences, and  National  Research  Council,  pub- 
lished a “Guide  for  Laboratory  Animal  Facili 
ties  and  Care”.  This  guide  can  be  helpful  to 
pounds  and  animal  shelters.  Great  progress  has 
been  made  by  research  centers  in  rebuilding  or 
replacing  older  animal  quarters,  and  much  more 
in  this  direction  has  been  authorized  and 
planned. 

Many  thoughtful  persons  in  the  animal  pro- 
tective groups  now  recognize  the  past  results  of, 
and  the  continuing  need  for,  animal  experimen- 
tation, but  there  remains  a deep-seated  suspicion. 
I have  concluded  that  this  feeling  of  suspicion 
is  partially  due  to  activities  and  inactivities  of 
medical  groups.  1 consider  the  American  Medi- 
cal Association  as  having  been  and  as  now  being 
in  the  strongest  and  best  position  to  take  steps 
to  allay  these  suspicions.  First,  let’s  look  at  the 
background: 

1.  A substantial  number  of  well-authenticated 
instances  in  which  researchers  have  inflicted 
wholly  unjustified  pain  and  suffering  on  ani- 
mals; In  the  cases  1 investigated,  I could  find  no 
published  record  of  disciplinary  action  against 
the  researcher  at  fault.  But  these  instances  are 
becoming  infrequent  and  so  it  might  be  assumed 
that  some  internal  control  action  has  been  taken. 
Also  many  widely  publicized,  unsubstantiated 
claims  of  cruelty  by  researchers  have  been  so 
grossly  exaggerated  as  to  make  the  claims 
patently  suspect. 
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2.  The  emotion-charged  reaction  of  pet-lovers 
to  real  or  fancied  cases  of  mishandling  of  ani- 
mals by  researchers. 

3.  The  nefarious  practice  of  “clog-napping”  in 
the  more  densely  populated  regions;  It  must  be 
conceded  that  any  research  group  purchasing 
such  animals  shares  the  guilt. 

4.  I Yhat  has  seemed  to  many  lay  persons  as  a 
sort  of  “holier  than  thou”  attitude  of  the  AMA, 
both  in  published  statements  and  in  an  apparent 
aversion  to  open  discussion  with  lay  people;  This 
was  apparent  to  me  in  visits  I made  in  1963  to 
four  teaching-research  centers  in  order  to  see 
animal  quarters  and  observe  the  handling  of 
laboratory  animals.  Armed  with  impeccable  ref- 
erences, I was  permitted  to  visit  the  quarters  but 
several  people  told  me  flatly  that  no  layman 
could  really  understand  what  was  going  on.  For- 
tunately, I was  able  to  dispel  this  feeling  shortly 
after  my  first  contact  and  thereafter  found  all 
doors  open  to  me. 

5.  In  some  instances  the  paid  staff  people  of 
the  animal  protective  groups  seem  to  be  more 
interested  in  keeping  their  remunerative  jobs 
than  exploring  and  initiating  moves  to  establish 
better  rapport  with  the  medical  groups.  Likewise 
there  has  been  no  action,  discernible  to  me,  by 
the  medical  group  to  seek  a common  ground  of 
understanding. 

So  we  arrive  at  a basic  question: 

WHAT  CAN  BE  DONE? 
open  the  door  — tell  the  story 

Color  T-V  Documentaries:  On  February  12 
and  19,  1967,  the  ASPCA  presented  a two-part, 
color  television  documentary  on  ABC's  Dis- 
cover\  '67  program,  that  told  the  story  of  ani- 
mal shelters.  The  program  showed  a special  zoo- 
room for  children,  special  facilities  at  an  airport 
for  handling  animals  being  flown  to  and  from 
New  York  City,  and  work  of  the  Animal  Rescue 
Squad.  Such  a documentary  series  showing  the 
animal  research  side  of  the  story  cotdd  be  tre- 
mendously successful  if  it  was  well  directed  and 
narrated  by  a well-known,  sympathetic  person- 
ality. 

Doctor-Patient  Contacts;  Physicians  and  sur- 
geons have  a marvelous  opportunity,  when  talk- 
ing with  patients,  to  make  brief  references  to  the 
part  animals  have  played  in  developing  the  medi- 
cation being  prescribed  or  in  perfecting  the  sur- 
gical procedures  to  be  employed.  (With  a few 
patients,  of  course,  such  comments  had  better 
be  left  unsaid.)  This  activity  wotdd  require  two 


things  to  be  successful:  1.  Providing  the  physi- 
cian with  the  necessary  background  informa- 
tion. 2.  A “selling”  program  to  interest  the  phy- 
sician in  making  the  comments  and  another  pro- 
gram to  keep  that  interest  alive.  Residts  from 
the  program  wotdd  be  difficult  to  measure  and 
would  be  slow  to  manifest  themselves.  In  the 
long  run,  however,  there  wotdd  be  an  increas- 
ingly solid  support  for  medical  research  from  the 
general  public. 

Panel  Discussions,  Club  and  Study  Group  Pro- 
grams; There  are  innumerable  situations  that 
could  be  effectively  presented  to  the  public  bv 
panel  discussions  over  television  and  before 
large  club  meetings,  or  by  lecture-demonstra- 
tion programs  for  smaller  groups.  Certainly,  the 
medical  participants  in  these  activities  must  be 
personable,  sincere  and  believable. 

Hospital  Volunteer  Aides  and  Women’s  Aux- 
iliaries; These  groups  would  seem  to  be  made  to 
order  for  providing  widespread  dissemination 
of  the  real  story  of  how  animals  are  used  in  medi- 
cal research.  They  should  be  well-informed  about 
the  subject  and  should  be  ready  to  tell  the  stor\ 
whenever  and  wherever  the  opportunity  presents 
itself. 

This  activity  should  also  include  groups  who 
help  raise  funds  for  specialized  fields  of  medi- 
cine, such  as  the  Orthopedic  Hospital  Guilds, 
the  American  Cancer  Society,  and  the  American 
Heart  Association. 

The  Specialty  Animal  Clubs  (such  as  the  Col- 
lie Club  and  Retrievers  Club);  Special  attention 
should  be  given  these  groups  with  the  objective 
of  gaining  their  active  support  or,  at  least,  in- 
suring against  their  active  opposition. 

Elevate  the  Status  and  Quality  of  the  Vivarium 
Staff;  The  Director  of  Vivarium  of  a teaching- 
research  institution  of  any  size  and  consequence 
should:  1.  Be  a D.V.M.  and  either  an  M.D.  or  a 
Ph.D.  in  the  relevant  biological  sciences.  2.  Re- 
port directly  to  the  administrative  director  of  the 
institution,  with  rank  equal  to  that  of  other  de- 
partment heads. 

Animal  care  personnel  should  be  selected  with 
great  care,  and  they  should  have  an  Animal 
Technician  Certificate  or  should  be  required  to 
qualify  for  this  Certificate  as  a condition  of 
con  t i nued  em  ploy  men  t . 

Enforce  Disciplines  on  Researchers;  Someone 
should  be  given  the  authority  to  insure  the  hu- 
mane treatment  of  animals  while  they  are  being 
used  and  cared  for  by  researchers.  Perhaps,  the 
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fully  qualified  Vivarium  Director  is  in  the  best 
jx>sition  to  assume  this  responsibility.  In  every 
one  of  the  authenticated  cases  of  unjustified  in- 
humanity to  laboratory  animals,  which  I have 
learned  about,  the  “culprit”  was  an  un-super- 
vised  researcher,  or  his  superior. 

Science  Classes  below  University  Level;  Here 
is  another  use  of  live  animals  and  one  that  re- 
ceives too  little  attention.  At  the  very  least,  the 
medical  people  should  provide  reasonable  stand- 
ards for  the  guidance  of  the  school  administra- 
tive people.  Similar  attention  should  be  given  the 
institutions  of  higher  education  that  do  not  have 
associated  medical  schools.  Some  type  of  inspec- 
tion must  be  provided. 

For  too  long  a time  the  AMA  and  related 
medical  groups  took  a defensive,  protective,  at- 
titude toward  public  comment  about  medical 
activities  and  especially  toward  critical  comment. 
Happily,  this  attitude  seems  to  be  on  its  way  out, 
but  its  total  extinction  needs  to  be  greatly  ac- 
celerated. 

In  conclusion  I urge  the  medical  groups  to: 

1.  Be  aggressive  in  seeking  out  and  correcting 
cases  of  improper  handling  of  laboratory 


animals. 

2.  Expedite  the  improvements  in  animal  care 
facilities. 

3.  Upgrade  the  qualifications  and  status  of 
animal  care  staffs. 

4.  Open  the  door  so  that  all  may  see  and  un- 

derstand what  has  been,  is  being,  and  will 
be  accomplished  through  the  use  of  live 
animals  for  medical  research  and  experi- 
mentation. ■ 500  Wall  Street  (98121) 


The  article  presented  under  the  subject  "Animals  and 
Medicine"  is  one  product  of  the  material  which  I have 
gathered  in  studies  that  began  in  October.  1963.  I have 
made  “on-the-ground”  inspections  of  the  animal  facilities 
at  McGill  University  Medical  School,  Harvard  Medical 
School,  Northwestern  University  Medical  School,  and  the 
Medical  School  of  the  University  of  Washington  and  have 
had  extensive  discussions  with  the  staffs  of  all  four  in- 
stitutions. My  reading  has  covered  a wide  range  of  printed 
material  of  which  the  most  helpful  and  fruitful  have  been 
these  two  books:  Claude  Bernard's  “An  Introduction  to 
the  Study  of  Experimental  Medicine,”  published  in  1857. 
Charles  Richet’s  "The  Pros  and  Cons  of  Vivisection"  first 
published  in  the  English  language  in  1908. 

Throughout  these  studies  I have  had  two  prime  sources 
of  inspiration,  my  personal  physician,  and  my  personal 
surgeon.  In  addition  to  ministering  to  my  ailments,  they 
have  been  my  good  friends  and  critics. 

MELVILLE  F PUGH 


abstracto 


Aquellos  interesados  en  usar  animates  para  investiga- 
tion medica  y aquellos  interesados  en  pro/eger  animates 
de  tratamientos  crueles  estan  actualmente  interesados 
en  la  misma  cosa.  Mai  entendimiento  puede  ser  elim- 
inado,  o al  menos  disminuido  con  una  mayor  y adecu- 


ada  explication  de  lo  que  estd  haciendo  en  investiga- 
tion. La  administration  responsahle  de  los  laboratories 
y la  ejecucion  estricta  de  las  reglas  son  esenciales  para 
mejorar  la  aceptacion  publica  de  la  experimentation 
animal. 


PROTECTORATE 

A Protectorate  was  an  arrangement  by  which  a strong  country  agreed  to  protect  a 
weak  country  from  all  tyranny.  Except  from  the  strong  country  itself. 


from  a child's  exam  paper 
— cited  by  Art  Linkletter 
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X-Ray  of  the  Month 

SUBMITTED  BY  WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


A five-year  old  child  experienced  intermittent  pain  and  swelling  of  the  knees  and 
ankles  over  a three  year  period.  There  were  no  systemic  symptoms.  Films  of  both  knees 
show  identical  findings. 

see  page  314 
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OREGON 


Oregon  Medical  Association  —21 64  s.  w.  park  place,  Portland,  Oregon  9720s 


president  Glenn  M.  Gordon,  M.D.,  Eugene 

secy.-treas.  Noel  B.  Rawls,  M.D.,  Astoria 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Oct.  1-4,  1968,  Portland 


Epilepsy  Seminar  Scheduled  April  5,  6 

A seminar  on  Epilepsy  will  be  presented  on  April 
5.  6 at  the  Hilton  Hotel  in  Portland.  Co-sponsors  for 
the  program  are:  Western  Epilepsy  League,  Uni- 
versity of  Oregon  Medical  School,  Dept,  of  Con- 
tinuing Medical  Education,  and  the  Oregon  State 
System  of  Higher  Education. 

Guest  speaker  will  be  W.  Grey  Walter,  Ph.D,  Di- 
rector of  Physiology,  Burden  Neurological  Institute, 
Bristol.  England. 

No  registration  fee  is  required. 

PROGRAM 

Friday,  April  5 

8:00a.m. — Registration,  Hilton  Hotel 

8:55  a.m.- — Welcome,  M.  Roberts  Grover,  Jr.,  M.D. 

9:00  a.m. — Modern  Definition  and  Concepts, 

Classification  and  Categorization  of 
Epilepsy,  Philip  T.  White,  M.D. 

9:45  a.m  .—Adult  Epilepsy,  Case  discussion 
I 1 :00  a.m.- — Adult  Epilepsy,  Panel  discussion, 

James  M.  Watson,  M.D.,  Moderator 

1:45  p.m. — EEG  and  Electrical  Phenomenon  of 
Epilepsy,  W.  Grey  Walter,  Ph.D. 

2:30  p.m.— Childhood  Epilepsy,  Case  discussion 

3:45  p.m. — Status  Epilepticus, 

Philip  T.  White,  M.D. 

4:00  p.m. — Childhood  Epilepsy,  Panel  discussion 
James  M.  Watson,  M.D.,  Moderator 

4:45  p.m. — Epilogue, 

Richard  D.  Walter,  M.D. 

Saturday,  April  6 

9:00  a.m. — Cinema  Verite,  Film,  Convulsive 
Disorder,  Philip  T.  White,  M.D. 


9:45  a.m. — Socio-Economic  Impact  of  Epilepsy, 
Alethia  Becker,  Social  Worker 
10:15  a.m. — Questions  and  Answers 
10:45  a.m. — Panel  discussion, 

Robert  Dow,  M.D.,  Moderator 

1:30  p.m. — Behavior  and  Epilepsy, 

W.  Grey  Walter,  Ph.  D. 

2:15  p.m. — Panel  Discussion, 

Janice  Stevens,  M.D..  Moderator. 


James  H.  Seacat  awarded 


James  H.  Seacat,  Sa- 
lem surgeon,  was  pre- 
sented an  award  for  “out- 
standing service  to  the 
medical  community,”  at 
the  annual  meeting  of  the 
Marion-Polk  Medical  So- 
ciety. Dr.  Seacat  is  the 
first  physician  to  receive 
the  award  that  the  So- 
ciety plans  to  present  an- 
nually. 

Dr.  Seacat  is  a past- 
president  of  the  Oregon 
Medical  Association,  and  a past  president  of  the 
Marion-Polk  Medical  Society.  He  is  Vice-president 
of  the  Oregon's  Physicians’  Service,  and  Chairman 
of  the  OMA  Committee  on  Charitable  Medical  Care. 

Dr.  Seacat  is  serving,  for  his  third  term,  as  Chair- 
man of  the  Marion-Polk  Medical  Society’s  legal- 
medical  committee. 

Oregon  news  continued  on  page  281 


JAMES  H.  SEACAT.  M.D. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


__  start  with  __ 

Tetrex-F 

:etracyclme  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated. (2)  young  children,  (3)  the  diabetic. 

(4)  those  on  long-term  tetracycline  therapy. 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  w ith  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory. gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  mondial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components,  learnings;  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  W ith  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicitv  may  occur.  In  this  situation.  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions  Bacterial  superinfections 
may  occur  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
lor  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea. flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
1 25  mg.  tetracy cline  and  1 25.000  u nystatin  5 ml..  60  ml.  bottles. 

BRISTOL  LABORATORIES 

BRISTOL  Div  ision  of  Bristol-Myers  Company 

] Syracuse,  New  York  13201 
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Oregon  Medical  Association 

PROCEEDINGS  OF  THE  BOARD  OF  TRUSTEES 


January  6,  1968 


• Statewide  Immunization  program  endorsed 

• Sommer  Memorial  Lecturers  announced 

• Jerry  Gould  goes  to  Washington 

• Med-Aux  Park  III  under  consideration 


The  Board  of  Trustees  of  the  Oregon  Medical 
Association  held  its  regular  monthly  meeting  on 
January  6 in  the  Conference  Room  of  Association 
headquarters. 

The  meeting  was  called  to  order  by  President 
Glenn  M.  Gordon  at  2:00  p.m. 

statewide  immunization 

A “Statewide  immunization  program"  received 
unanimous  endorsement.  The  proposed  program  will 
be  similar  to  the  “End  Measles  Sunday”  that  has  been 
conducted  in  several  states.  Edgar  M.  Rector,  Chair- 
man of  the  Committee  on  Child  Health,  recom- 
mended the  program  in  a report  prepared  jointly 
with  the  Committee  on  Public  Health.  The  report  also 
recommended  that  “each  component  society  be  urged 
to  give  consideration  to  sponsoring  and  underwrit- 
ing such  a program  in  their  own  community  in  co- 
operation with  the  Oregon  State  Board  of  Health 
and  their  local  health  department.” 

lecturers  announced 

Guest  speakers  at  the  1968  Sommer  Memorial 
Lectures,  held  annually  in  conjunction  with  the  an- 
nual meeting  of  the  OMA’s  House  of  Delegates  will 
include  the  following  physicians,  according  to  a re- 
port by  the  Committee  on  Annual  Session:  Richard 
V.  Ebert,  M.D.,  Department  of  Medicine,  Division 
of  Internal  Medicine,  University  of  Minnesota  Medi- 
cal School,  Minneapolis.  Minnesota;  Victor  Richards, 
M.  D.,  Chief  of  Surgery,  Presbyterian  Medical  Cen- 
ter, San  Francisco,  California;  and  Louis  Jolyon 
West,  M.D.,  Professor  of  Psychiatry,  Head  of  the 
Department  of  Psychiatry,  Neurology  and  Behavioral 
Sciences,  University  of  Oklahoma  Medical  Center, 
Oklahoma  City,  Oklahoma. 

It  was  also  announced  that  an  invitation  to  sub- 
mit scientific  papers  and  scientific  exhibits  for  con- 
sideration of  the  Committee  would  be  mailed  soon 
and  that  the  afternoon  of  Thursday,  October  3rd 
was  to  be  reserved  for  scientific  sections. 


Jerry  Gould  goes  to  Washington 

AMA  Field  Representative,  Mr.  Jerry  Gould, 
transferred  to  the  Washington,  D.  C.  office  of  AMA 
on  February  1st.  In  his  announcement  of  the  trans- 
fer, Dr.  Gordon  expressed  OMA’s  deep  appreciation 
for  Mr.  Gould’s  outstanding  past  three  years  of 
service. 

It  was  also  announced  that  Mr.  W.  David  Coyner. 
Field  Representative  would  cover  Oregon  beginning 
February  1st. 

Med-Aux  Park  III  considered 

Mrs.  William  L.  Lehman,  President  of  Woman’s 
Auxiliary,  reported  that  the  continued  success  of  the 
“Doctor’s  Wife”  rose  has  made  possible  the  con- 
struction of  a third  playground  for  retarded  children. 
It  is  hoped,  she  said,  that  Med-Aux  Park  III  can  be 
located  at  a school  in  central  Oregon. 

Mrs.  Lehman  also  reported  that  the  officers  of  the 
Auxiliary  were  continuing  their  visits  to  component 
auxiliaries.  Many  of  these  auxiliaries  are  giving 
special  attention  to  the  AMA-Education  and  Re- 
search Foundation  and  all  were  encouraged  to  as- 
sume roles  of  leadership  in  health  careers  recruitment. 

AMA  to  answer  manpower  report 

Volume  1 of  the  Report  of  the  National  Advisory 
Committee  on  Health  Manpower,  will  be  answered 
by  the  American  Medical  Association,  stated  Max  H. 
Parrott,  AMA  Trustee,  in  a comprehensive  review 
of  recent  AMA  actions.  The  controversial  health 
manpower  report  was  published  this  Fall  and  has 
charged  the  medical  profession  with  failure  to  meet 
the  growing  demand  for  health  services.  Volume  II 
has  net  yet  been  published. 

Dr.  Parrott  suggested  that  the  OMA  will  have  to 
enter  the  field  of  medical  data  banking  in  order  to 
develop  sound  replies  to  critics  of  the  profession. 
information  requested 

James  H.  Seacat,  Chairman  of  the  Committee  on 
Charitable  Medical  Care,  reviewed  recent  communi- 

continued  on  page  283 
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If  this  is 

too  little 

Serpasil  - Esidrix  # 1 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 

Try  this 

Serpasil -Esidrix  #2 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N.  J. 

2/3615 


CIBA 
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continued  from  page  281 

cations  to  the  membership  of  the  Association  with  re- 
spect to  obtaining  information  regarding  the  “usual 
and  customary”  fees  of  physicians  of  the  State  for 
use  of  the  State  Public  Welfare  Commission  in  ac- 
tuarially  establishing  as  nearly  as  possible  the  total 
cost  of  physicians’  services  to  public  welfare  recipi- 
ents. He  reviewed  the  Committee’s  report  presented 
at  the  Board  meeting  on  November  4 which  listed 
the  actions  of  the  State  Public  Welfare  Commission 
within  the  scope  of  the  budgetary  allowance  anti- 
cipated as  the  result  of  the  special  session  of  the 
1967  Oregon  Legislature. 

Presented  to  the  Board  also,  was  the  Committee’s 
letter  to  each  member  requesting  authorization  to 
release  to  the  Public  Welfare  Commission  his  “usual 
and  customary”  charges  on  file  with  Oregon  Phy- 
sicians’ Service  and  the  Aetna  Life  Insurance  Com 
panv.  Oregon  carriers  for  Medicare. 

Dr.  Seacat  recommended  the  Committee  be  au- 
thorized to  “direct  physicians  of  the  State  to  discon- 
tinue sending  copies  of  their  Welfare  Commission 
billings  to  the  office  of  the  Oregon  Medical  Asso- 
ciation.” 

The  recommendation  was  adopted. 

continued  progress  noted 

James  H.  Seacat.  Vice-president  of  Oregon  Physi- 
cian's Service,  illustrated  its  continued  progress  as: 

1.  That  in  22  counties  physician  participation 
has  reached  90  per  cent 

2.  That  in  ten  counties  90  per  cent  participa- 
tion is  expected  soon. 

3.  That  in  five  counties  physicians  are  operat- 
ing their  own  Blue  Shield-type  plan,  but 
many  physicians  in  those  counties  are  also 
participating  members  of  Oregon  Physicians' 
Service. 

medicare  amendments  reviewed 

Ernest  T.  Livingstone,  delegate  to  AMA,  presented 
the  report  of  the  Committee  on  National  Policy  that 
reviewed  the  principal  1967  amendments  to  Public 
Law  89-97  of  special  interest  to  physicians,  and  con- 
tained these  recommendations: 

1.  That  each  member  of  the  Board  of  Trustees 
report  in  a comprehensive  manner  regarding 
the  1967  amendments  to  P.L.  89-97  strong- 
ly recommending  that  each  physician  refer 
to  the  report  on  such  amendments  con- 
tained in  the  December  25,  1967  issue  of 
the  AMA  News,  and  be  alert  for  special 
bulletins  which  may  be  issued  from  time  to 
time  by  the  Part  A intermediary  for  Ore- 
gon, Blue  Cross  of  Oregon,  and  the  Part  B 
carrier  for  Oregon,  the  Aetna  Life  Insur- 
ance Company. 

2.  That  the  Association  prepare  and  distribute 
to  each  physician  a summary  of  the  1967 
amendments  to  P.  L.  89-97  with  appropriate 
comment  regarding  any  special  facets  that 
should  be  understood. 


Both  recommendations  were  unanimously  adopted. 

Dr.  Livingstone  gave  special  emphasis  to  the  re- 
cent ruling  of  the  Internal  Revenue  Service  regarding 
its  intent  to  tax  non-profit  organizations  that  receive 
"unrelated  income”.  He  stated  that  appeals  are  being 
made  from  the  decision  of  the  IRS  and  that  three 
bills  have  been  introduced  in  the  House  of  Represen- 
tatives which,  if  enacted,  would  counteract  the  IRS 
ruling  that  now  makes  income  from  journal  adver- 
tising, the  sale  of  exhibit  space  and  similar  activities 
on  the  part  of  non-profit  organizations  taxable  as 
"unrelated  income.” 

AMA  News  reviews  clinical  session 

Glenn  M.  Gordon,  J.  Richard  Raines,  Ernest  T. 
Livingstone,  and  Clinton  S.  McGill,  presented  brief 
summaries  of  the  principal  actions  of  the  House  of 
Delegates  of  AMA  at  its  1967  Clinical  Session  in 
Houston,  Texas.  All  emphasized  the  importance  of 
members  of  the  Board  of  Trustees  conveying  to  the 
members  of  their  respective  medical  societies  that  the 
principal  actions  of  the  House  of  Delegates  of  AMA 
are  well  summarized  in  the  AMA  News  and  that 
they  should  urge  their  colleagues  to  review  the  sum- 
maries as  reported  in  the  issue  of  December  11,  1967. 

other  action 

The  recommendations  of  the  Executive  Committee 
were  approved: 

1.  That  the  applications  for  Life  membership 
be  approved:  Merl  L.  Margason,  Portland; 
and  E.  E.  Rippey,  Portland. 

2.  That  the  Committee  on  Public  Policy  be 
requested  to  study  and  make  recommenda- 
tions with  respect  to  the  need  for  statu- 
tory recognition  for  paramedical  groups  and 
submit  recommendations  to  the  Board  ot 
Trustees  at  the  earliest  possible  time,  and 
that  such  report  also  include  a definition  ol 
the  scope  of  activities  of  such  paramedical 
groups. 

3.  That  Herman  A.  Dickel,  and  Melvin  W. 
Breese  be  reappointed  to  represent  the  As- 
sociation on  the  Advisory  Group  to  the 
Oregon  Regional  Medical  Program  for  such 
period  of  time  as  is  permitted  by  the  By- 
laws of  that  advisory  group. 

4.  That  the  resignation  of  Melvin  E.  Johnson 
of  North  Bend  as  Trustee  for  the  8th  Dis- 
trict be  accepted  as  of  October  4,  1968 
which  corresponds  to  the  date  his  term  will 
expire. 

5.  That  special  problems  relating  to  hospital 
and  extended  care  facility  utilization  re- 
view under  Medicare  be  referred  to  the 
Committee  on  Hospitals  and  Related  In- 
stitutions. 

6.  That  in  accordance  with  the  Bylaws  of  this 

Association  these  members  be  reappointed 
to  the  Council  on  Medical  Education  for  a 
term  of  two  years:  Melvin  W.  Breese, 

Portland:  Herman  A.  Dickel,  Port- 

continued  on  page  285 
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If  hypothyroidism  leaves  your  patient  feeling  like  this... 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Synthetic  Thyroid  Replacement  Therapy 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


consider 

LETTER* 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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land;  M.  Roberts  Grover,  Jr.,  Portland; 
William  J.  Pyrch,  Oregon  City,  and  Grier 
F.  Starr,  Eugene. 

7.  That  the  Executive  Committee  be  author- 
ized to  submit  the  names  of  three  members 
of  the  Association  to  Governor  Tom  Mc- 
Call for  his  consideration  in  making  an  ap- 
pointment to  the  Oregon  State  Board  of 
Medical  Examiners  for  a five-year  term  be- 


ginning February  29,  1968  and  ending 
February  28,  1973.  (The  incumbent  is  Jon 
V.  Straumfjord  of  Astoria  who  is  eligible 
for  reappointment  in  accordance  with  the 
Association’s  present  policy  adopted  in 
1951). 


The  meeting  of  the  Board  of  Trustees  was  ad- 
journed at  5:00  p.m. 


PROCEEDINGS  OF  THE  BOARD  OF  TRUSTEES 

February  3,  1968 


• Additions  to  Safe  Driver  Standards  Approved 

• Component  Society  Involvement  in  Utilization 
Review  Urged 

• James  A.  Riley  Appointed  to  Council  on  Medical 
Education 

• Proposed  Regulations  of  Board  of  Control 
Questioned. 


The  Board  of  Trustees  of  the  Oregon  Medical  As- 
sociation held  its  regular  monthly  meeting  February 
3.  in  the  Conference  Room  of  OMA  headquarters. 

The  meeting  was  called  to  order  by  President 
Glenn  M.  Gordon  at  2:00  p.m. 

additions  to  safe  driver  standards  approved 

The  Committee  on  Traffic  Safety,  represented  by 
Ralph  R.  Sullivan,  recommended  several  amend- 
ments to  the  current  requirements  of  the  State  Board 
of  Health  for  determining  qualifications  of  epileptics 
and  suspected  epileptics  for  operation  of  motor  ve- 
hicles. Specifically,  these  proposed  amendments  re- 
lated to  the  termination  of  the  follow-up  examina- 
tion. They  are: 

1.  That  the  following  criteria  for  termination 
of  periodic  followup  as  a condition  of  licen- 
sure in  seizure  disorder  cases  be  employed: 

a.  When  such  a case,  regardless  of  type,  has 
been  off  anti-convulsant  treatment  for  a 
period  of  five  consecutive  years  without 
any  seizures,  irrespective  of  electroen- 
cephalographic  findings. 

b.  When  such  a case  has  been  off  anti- 
convulsant medication  for  at  least  two 
years  without  recurrence  of  seizures  and 
when  electroencephalographic  findings  in 
such  case  have  reverted  from  abnormal  to 
normal. 

2.  If  the  alteration  of  anti-convulsant  medica- 
tion by  a physician  in  a well  controlled 
seizure  case  results  in  a seizure  recurrence, 
this  should  not  be  cause  for  re-applying  the 
regular  standard  of  12  months  freedom 
from  seizure. 

These  recommendations  were  unanimously  ap- 
proved and  will  be  submitted  to  the  State  Board  of 


Health  for  consideration.  Copies  of  the  present  stand- 
ards are  available  at  OMA  headquarters. 

component  society  involvement  urged 

The  following  recommendations,  submitted  by  the 
Committee  on  Hospitals  and  Related  Institutions, 
were  adopted: 

1.  That  component  medical  societies  be  urged 
to  become  involved  in  utilization  review  ac- 
tivities in  both  hospitals  and  extended  care 
facilities  and  report  to  the  Committee  the 
extent  to  which  it  has  become  involved  and 
the  results  achieved. 

2.  That  the  Oregon  State  Board  of  Health  be 
requested  to  keep  the  Committee  on  Hos- 
pitals and  Related  Institutions  fully  and 
continuously  informed  with  respect  to  the 
revision  of  the  rules  and  regulations  for  the 
administration  of  the  Law. 

3.  That  the  Committee  be  authorized  to  ob- 
tain information  from  the  Oregon  State 
Board  of  Health  and  especially  the  Hospial 
Survey  and  Construction  Section  with  re- 
spect to  the  interpretation  of  the  need  for 
additional  diagnostic  and  treatment  centers 
which  appears  in  the  Oregon  State  Plan — 
1968  of  the  Oregon  State  Board  of  Health 
for  the  construction  and  modernization  of 
hospitals,  public  health  centers  and  medical 
facilities. 

4.  That  the  Committee  on  Public  Policy  be 
directed  to  develop  and  support  legislation 
to  give  unity  to  physicians  serving  on  utili- 
zation review  committees  for  both  hospitals 
and  extended  care  facilities. 

A fifth  recommendation  proposing  a special  con- 
ference to  discuss  participation  under  the  Compre- 
hensive Health  Planning  Act  of  1966  was  referred  to 
the  Special  Committee  on  Public  Law  89-749.  This 
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action  required  reactivation  of  the  Special  Committee. 

James  A.  Riley  appointed 

The  action  of  the  Executive  Committee,  appoint- 
ing Corvallis  internist  James  A.  Riley  to  the  Council 
on  Medical  Education,  was  unanimously  approved. 
Dr.  Riley  will  fill  the  vacancy  created  by  the  resig- 
nation of  Grier  F.  Starr,  Eugene,  earlier  this  year. 
regulations  questioned 

Proposed  changes  in  the  Board  of  Control  Ad- 
ministrative Rules  and  Regulations  pertaining  to 
local  mental  health  clinics  were  seriously  questioned 
in  an  informational  report  of  the  Committee  on 
Mental  Health. 

Presenting  the  report  was  the  Committee's  Vice- 
chairman,  E.  I.  Silk.  The  report  stated  that  the  Com- 
mittee had  raised  strong  objections  to  the  proposed 
deletion  of  the  present  requirements  that  community 
mental  health  clinics  “must  have  the  active  support 
of  local  medical  societies". 

Also  receiving  consideration  was  the  proposed 
stipulation  that  follow-up  care  be  a mandatory  serv- 
ice of  the  clinics.  The  follow-up  service  would  be 
for  patients  paroled  from  the  state  mental  institu- 
tions. 

Dr.  Silk  informed  the  members  of  the  Board  of 
Trustees  that  the  Mental  Health  Division  and  the 
Board  of  Control  had  been  notified  that  the  Com- 
mittee's views  with  respect  to  the  proposed  changes 
should  be  expressed  only  after  a careful  review  of 
the  extensive  documents  by  each  member  of  the 


Committee. 

perinatal  mortality  statistics 

S.  Gorham  Babson,  Chairman  of  the  Committee 
on  Perinatal  Mortality  Studies  and  Associate  Profes- 
sor at  the  University  of  Oregon  Medical  School,  re- 
ported on  the  International  Conference  on  Pre- 
maturity, sponsored  by  the  AMA  and  held  in  Fort 
Lauderdale,  Florida,  January  11-13. 

An  outstanding  paper  by  Max  H.  Parrott,  mem- 
ber of  the  AMA  Board  of  Trustees,  was  cited  as  an 
example  of  the  breadth  of  the  conference. 

The  perinatal  mortality  situation  in  Oregon  was 
reviewed  extensively.  Oregon's  rank  among  the  States 
from  1940  through  1967  was  viewed  as  very  favor- 
able and  several  interesting  comparisons  were  made 
between  the  infant  mortality  rates  in  Oregon  and 
Sweden.  Room  for  improvement,  however,  was 
noted. 

better  communication  urged 

John  U.  Bascom,  OMA's  official  representative  to 
the  AMA  Conference  on  the  Health  Care  of  the 
Poor,  reviewed  Conference  activities.  Activities  in- 
cluded picketing  by  over  a hundred  low  income 
Chicago  residents,  that  included  many  negroes. 

Dr.  Bascom  emphasized  two  paramount  sugges- 
tions arising  from  the  Conference  discussions.  The 
first  was  that  the  indigent  and  medically  indigent, 
welfare  workers  and  others  concerned  with  the  prob- 
lem be  invited  to  confer  with  medical  association 

continued  on  page  288 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCL  USIVEL  Y for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 
6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292-6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 

Charles  R.  Belknap,  M.D. 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 


Consulting  Psychiatrist 

Physicians 
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Here’s  why  usTareyton  smokers 
would  rather  fight  than  switch ! 


The  charcoal  filter. 


5 


o (onytany- 


The  charcoal  filter  smooths  the  taste  as 
no  other  filter  can . . . soTareyton  tobacco  smokes 
even  milder. . . and  Tareyton  smokers  get  the  taste 

worth  fighting  for.  100’s  or  king  size 
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How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC’ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctvl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 

LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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committees  assigned  to  problems  of  the  health  care 
of  the  poor.  The  second  suggestion  was  that  the 
medical  association  obtain  histories  of  medical  care 
and  proverty  from  poor  people  in  order  to  fully  un- 
derstand and  appreciate  the  problem. 

In  response  to  Dr.  Bascom’s  report,  the  Board  of 
Trustees  requested  the  Committee  on  Charitable 
Medical  Care  (of  which  Dr.  Bascom  is  chairman)  to 
study  the  possibility  of  establishing  communications 
between  physicians,  social  workers  and  public  as- 
sistance recipients. 

increased  readership,  financial  soundness 

Franklin  J.  Underwood,  Chairman  of  the  Com- 
mittee on  Publications,  presented  a report  on  recent 
actions  of  the  Board  of  Trustees  of  northwest 
medicine  and  emphasized  that  the  publication  is 
now  operating  on  a solvent  basis. 

The  report  stated  that  there  had  been  continuing 
improvement  in  the  content  of  scientific  articles,  and 
that  the  work  of  the  Editorial  Advisory  Committee 
was  largely  responsible.  Evidence  of  improved 
quality  is  increasing  readership  among  Northwest 
physicians. 

The  report  urged  greater  liaison  between  the  three 
State  Associations  involved  in  publishing  north- 
west MEDICINE. 

Public  Policy  Committee 

C.  H.  Hagmeier,  who  reported  for  the  chairman  of 
the  Public  Policy  Committee,  indicated  that  the  Com- 
mittee had  reviewed  many  areas  of  potential  legisla- 
tive activity  and  has  appointed  subcommittees  for  an 
in-depth  study  of  each  area. 

A five-man  "Priorities”  committee  was  also  ap- 
pointed; members  of  the  Committee  include:  Don- 
ald F.  Kelly,  J.  Richard  Raines,  Roy  A.  Payne, 
C.  H.  Hagmeier,  and  Clinton  S.  McGill. 

0MPAC  met  March  1 

The  winter  meeting  of  the  OMPAC  board  was  held 
March  1 at  Salishan,  with  Congressman  John  Del- 
lenback  of  Oregon’s  Fourth  Congressional  District  as 
luncheon  speaker.  Representatives  from  the  Wash- 
ington and  California  Medical  Political  Action  Com- 
mittees were  invited.  OMPAC’s  voluntary  member- 
ship effort  is  taking  an  upward  swing. 

Med-Aux  Park  III  planned 

Opportunity  School  in  Redmond,  Oregon,  is  be- 
ing considered  as  a location  for  the  next  Med-Aux 
Park  playground  for  retarded  children,  according  to 
a report  by  Mrs.  William  L.  Lehman,  President  of 
the  Woman’s  Auxiliary.  This  would  be  the  third 
playground  in  Oregon,  made  possible  by  the  distri- 
bution of  the  nationally  famous  "Doctor’s  Wife” 
rose. 

Mrs.  Lehman  reported  on  the  visit  of  State  Aux- 
iliary officers  with  the  Clackamas  and  the  Mult- 
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nomah  County  Auxiliaries,  and  on  a television  in- 
terview regarding  the  GEMS  (Good  Emergency 
Mother  Substitutes)  program. 

action  by  the  executive  committee 

The  following  recommendations  of  the  Executive 
Committee  were  approved: 

1.  That  the  application  of  R.  M.  Blemker, 
of  Eugene  for  Active  Emeritus  Member- 
ship be  approved. 

2.  That  the  recommendations  of  the  Executive 
Committee  submitted  to  Governor  Tom 
McCall  for  his  consideration  in  making  an 
appointment  to  the  Oregon  State  Board  of 
Medical  Examiners  for  a five-year  term  be- 
ginning March  1,  1968  be  affirmed.  The 
Executive  Committee  in  accordance  with 
the  authorization  of  the  Board  of  Trustees 
at  its  meeting  on  January  6,  1968  submitted 
names  of  the  following  physicians  recom- 
mended by  Multnomah  County  Medical 
Society:  Harry  E.  Sprang,  Portland;  Ray- 
mond M.  Reichle,  Portland,  and  John  O. 
Branford,  Portland. 

3.  That  Glenn  M.  Gordon,  Clinton  S.  McGill 
and  Roy  A.  Payne  be  authorized  to  attend 
the  Annual  Workshop  of  AMPAC  to  be 
held  March  9-10  in  Washington,  D.C.  at 
OMA  expense. 

4.  That  Robert  O.  Johnson,  Chairman  of  the 
Committee  on  Mental  Health,  and  Mr. 
Robert  O.  Bissell,  be  authorized  to  attend 
the  AMA  sponsored  National  Conference 
on  Mental  Health,  to  be  held  March  15-16, 
in  Chicago. 

5.  That  the  attendance  of  Mr.  David  N.  Tal- 
bott, Assistant  Executive  Secretary,  at  the 
School  for  New  Executive  Secretaries  spon- 
sored by  the  AMA  and  to  be  held  in  Chi- 
cago, March  11-15,  be  authorized  with  the 
understanding  that  one-half  of  the  cost  of 
Mr.  Talbott’s  participation  will  be  paid  from 
funds  of  the  Council  on  Medical  Education. 

6.  That  President  Glenn  M.  Gordon  be  au- 
thorized to  attend  the  Second  National  Con- 
gress on  the  Socio-Economics  of  Health 
Care  to  be  held  in  Chicago,  March  22-23 
and  sponsored  by  the  AMA,  and  that  copies 
of  the  program  be  sent  to  the  presidents  of 
the  component  medical  societies  of  the  State 
with  recommendation  that  they  consider 
sending  a representative. 

7.  Due  to  conflicts  that  have  developed  rela- 
tive to  meetings  of  the  Board  of  Trustees 
and  Executive  Committee,  the  schedule  of 
meetings  will  be: 

a.  That  the  regular  monthly  meeting  of  the 
Executive  Committee  and  the  Board  of 
Trustees  usually  held  on  the  first  Sat- 
urday of  March  be  cancelled. 

b.  That  the  Executive  Committee  hold  a 
business  meeting  Friday,  March  22  at 
4:00  p.m.  at  the  OMA  office  to  be  fol- 
lowed by  a joint  meeting  with  the  Exe- 
cutive Committee  of  the  Board  of  Trus- 
tees of  Oregon  Physicians’  Service.  (The 
Board  of  Trustees  of  OPS  will  hold  its 
annual  meeting  March  23). 

c.  That  the  Executive  Committee  of  the 
Board  of  Trustees  hold  regular  meetings 


April  6,  1968. 

d.  That  members  of  the  Board  are  reminded 
that  the  Midyear  Meeting  of  the  House 
of  Delegates  will  be  held  April  19-21  at 
Gearhart. 

e.  That  the  Executive  Committee  hold  a 
regular  meeting.  May  4,  at  2:00  p.m. 

f.  That  the  Executive  Committee  and  the 
Board  of  Trustees  meeting  be  held  June 
8 in  order  to  avoid  the  Memorial  Day 
weekend. 

9.  That  the  Executive  Staff  be  authorized  to 
contact  medical  specialty  organizations  and 
offer  the  services  of  the  OMA  office  in- 
cluding executive  and  secretarial  service  and 
use  of  office  facilities. 

In  addition  to  the  above  recommendations,  it  was 
reported  that  a communication  from  S.  Spence 
Meighan,  raising  the  question  of  whether  the  Social 
Committee  on  Medical  Television  should  be  con- 
tinued, was  referred  to  the  Council  on  Medical 
Education. 

The  meeting  was  adjourned  at  4:45  p.m. 

— OBITUARY 

dr.  Arthur  s.  wilson,  of  Portland,  Oregon, 
died  December  27,  1967  at  the  age  of  89.  Dr. 
Wilson  was  a 1900  graduate  of  the  Columbia 
University  College  of  Physicians  and  Surgeons, 
New  York,  New  York.  He  received  an  American 
Specialty  Board  Certification  in  1945.  C.duse  of 


death  was  encephalomalacia. 


63  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 
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irutdAone 

/ • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


<5^ 


iTflc//  tablet  contains: 

Potassium  Iodide JOj  m°. 

Aminophylline 130  mg. 

Phenobarbital,  Camion:  May  be  habit  forming.  . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 


DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  L sual  ior  aininophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
nuiv  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water.  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

M l DRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

ML  DRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO..  INC. 

RICHMOND.  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


Sixth  Annual  Trauma  Day  Program 
Scheduled  April  6 

Injuries  to  the  Knee  will  be  presented  by  the  sec- 
tion of  Orthopedic  Surgery  of  Sacred  Heart  Hospital, 
at  its  Sixth  Annual  Trauma  Day  Program  on  April 
6 at  the  Sacred  Heart  General  Hospital  Audito- 
rium. Eugene.  Oregon. 

PROGRAM 

Morning  Session 

8:55  a.m. — Welcome.  Howard  A.  Molter.  M.D. 
Chief,  Orthopedic  Section 

9:00  a.m. — Physical  Examination  of  the  Injured 
Knee — An  Orderly  Approach,  Donald 
B.  Slocum.  M.D..  Eugene.  Oregon 
9:25  a.m. — Meniscus  Injuries. 

Harry  H.  Kretzler,  Jr..  M.D. 

Seattle.  Washington 
10:05  a.m. — Questions 

10:30  a.m. — Injuries  of  the  Articular  Cartilage. 
Martin  E.  Blazina,  M.D. 

Los  Angeles.  California 
11:15  a.m.- — Ligamentous  Injuries  of  the  Knee, 
Sound-Slide  Program  prepared  by 
Jack  C.  Hughston.  M.D. 

Columbus,  Georgia 
A fternoon  Session 

1:30  p.m. — Astroturf.  Footwear  and  Knee  Injuries. 
Harry  H.  Kretzler,  Jr.,  M.D  . 

Portland.  Oregon 

2:15  p.m. — Tihial  and  Femoral  Condylar  Fractures. 

Martin  E.  Blazina.  M.D. 

3:00  p.m. — Questions 

3:30  p.m. — Vascular  Complications  of  Knee 
Injuries,  Jack  B.  Blumberg.  M.D., 
Portland.  Oregon 

4:00  p.m. — Rotary  Instability  of  the  Knee, 

Donald  B.  Slocum.  M.D. 

4:40  p.m.- — Rehabilitation  after  Knee  Injury, 

Film  prepared  by 

Harry  H.  Kretzler.  Jr..  M.D. 

4:50  p.m. — Discussion 

Huldrick  Kammer  Appointed 

Huldrick  Kammer.  Portland,  has  been  appointed 
a member  of  the  Council  on  Scientific  Assembly  of 
the  American  Medical  Association. 

Dr.  Kammer’s  appointment  was  announced  b\ 
Wesley  W.  Hall,  Chairman  of  the  AMA’s  Board  of 
Trustees. 

The  AMA  council  is  responsible  for  scientific  pro- 
grams and  exhibits  at  the  annual  and  clinical  con- 
ventions of  AMA.  The  annual  convention  program  is 
divided  among  23  different  sections,  each  represent- 
ing a medical  specialty.  Programs  are  developed 
primarily  for  the  physician-learner,  as  a part  of  the 
nationwide  program  of  continuing  medical  education 
for  the  practicing  physician. 
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Future  Courses 

Future  seminar,  and  circuit  courses  to  be  pre- 
sented by  the  University  of  Oregon  Medical  School’s 
branch  of  Continuing  Medical  Education  are: 

Future  Seminar  Courses 

The  Rational  Therapy  and  Control  of  Tuberculosis — 
March  27-29 

Co-Sponsor:  Oregon  Thoracic  Society. 

Epilepsy — April  4-5 

Co-Sponsor:  Western  Institute  on  Epilepsy  and 
Division  of  Continuing  Education  of  the  Oregon 
State  System  of  Higher  Education. 

UOMS  Alumni  Association  Annual  Scientific 
Meeting  and  Sommer  Memorial  Lectures — 

April  24-26 

Basic  Roentgenology  of  the  Skull,  Spine  and 
Extremities — May  16-17 

Future  Circuit  Courses 

Cancer  of  the  Colon — Coos  Bay  and  Corvallis, 
Oregon,  May  8,  9 

Acute  Myocardial  Infarction — Ontario  and  Bend, 
Oregon,  June  4-6 


Physicians  who  are  interested  in  attending  these 
courses  may  obtain  further  information  by  writing: 
Director,  Continuing  Medical  Education,  University 
of  Oregon  Medical  School,  Portland,  Oregon  97201. 

74  Physicians  Licensed 

At  the  conclusion  of  a special  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon 
held  February  6,  1968,  Allan  L.  Ferrin,  M.D.,  Sec- 
retary, announced  that  the  following  physicians  quali- 
fied for  licensure  to  practice  medicine  in  Oregon: 

James  Stuart  Cumming,  M.D.;  Alice  Shannon 
Fuchs,  M.D.;  Joseph  McCammon,  M.D.;  David 
Richard  Rosencrantz,  M.D.;  Ronald  Weldon  Vin- 
yard,  M.D.  and  Jean  Chloe  Wivel,  M.D.,  all  of 
Portland. 

David  Ralph  Ashmun.  M.D.,  Toledo,  Oregon; 
John  Edward  Abbott,  M.D.,  Howard  Hale  Henson, 
M.D.  and  Delbert  Lee  Remy,  M.D.,  United  States 
Navy;  Kent  Dayman  Fergusson,  M.D.,  United  States 
Army;  Raymond  Diedrich,  Neufeld,  M.D.,  Wild- 
wood, Georgia,  and  Willian  Glenn  Prescott,  U.  S. 
Public  Health  Service. 

Frederick  Ray  Tepper,  D.O.,  Fort  Worth,  Texas. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  April  18-20,  1968.  The  next 
State  Board  Written  Examination  will  be  given  on 
July  9 and  10,  1968. 


GJ7Jasy  on 
thec^udget... 

crfPJasy  on 
the  other 

Qf\G\Tablets  (fy  Elixir  j/7) V7) 
cpor  CJ^)eficiency 


1 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


b 
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‘EMPIRIN’®  COMPOUND  with  CODEINE  PHOSPHATE  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2V2,  Aspirin  gr.  3>/2,  Caffeine  gr.  Vz. 

■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  TUCKAHOE,  N Y. 
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Speaking  of  Speaking 


Videotape  recorder  and  camera  were  key  pieces  of  equipment  used  in  the  Speakers  Training  session  of  the  Mult- 
nomah County  Medical  Society  Officers,  Trustees  and  Commissioners  Conference  held  March  1-3  at  Salishan  Lodge. 
Television  monitors  permitted  ‘'instant  replay"  speeches  nd  simulated  interviews. 


The  click  of  a switch  . . . the  whirr  of  video  tape 
. . . and  the  screen  of  the  television  monitor,  shows 
a man  standing  at  a podium,  beginning  to  deliver  a 
three  minute  speech. 

For  30  of  the  persons  attending  the  8th  annual 
Multnomah  County  Medical  Society  Officers,  Trus- 
tees and  Commissioners  Conference  held  March  1-3 
at  Salishan  Lodge  on  the  Oregon  coast,  the  image  on 
the  silver  screen  was  the  culmination  of  two  days  in- 
tensive training  in  techniques  of  speech  delivery. 

Thirty  participants  and  over  100  spectators  at- 
tended the  speech  seminar  presented  by  AMA’s 
Speakers’  Bureau  Seminar  faculty.  Faculty  members 
included  Mr.  Edward  A.  Uzemack,  Director  of  the 
AMA’s  Officers’  Services  Department;  Mr.  Mortimer 
T.  Enright,  Coordinator  of  the  AMA’s  Speakers’ 
Program;  Mr.  Richard  M.  DuMont,  Director  of  the 
AMA's  radio,  television  and  motion  pictures  depart- 
ment; and  Robert  A.  Lang,  Ph.  D.,  Executive  Secre- 
tary of  the  Academy  of  Medicine  of  Cleveland.  Ohio, 
and  former  speech  professor. 

The  seminar  concentrated  on  techniques  of  pre- 
paring and  delivering  a speech.  Participants  read  a 
one-minute  manuscript,  and  then  instant  television 
replays  of  these  readings  were  criticized  for  basic 
problems  such  as  voice  level,  enunciation,  pitch,  and 
variety.  Delivery  techniques  such  as  eye  contact, 
body  movement,  and  emphasis  through  hand  move- 
ment were  also  discussed. 


Participants  were  also  instructed  in  techniques  of 
television  interviews  and  press  conferences.  A major 
emphasis  in  this  area  was  how  to  "defang”  a hostile 
question  and  how  to  "bridge”  in  your  answers  so 
that  you  end  up  giving  an  answer  that  you  want  to 
give.  These  techniques  were  also  illustrated  through 
the  use  of  three  simulated  television  interview  situ- 
ations which  were  played  back  to  the  audience  and 
criticized. 

In  addition  to  the  training  sessions,  those  attending 
had  the  opportunity  to  hear  two.  top-rated  speakers. 
At  a Saturday  luncheon,  Dr.  Lang  spoke  on  “The 
Medium  is  the  Message — But  Who  Gets  the  Mes- 
sage?” At  the  Saturday  banquet.  Rex  K.  Kenyon, 
member  of  the  AMA  Speakers’  Bureau,  and  a hono- 
rary member  of  Multnomah  County  Medical  Society, 
delighted  the  audience  with  a speech  entitled  "How 
to  Get  to  Salishan  3 Times  After  Really  Trying”. 

The  weekend  meeting  at  Salishan  represented  a 
radical  departure  from  past  years  when  Commissions 
met  and  a meeting  of  the  Board  of  Trustees  was  held, 
but  it  appeared  that  all  who  attended  not  only  en- 
joyed, but  learned  from  the  session.  Clinton  S.  Mc- 
Gill. MCMS  President,  commented,  "I  was  amazed 
at  how  much  fun  everyone  had.  at  how  much  we  all 
learned,  and  how  we  were  able  to  smile  and  light- 
heartedly  criticize  our  own  unsmiling  faces  and  often 
unsteady  voices  as  we  delivered  our  speeches.” 
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Picture  of 
a sprained  shoulder 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . .stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte™™ 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 


Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al . : Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al . : Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
1964. 


( McNEIL ) 


PATENT  NO. 


McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


a puzzle 
of  antacid 
complaints 


“Will  this  one 
taste  O.K.?” 


it  help  “my 
gassy  stomach?” 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 


a solution 
to  peptic  ulcer 
distress 


Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


WASHINGTON 


Washington 


State  Medical  Association  -444  N.E.  RAVENNA  BLVD,  Seattle,  Washington  98115 


president  Charles  D.  Muller,  M.D.,  Bremerton 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


Otolaryngology  for  Non-Otolaryngologists 
Slated  April  11,  12 

A program  on  Otolaryngology  for  Non-Otolaryn- 
gologists will  be  presented  at  the  University  of 
Washington  School  of  Medicine  on  April  11,  12. 

The  course  is  designed  as  a refresher  course  for 
general  practitioners,  pediatricians,  internists  and 
other  physicians  who  frequently  encounter  ear.  nose, 
and  throat  problems  and  their  current  diagnosis  and 
management. 

Tuition  fee  for  the  course  is  $60.00.  Check  or 
money  order,  made  payable  to  the  University  of 
Washington,  should  accompany  the  registration  ap- 


OBITUARIES 

james  william  shereey,  Spokane,  Washington, 
died  December  25,  1967 , at  the  age  of  90.  Dr. 
Sherfey  graduated  from  Kansas  City  Medical 
College  in  1905  and  was  licensed  during  the 
same  year.  Cause  of  death  was  coronary  throm- 
bosis. 


oi  l i Johan  pf.derson  of  Everett,  Washington, 
died  December  17,  1967,  at  the  age  of  82.  Dr. 
Pederson  was  a 1915  graduate  of  Northwestern 
University  Medical  School,  Chicago,  Illinois,  and 
was  licensed  in  1932.  He  was  a veteran  of  World 
War  /.  Cause  of  death  was  carcinoma  of  prostate. 


plication.  Applications  may  be  obtained  by  writing 
the  University  of  Washington  School  of  Medicine, 
Division  of  Continuing  Medical  Education,  Seattle, 
Washington  98105. 

The  course  is  acceptable  for  accredited  hours  by 
the  American  Academy  of  General  Practice. 

TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5's  and  25  s 
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CHARLES  D.  MULLER,  M.D. 


President  Johnson  has  proposed  ...  “a  five-year 
child  health  program  to  cover  prenatal  care 
through  the  child's  first  year  for  needy  families.” 
The  justification  is  a simple  statement:  “.  . . it  is  a 
shocking  fact  that,  in  saving  the  lives  of  babies. 
America  ranks  15th  among  the  nations  of  the 
world.” 

Our  profession  is  in  the  midst  of  change;  in  this 
unstable  time  we  are  compelled  to  delineate  plans  for 
a dimly  visualized  future.  Experimentation  is  es- 
sential; but  it  is  equally  important  to  identify  ex- 
perimentation as  such  before  the  abandonment  of 
options  and  before  the  results  of  the  experiments 
are  known.  There  is  a need  for  more  discussion, 
searching  criticism  and  analysis  of  the  future  pro- 
vision of  health  services. 

Since  its  inception  in  1948,  the  American  Medi- 
cal Association  Committee  on  Maternal  and  Child 
Care  has  assiduously  promoted  the  concept  of  hos- 
pital, city,  county,  and  state,  maternal  and  per- 
inatal mortality  study  committees  as  a means  of 
self-evaluation  and  as  a preventive  health  measure. 
These  committees  are  active.  In  July.  1965.  under 
American  Medical  Association  sponsorship,  the  con- 
ference on  infant  mortality  problems  stated  this  ob- 
jective: “to  suggest  positive,  practical  methods  which, 
if  totally  applied  and  universally  implemented,  will 
significantly  reduce  infant  mortality,  especially  dur- 
ing the  prenatal  period.”  Various  approaches  for  re- 
ducing these  rates  were  suggested.  The  assumption 
underlying  the  committee  recommendations  was  that 
childbirth  is  not  merely  a clinical  phenomenon  . . . 
but  is  also  a sociologic  and  biologic  phenomenon. 

Now,  perhaps  you  are  wondering.  “How  does  this 
affect  me  and  my  practice  ...  1 am  a surgeon,  (or 
an  orthopedist,  or  a pathologist,  or  a neurologist) 
and  only  obstetricans  and  pediatricians  will  be  in- 
volved.” 

To  improve  the  health  of  women  so  they  can  con- 
ceive healthy  babies  necessitates  a multi-disciplined 
approach.  Premarital  and  pre-conceptional  recogni- 
tion of  maternal  and  genetic  defects  requires  diag- 


PRESIDENTS  page 

Proposed  Program 
Needs  Analysis 

There  is  a need  for  more  discussion, 
searching  criticism  and  analysis  of  the  fu- 
ture provision  of  health  services. 

nosis  by  endocrinologists,  pathologists,  geneticists,  in- 
ternists, orthopedists,  psychiatrists,  neurologists  and 
family  physicians.  According  to  this  expanded  view 
of  clinical  responsibility,  any  practicing  physician 
who  corrects  a significant  medical  disorder  in  a 
woman  prior  to,  or  during  her  childbearing  years  and 
who  improves  her  general  health  status,  is  participat- 
ing in  a program  of  preventive  medical  obstetrics. 
Clinicians  who  subject  their  patients  to  routine  evalu- 
ation are  likely  to  uncover  many  factors  inimical  to 
fetal  felfare.  Mothers  who  warrant  special  attention 
could  be  placed  in  high  risk  obstetrical  groups.  It  is 
evident  that  fetal-infant  health  does  not  depend  on 
high  quality  obstetric  and  pediatric  care  alone  but 
demands  also  a much  broader  program  of  com- 
munity health  and  medical  care. 

What  is  involved  when  infant  mortality  rates  of 
various  countries  are  compared?  Is  such  comparison 
really  a valid  way  of  measuring  the  health  level  of 
a nation?  Does  the  United  States  really  rank  15th 
among  the  nations  in  saving  the  lives  of  babies? 

President  Johnson’s  international  comparison  omits 
reference  to  other  indices  for  determining  health 
level  on  a statistical  basis  such  as:  general  mortality 
rate,  maternal  death  rate,  and  estimated  life  expec- 
tancy at  birth.  Comparisons  based  only  on  rates, 
ratios,  or  averages  have  little  meaning  unless  dif- 
ferences in  the  demographic,  social  and  economic 
structure  of  the  nations  being  compared  are  also 
noted.  The  data  we  call  vital  statistics  must  be 
viewed  carefully  to  avert  erroneous  international  con- 
clusions. 

Errors  can  occur  in  any  of  the  several  stages  of 
compiling  and  processing  data.  Since  there  are  no 
internationally  uniform  methods  of  collecting  vital 
statistics,  comparison  between  nations  is  usually  dif- 
ficult and  the  result  is  apt  to  be  unreliable.  Likewise, 
inherent  errors  and  differences  in  criteria  make  ab- 
solute data  comparison  between  populations  diffi- 
cult or  impossible. 

Australia  does  not  include  data  for  its  nomadic 
aborigines.  Other  countries  regularly  exclude  data 
for  a segment  of  the  population  in  which  registra- 
tion. although  compulsory,  is  not  complete.  Manv 
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“Breathing's  a snap  again!’  he  said  gingerly. 


(COMPLIMENTS  OF  DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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countries  tabulate  data  by  date  of  registration  rather 
than  by  date  of  occurrence.  Thus,  any  delay  in  reg- 
istration must  be  considered  as  a variable.  Criteria 
for  registering  fetal  deaths  and  live  births  differ.  In 
most  countries  “any  sign  of  life,”  including  respira- 
tory effort,  pulse,  heart  beat,  or  voluntary  movement, 
is  the  criterion  for  registration  of  live  birth.  How- 
ever, in  some  countries,  a more  restrictive  definition 
(e.g.  “breathing”)  is  used.  The  same  event  might  be 
listed  as  a live  birth  and  infant  death  in  one  country 
but  as  a still-birth  or  fetal  death  in  another — depend- 
ing upon  definition  or  the  subjective  interpretation 
of  the  birth  attendant,  or  both. 

The  method  of  registering  vital  events,  the  infor- 
mation required  and  the  informant  (parent,  mid-wife 
or  physician)  vary  with  each  country.  While  some  of 
these  differences  may  be  unimportant,  others  may 
have  a significant  effect  on  the  vital  statistics.  In  the 
Netherlands,  it  is  impossible  to  obtain  medical  in- 
formation for  births  from  the  civil  registration  sys- 
tem. Birth  weight,  length  of  gestation,  complications 
of  pregnancy  or  labor,  or  congenital  malformations 
are  not  available  for  live  births,  but  must  be  ob- 
tained from  special  surveys.  In  Norway,  the  clergy 
maintains  the  official  civil  register  of  births  and 
deaths.  Notification  of  a legitimate  birth  is  the  re- 
sponsibility of  the  parent,  delivery  attendant,  or  in- 


stitution wherein  the  delivery  occurred.  The  regis- 
tration of  stillbirths  is  admittedly  deficient  on  the 
part  of  parents.  Likewise,  information  on  the  causes 
of  death  among  infants  born  in  the  northern  rural 
areas  of  Norway  is  still  considered  inadequate. 

Vital  Registration  in  the  Onited  States  is  admin- 
istered by  individual  state  authorities  under  legisla- 
tion enacted  by  the  50  state  legislatures.  Ninety- 
seven  per  cent  of  live  births  occurred  in  hospitals  in 
1963.  The  responsibility  for  notification  of  birth  is 
generally  placed  on  the  attending  physician.  National 
tabulations  include  fetal  deaths  of  20  weeks  or  more 
gestation.  This  national  minimum  for  registration  is 
eight  weeks  earlier  than  the  minimum  for  the  West 
European  countries.  Experts  in  the  field  of  vital  sta- 
tistics believe  the  registration  of  live  births  and  deaths 
to  be  quite  complete  while  registration  of  fetal  deaths 
is  probably  quite  incomplete. 

There  are  many  invalidations  such  as  inconsistant 
variations  in  legal  definitions  of  still  birth  or  livebirth 
and  differing  statistical  computations  by  different 
countries.  How  does  the  attendant,  untrained  parent, 
or  midwife  in  other  countries  regard  the  obstetrical 
disaster  of  delivery  at  the  27th,  28th.  or  29th  week 
of  gestation?  Is  it  a fetal  death,  or  a stillbirth?  Or  is 
it  ignored  to  save  the  funeral  expense?  Statistically 
this  does  make  a difference. 

The  50  states  of  the  Union  differ  as  widely  in 


del  gJ-ltejJi 


12001  Ambaum  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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these  factors  as  do  the  populations  of  the  15  com- 
pared countries.  If  comparisons  are  to  be  made,  the 
limiting  factors  should  be  recalled.  The  association 
of  fetal  and  infant  mortality  with  selected  demo- 
graphic factors  in  the  United  States  has  been  well 
established.  Higher  mortality  is  associated  with  very 
young  and  very  old  mothers,  first  and  high  order 
births,  prematurity,  the  mother's  previous  reproduc- 
tive loss,  low  socioeconomic  levels,  and  illegitimacy. 
This  is  well  demonstrated  by  comparison  of  the  in- 
fant death  rates  for  two  states  in  1964:  Massachu- 
setts. 19.8  and  Mississippi.  40.2.  This  difference  is 
related  to  the  low  socioeconomic  level  and  the  higher 
non-white  population  of  Mississippi.  Similarly,  the 
majority  of  the  East  South  Central  states  experience 
an  above  average  infant  death  rate. 

There  are  differences  within  the  U.S.  in  the  health 
of  the  ■‘haves"  and  the  "have-nots.”  Infant  deaths 
among  the  poor  are  two  and  three  times  greater  than 
among  better  income  families.  Nevertheless,  the  over- 
all infant  mortality  rate  did  show'  a reduction  in  1966 
(rate  of  23.4  per  1.000  live  births)  as  compared  to 
24.7  in  1965.  and  26.4  in  1955. 

The  State  of  Washington  has  had  a declining  in- 
fant mortality  rate  since  1915.  when  the  rate  was 
over  60  per  1.000  live  births.  The  1966.  resident  in- 
fant death  rate  of  20.9  per  1.000  live  births  con- 
tinues this  trend.  Immaturity  accounted  for  46.4 
per  cent  of  all  infant  deaths.  Indians,  when  com- 
pared w ith  Caucasians,  Negroes  and  Orientals,  show- 
ed the  highest  infant  death  rate;  51.4  per  1,000  live 
births.  Variations  were  noted  in  infant  mortality 
rates  from  a high  of  200  in  Douglas  County  (one 
infant  death)  to  a low  of  5.4  in  Bellevue  (7  infant 
deaths.)  Physicians,  residents  of  this  state,  who  are 
familiar  with  Indians  or  Bellevue  or  Douglas 
County  can  understand  these  statistics.  But  others 
may  not  understand  and  may  misinterpret.  Statistical 
generalizations  about  infant  mortality  in  the  other 
forty-nine  states  or  the  other  fifteen  countries  could 
be  equally  misleading  without  thorough  analysis. 

Most  physicians  agree  that  rates  for  maternal 
mortality,  fetal  deaths,  neonatal  deaths,  and  prema- 
ture births,  can  be  improved.  The  highest  infant  mor- 
tality rates  occur  mainly  in  four  areas:  1.  large  rural 
areas  (such  as  the  agrarian  Southeastern  states);  2. 
concentrated  urban  areas:  3.  areas  where  indigency  is 
great;  and  4.  areas  where  the  Negro  population  is 
large.  It  is  doubtful  that  traditional  concepts  and 
attitudes  about  maternity  care  can  reduce  infant  and 
maternal  mortality  rates  in  these  areas.  Medically 
speaking,  "we've  gone  about  as  far  as  we  can  go" 
with  today's  concepts.  It  is  also  doubtful  that  Presi- 
dent Johnson's  proposed  approach,  which  seeks  to 
influence  all  pregnancies,  would  provide  the  mecha- 
nism for  achieving  his  goal.  The  massiveness  of  such 
a program  would  strain  already  critically  scarce  man- 


power and  facilities.  These  are  more  limited  than 
scarce  funds. 

Physicians,  aided  by  other  disciplines,  can  design 
a directional  approach  that  will  permit  efficient  use  of 
manpower,  money,  and  facilities,  by  identifying 
problem  areas  and  high  risk  pregnancies.  Emphasis 
should  be  placed  on  research  in  the  following  areas 
to  prove  which  methods  are  successful:  concepts  of 
prematurity,  malfunction,  trauma,  and  abnormality 
could  be  re-examined.  Experimental  studies  that 
would  isolate  sociologic,  psychiatric,  physiologic,  and 
nutritional  variables  would  be  helpful.  Ultimately, 
strategy  must  be  devised  that  is  economically  sound 
and  universally  applicable.  More  studies  dealing  with 
families  are  essential.  We  know  that  early  marriage, 
working  mothers,  close  child  spacing,  and  illegiti- 
macy are  related  to  infant  mortality.  We  use  these 
indicators  daily  to  identify  high-risk  pregnancies,  but 
we  need  more  indicators. 

The  U.S.  infant  mortality  rate  is  now  one-fourth 
that  of  fifty  years  ago.  Statistics  from  the  State  of 
Washington  parallel  the  national  score.  The  medical 
profession  played  an  important  part  in  producing  this 
reduction.  To  achieve  further  reduction  will  require 
the  difficult  identification  of  high  risk  factors  in  high 
risk  areas.  The  remedies  must  come  from  the  medi- 
cal profession  in  collaboration  with  other  fields  of 
expertise. 

We  are  witnessing  an  expansion  of  maternity 
services,  occasioned  not  only  by  a predicted  increase 
in  the  number  of  births,  but  also  by  a broadening 
scope  of  maternity  care.  We  are  becoming  more  con- 
scious of  deficits  in  poverty  areas,  and  we  are  be- 
ginning to  provide  "in-depth  care",  which  includes 
education  of  high-risk  groups.  We  are  incorporating 
social  services  into  obstetric  teaching  and  maternity 
care.  Some  departments  already  have  divisions  of 
genetics  and  sociology.  The  University  of  Washington 
School  of  Medicine  has  added  a new  department  of 
demography. 

Let  us  hope  that  the  90th  Congress  will  examine 
vital  data.  They  do  yield  useful  information  for  pub- 
lic health  purposes  when  they  are  carefully  analyzed 
in  terms  of  trends  within  a specific  geographic  and 
cultural  setting.  But.  general  maternal  mortality  rates, 
infant  mortality  rates,  and  the  estimated  life  expec- 
ancy,  are  not  reliable  measures  of  health  levels 
among  nations. 

We  face  a "long  hot  summer.”  News  stories  and 
editorial  comment  would  indicate  that  those  in  the 
retail  and  service  industries,  including  the  medical 
profession  may  expect  unfavorable  publicity.  Con- 
sumers are  restless.  The  average  individual  can  be  ex- 
pected to  criticize  friend  and  foe  for  his  plight.  Even 
Congress  will  be  restless  in  a sensitive  election  year. 
In  such  a climate,  physicians  can  minimize  the  role  of 
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the  scapegoat  by  their  knowledge  of  the  uses  and 
abuses  of  vital  statistics.  The  physician  must  be  pre- 
pared to  discuss  and  debate  such  socio-economic 
questions  involving  the  fields  of  health  care.  We  can- 
not depend  on  others  to  carry  our  message.  ■ 
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(by  Air  to  Winnetka,  Illinois) 

North  Shore  Hospital  in  Winnetka,  Illinois, 
is  only  an  airline  ticket  away  for  psychiatric 
patients  who  can  benefit  by  hospitalization  in 
a milieu  created  to  spur  recovery  through  the 
application  of  comprehensive  and  sophisticated 
treatment  regimens. 

The  hospital,  established  in  1901,  is  situated 
on  spacious  grounds  on  the  shores  of  Lake 
Michigan.  An  older  and,  therefore,  less  frugally 
constructed  institution,  it  has  none  of  the  for- 
biding  aspects  often  evident  in  newer  facilities 
but  is,  rather,  expansive  in  lay-out  and  comfort- 
able in  appointments.  Located  in  one  of  the  most 
beautiful  suburban  communities  in  America,  it 
is  only  minutes  away  from  O’Hare  airfield  in 
Chicago. 

A private  rather  than  a public  treatment 
center,  the  hospital  enjoys  the  advantages  that 
accrue  to  such  an  operation,  free  as  it  is  to  pursue 
therapeutic  goals  without  any  overriding  concern 
except  patient  recovery. 

A trend  in  private  mental  hospitals  in  recent 
years  has  been  the  shift  away  from  the  closed 
medical  setting.  North  Shore  Hospital,  a pioneer 
in  this  movement,  has  a mixed  staff,  serving 
physicians  in  private  practice  who  follow  their 
patients  into  the  hospital.  At  the  same  time,  a 
qualified  house  staff  provides  continuity  of  care 
and  helps  establish  the  necessary  therapeutic 
milieu.  Today,  the  hospital  has  40  psychiatrists 
and  other  medical  specialists  in  attendance. 

The  private  psychiatric  facility  traditionally 
has  been  a pace  setter  in  care  of  the  mentally  ill. 
A factor  which  continues  to  make  this  possible 
is  the  rapid  growth  of  medical  insurance,  offered 
now  without  discrimination  against  the  psychia- 
tric patient.  The  acceptance  of  the  fee-for-service 
concept  by  referring  governmental  agencies  also 
stimulates  good  psychiatric  service. 

The  hospital  is  a member  of  the  Illinois  Blue 
Cross  and  is  authorized  to  accept  dependents  ol 
active  and  retired  military  personnel.  It  also  has 
been  approved  by  Social  Security  Administration 
for  Medicare  patients  who  can  benefit  from 
short  term  therapy  in  an  accredited  private 
psychiatric  hospital. 

The  outstanding  institutions  of  care  for  the 
emotionally  ill  are  well  known  nationally  and. 
in  turn,  serve  an  unrestricted  geographic  area. 
Located  at  the  hub  of  America,  North  Shore 
Hospital,  in  effect,  receives  patients  at  this  end 
of  their  “flight  into  health,’’  only  a few  hours 
away  from  home. 

Telephone  or  write  to  Charles  H.  Jones,  AID— 
Superintendent  & Psychiatrist-in-Chief,  North  Shore 
Hospital,  225  Sheridan  Road,  Winnetka,  Illinois, 
Telephone  ( 312)446-8440 . 
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She  doesn’t  feel 
she  “suffers” 
from  hypertension 


Butiserpazide15  lowers  blood  pressure 
so  smoothly  that  patients  are  often  untroubled 
by  either  disease  or  therapy 


By  switching  patients  to  Butiserpazide  you  may 
be  able  to  free  them  of  much  of  the  burden  of 
hypertension.  Clinical  comparisons  have  shown 
that  many  respond  with  (1)  smooth,  uniform  low- 
ering of  blood  pressure1 ...  at  times  to  levels  below 
those  attained  with  previous  therapy2;  (2)  “strik- 
ing” improvement  in  such  symptoms  as  headache, 
nervousness,  palpitation  and  dizziness2;  plus 

You  have  a choice  of  2 strengths: 


(3)  “. . . lowered  incidence  of  drug  side  effects.”2 
And  there’s  an  added  advantage:  the  usual 
dosage  is  just  1 tablet  once  or  twice  daily,  often 
without  need  for  supplementary  therapy. 
(Butiserpazide  provides  not  only  hypotensive 
and  diuretic  action,  but  a mildly  sedative  effect  as 
well.)  Isn't  this  the  way  to  take  the  suffering  out  of 
hypertension? 


|TlQPVTI217inP-  J Butisol®  (butabarbital)  30  mg.  (Vi  gr.)t; 

UU  UlJwl  UllLllIv  Hydrochlorothiazide  25  mg.  (%  gr.);  Reserpine  0.1  mg. 

Prestabs®*  Tablets 

in  mild  to  moderate  cases,  often  effective  at  half  the  usual  thiazide  or  thiazide/ reserpine  dosage. 


ITIOQ  1^11  I Butisol?  (butabarbital)  30  mg.  (Vi  gr.)t; 

UllllUvl  UULIUU  Hydrochlorothiazide  50  mg.  (%  gr.);  Reserpine  0.1  mg. 

Prestabs®*  Tablets 

controls  many  moderate  to  severe  cases  without  any  need  for  ganglionic  blockers, 
or  other  more  potent  agents;  if  such  agents  are  needed,  their  dosage  can  be  cut  in  half. 


*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for 
delayed  action,  to  approximately  equalize  duration  of  action  for  all 
components. 

Contraindicated  in  presence  of  renal  impairment,  peptic  ulcer, 
ulcerative  colitis,  or  mental  depression,  and  in  patients  with  por- 
phyria or  those  sensitive  to  any  component.  Warning:  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with  anti- 
hypertensive  therapy,  may  be  associated  with  small  bowel  lesions 
which  have  led  to  obstruction  hemorrhage,  and  perforation.  Surgery 
has  been  required  and  deaths  have  occurred.  Such  tablets  should  be 
used  only  when  indicated  and  when  adequate  dietary  supplementa- 
tion is  not  practical.  They  should  be  discontinued  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastrointestinal 
bleeding  occur.  Precautions:  Exercise  caution  in  hepatic  disease, 
diabetes,  surgery,  coronary  artery  disease,  epilepsy,  E.S.T.,  and  in 
patients  receiving  digitalis.  Side  Effects:  Electrolyte  imbalance, 
hyponatremia,  hypochloremic  alkalosis  and/or  hypokalemia,  hyper- 


uricemia and  gout,  bradycardia,  drowsiness,  skin  rashes,  hangover, 
systemic  disturbances,  weakness,  leg  cramps,  diarrhea,  epistaxis, 
dizziness,  urticaria,  dry  itching  skin,  nausea,  vomiting,  palpitation, 
superficial  skin  bruises,  headache,  dehydration,  paresthesias,  photo- 
sensitivity, pancreatitis,  jaundice,  xanthopsia,  thrombocytopenia, 
leukopenia,  agranulocytosis,  aplastic  anemia,  nasal  congestion,  hy- 
potension, lassitude,  loose  stools,  anorexia,  bizarre  dreams,  peptic 
ulcer,  ulcerative  colitis,  mental  depression.  (Ammonium  chloride, 
which  may  be  administered  to  reverse  hypochloremic  alkalosis, 
should  not  be  given  to  patients  with  hepatic  disease.)  Before  pre- 
scribing or  administering,  see  package  insert.  /Warning:  May  be 
habit  forming.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiser- 
pazide®-50:  1 tablet  daily  or  b.i.d.  References:  l.  Johnson,  H. Jr.: 
Penna.  M.J.:  67:35,1964.  2.  Coodley,  E.  L.:  Curr.Ther.  Res.  4:460, 1962. 

(JV  P f,  I I I I McNEIL  LABORATORIES,  INC.. 

/ FORT  WASHINGTON,  PA. 
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president  James  R.  Kircher,  M.D.,  Burley 

secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  Armand  L.  Bird.  Boise 
Annual  Meeting,  June  26-29,  1968,  Sun  Valley 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 
Annual  Meeting,  July  1-5.  1970.  Sun  Valley 


"Usual  and  Customary " Fees 
Ordered  hy  CHAMPUS 

“Usual  and  customary"  fees  will  be  paid  for 
professional  services  rendered  to  dependents  of  per- 
sons on  military  duty  and  to  certain  retired  military 
personnel  under  the  new  Civilian  Health  and  Medi- 
cal Care  Program  of  the  Uniformed  Services 
(CHAMPUS).  A contract  that  eliminates  use  of  the 
Schedule  of  Fees  for  the  program  was  approved  hy 
Officers  and  Councilors  of  the  Idaho  Medical  As- 
sociaton  at  a meeting  recently  held  in  Boise. 

Three  governmental  programs  involving  medical 
care  now  operate  through  the  “usual  and  customary" 
fee  concept.  Included  are  the  Social  Security  Medi- 
cal Care  Program,  administered  by  the  Equitable  Life 
Assurance  Society  of  the  U.  S„  and  the  State  Depart- 
ment ol  Public  Assistance  administered  programs. 

Additional  information  on  the  CHAMPUS  pro- 
gram can  be  obtained  by  writing:  North  Idaho  Medi- 
cal Service  Bureau.  Breier  Building.  Lewiston.  Idaho 
83501. 


The  North  Idaho  Medical  Service  Bureau  is  Lis- 
cal  Administrator  for  the  program. 


Malpractice  discussed 

Members  of  IMA’s  Mediation  and  Public  Rela- 
tions Committee  met  January  19,  in  Boise  with  in- 
surance representatives  and  reviewed  the  malpractice 
situation  in  Idaho.  The  committee  favored  an  in- 
crease in  recommended  coverage  and  voted  to  con- 
duct a survey  that  would  determine  the  amount  of 
malpractice  insurance  coverage  currently  held  by 
members. 

Committee  members  who  attended  the  meeting 
are:  Chairman.  Prank  W.  Crowe.  Boise:  Lawrence 
H.  Mason.  Boise:  John  R.  Moritz,  Sun  Valley;  Rob- 
ert R.  Klamt,  St.  Anthony;  Morton  Cutler,  Twin 
Falls,  Melvin  M.  Graves,  Pocatello,  Robert  H.  Cord- 
well.  Kellogg,  and  John  W.  Armstrong.  Lewiston. 


LIFESAVING  BRACELETS 


More  than  170,000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  the  words 
“Medic  Alert"  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Applications  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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Idaho  News  Notes 


new  officers 

Officers  of  the  North  Idaho  District  Medical 
Society  for  1968  are:  Burton  R.  Stein,  Lewiston, 
President;  J.  Burton  Britzman,  Moscow,  Vice-presi- 
dent; Allen  M.  Cochrane,  Lewiston.  Secretary- 
Treasurer,  and  John  F.  Barnes,  Lewiston,  Board  of 
Censors. 

Newly  elected  Delegates  are:  O.  V.  Baumann, 
Carl  T.  Koenen,  Robert  C.  Colburn,  and  Dan  E. 
Stipe,  all  of  Lewiston;  Roland  D.  Brooks,  and  Don- 
ald E.  Adams,  Moscow. 


Officers  of  the  Idaho  Falls  Medical  Society  for 
1968  are;  Byron  T.  Weeks,  President;  George  L. 
Voelz,  President-elect;  Glenn  W.  Corbett,  Secretary- 
Treasurer,  and  L.  Stanley  Sell,  Member-at-Large. 

Delegates  for  1968  are:  Byron  T.  Weeks,  and 
Reid  H.  Anderson. 


Officers  of  the  Bear  River  Valley  Medical  Society 
for  1968  are:  Allen  G.  Tigert,  Soda  Springs,  Presi- 
dent; Leo  G.  Burkett,  Downey,  President-elect;  Rus- 
sell Tigert,  Jr.,  Soda  Springs,  Secretary-Treasurer, 
and  Clair  R.  Cutler,  Preston,  Delegate. 


Physicians  elected  to  membership  in  Component 
Medical  Societies  are:  Keith  R.  Dahlberg.  Kellogg, 
Shoshone  County  Medical  Society.  Richard  M.  Al- 
ford and  Arthur  G.  Johnson,  Lewiston;  Rodger  D. 
Hawkins,  Edward  L.  Boas,  and  Robert  R.  Leonard. 
Moscow,  North  Idaho  District  Medical  Society. 

Myrick  W.  Pullen,  Hugh  P.  Smith,  William  H. 
Westergard,  and  A1  H.  Kuykendall,  Boise,  Ada 
County  Medical  Society. 

John  D.  Johnson,  Twin  Falls,  South  Central  Idaho 
District  Medical  Society. 

Terry  L.  Hansen,  Paul  K.  Jentes,  Donald  B.  Rob- 
erts. and  Michael  Worona,  Pocatello,  Southeastern 
Idaho  District  Medical  Society. 

Robert  F.  Malison,  Caldwell,  and  John  D.  Ross, 
Nampa,  Southwestern  Idaho  District  Medical  Society. 


The  annual  Winter  Clinics  of  the  Ada  County 
and  Southwestern  Idaho  District  Medical  societies, 
held  March  1-3  at  McCall,  featured  interesting 
scientific  sessions  and  afforded  physicians  plenty  of 
time  for  skiing. 

James  H.  Hawley,  Boise,  is  President  of  the  Ada 
County  Medical  Society,  and  Eugene  G.  Carroll, 
Payette,  is  President  of  the  Southwestern  Idaho  Dis- 
trict Medical  Society. 


officers,  councilors  meet 

The  first  1968  meeting  of  IMA  Officers  and 
Councilors  was  held  January  25,  26,  at  Association 
headquarters  in  Boise.  Officers  attending  were:  James 
R.  Kircher,  Burley,  President;  O.  D.  Hoffman,  Rex- 
burg.  President-elect;  A.  Curtis  Jones,  Boise,  Past- 
president;  William  R.  Tregoning,  Boise,  Secretary- 
Treasurer. 

Councilors:  John  M.  Ayers,  Moscow;  J.  B.  Mar- 
cusen,  Nampa;  George  W.  Warner,  Twin  Falls,  and 
John  E.  Comstock,  Pocatello;  Alexander  Barclay, 
Coeur  d'Alene,  AMA  Delegate,  and  Donald  K. 
Worden,  Lewiston,  AMA  Alternate  Delegate. 


annual  seminar 

The  Idaho  Thoracic  Society  will  hold  its  annual 
seminar  at  the  Holiday  Inn.  Boise,  April  25.  Guest 
speakers  will  include:  Howard  J.  Ricketts,  Seattle, 
Department  of  Radiology,  University  of  Washington 
School  of  Medicine:  David  L.  Kelble,  Denver;  and 
Roy  H.  Benhke,  Indianapolis,  Professor  of  In- 
ternal Medicine  and  Cardiology,  Indiana  School  of 
Medicine. 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg  , Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


AH  ROBINS 
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board  of  medicine 

The  regular  semi-annual  session  of  the  Idaho  State 
Board  of  Medicine  was  held  in  Boise.  January  8-9, 
1968.  Members  who  attended  are:  Charles  A.  Ter- 
hune.  Burley,  Chairman:  Charles  E.  Kerrick,  Cald- 
well. Vice-chairman:  Orland  B.  Scott.  Kellogg:  Rob- 
ert E.  Lloyd.  Boise:  G.  Curtis  Waid.  Idaho  Falls,  and 
Dan  E.  Stipe.  Lewiston. 

Nine  physicians  who  had  previously  been  granted 
temporary  licenses  received  permanent  licensure. 
They  are:  Norman  D.  Sower.  Robert  B.  Mont- 
gomery. Boise:  Michael  S.  Pecora,  John  D.  Ross. 
Nampa;  Donna  L.  Bell,  Mountain  Home;  Richard 
M.  Alford.  Lewiston:  David  L.  Matheson.  Caldwell; 
Keith  R.  Dahlberg.  Kellogg;  John  O.  Bangeman. 
Cambridge. 

Five  physicians  were  granted  licensure  without 
written  examination  on  the  basis  of  endorsement 
from  states  maintaining  standards  comparable  to 
Idaho.  They  are: 

Ronald  P.  Smith,  Spokane.  Washington.  Graduate 
University  of  Oregon  Medical  School.  Portland.  June 
12.  1959.  Internship.  Los  Angeles  County  Harbor 
General  Hospital,  Torrance,  1959-60.  Pathology 
Residency.  St.  Mary’s  Group  Hospitals.  St.  Louis, 
Mo..  1960-61,  Los  Angeles  County  Harbor  General 
Hospital,  Torrance.  1963-67.  Pathology. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5's  and  25's. 


James  R.  Harris,  Apple  Valley,  Calif.  Graduate 
University  of  Wisconsin  Medical  School,  Madison, 
June  15.  1951.  Internship  Highland  General  Hos- 
pital. Oakland.  Calif.,  1951-52.  Radiology  Residency. 
Mayo  Clinic,  Rochester,  Minn.,  1956-57.  Bowman 
Gary  Medical  School,  Winston-Salem.  N.C.,  1957- 
58.  Veterans  Administration  Hospital,  Los  Angeles, 
1958-61,  Radiology. 

Robert  J.  Davis,  Spokane.  Washington.  Graduate 
Western  Reserve  University  School  of  Medicine, 
Cleveland.  June  13,  1951.  Internship  St.  Luke’s 
Hospital.  Cleveland.  1951-52.  Residency,  Ophthal- 
mology University  Hospital  of  Cleveland,  1952-53: 
University  Hospital  of  Iowa  City,  1953-56.  Ophthal- 
mology. 

Una  Jean  Sayles,  Spirit  Lake.  Idaho.  Graduate 
Loma  Linda  University  School  of  Medicine,  Loma 
Linda.  Calif..  June  9.  1957.  Internship,  Toronto 
East  General  and  Orthopaedic  Hospital,  Toronto, 
Ontario.  Canada,  1957-58.  Pathology  Residency. 
Women’s  College  Hospital,  Toronto,  July-December 
1961.  Obstetrics  and  Gynecology  Residency  Mount 
Sinai  Hospital.  Toronto,  January-December  1962. 
General  Practice. 

Max  B.  Corbett.  Pasadena.  Calif.  Graduate  Loma 
Linda  University  School  of  Medicine,  Loma  Linda, 
Calif..  July  31,  1945.  Internship,  Oak  Knoll  Navy 
Hospital.  Oakland,  Calif.,  1944-45.  Dermatology 
Residency.  University  of  Pennsylvania  Graduate 
Hospital.  Philadelphia.  1958-61.  Dermatology. 

personals 

Harmon  E.  Holverson,  Emmett,  has  been  ap- 
pointed County  Physician  and  Health  Officer  by 
Gem  County  Commissioners. 


Dauchy  Migel.  Idaho  Falls.  Speaker  of  the  House 
of  Delegates.  Idaho  Medical  Association,  has  as- 
sumed duties  as  President  of  the  medical  staff  of 
the  Idaho  Falls  Sacred  Heart  Hospital.  Charles  D. 
Collins  was  named  President-elect. 


Robert  C.  Colburn,  Lewiston,  has  been  re-elected 
President  of  the  medical  staff  of  St.  Joseph’s  Hospital. 
Robert  L.  Olson.  Lewiston,  has  been  named  Vice- 
President  and  William  H.  Bond,  Lewiston,  Secretary- 
Treasurer. 


C.  C.  Johnson.  Boise,  has  assumed  the  presidency 
of  the  medical  staff  of  St.  Luke’s  Hospital.  James 
C.  F.  Chapman  was  named  President-elect  and 
Quentin  L.  Quickstad.  Secretary-Treasurer.  Depart- 
mental Chairmen  include:  G.  E.  Rosenheim,  obste- 
trics-gynecology; George  E.  Weick,  pediatrics,  and 
John  W.  Swartley.  general  practice. 
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He’s  had  enough 
excitement 
for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V*  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  ('U  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'h  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  '/<  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As 'with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H ROBINS  COMPANY  /\  II  PlflDIMC 
RICHMOND.  VA  23220  /I'lrl  1 U D I IM  J 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  'If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest. . ,”3 


Methocarbamol  | 


■n  mull  hiltltt 


©IHeat  “A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
hot  bath..."5 


0 Board. 

"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
'erature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.- 950,  1966.  (2).  Gottschalk, 
L.A.  GP  33.91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-21 9,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  7 8.-26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14-. 23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


icliRobaxiif-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
". . .without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 


yiii  nnniMf  a.  h.  robins  company 

/i'ri'l  ^UdI  I\l3  RICHMOND,  VIRGINIA  23220 


continued  from  page  231 

of  babies  actually  tested  is  very  small — often  less 
than  10  per  cent.  In  almost  all  hospitals  in  the  state 
where  over  80  per  cent  of  the  babies  received  a 
serum  screening  test  in  the  newborn  period,  the 
medical  staff  had  adopted  some  form  of  a routine 
screening  policy.  In  a previous  personal  communica- 
tion. Dr.  Gibb  has  pointed  out  to  me  that  physicians 
tend  to  overlook  the  result  of  routine  tests.  This  dis- 
turbing fact  has  recently  also  been  discussed  by 
Williamson,  et  al  (JAMA,  September  18,  1967).  In 
PKU  screening  there  might  be  safeguards  against  this 
happening,  however.  Elevated  serum  levels  of  pheny- 
lalanine are  so  unusual  that  they  startle  laboratory 
personnel,  and  in  most  hospitals  surveyed,  the  labora- 
tory notifies  the  physician  about  unusual  results  both 
by  phoning  and  writing.  It  should  also  be  mentioned 
that  last  year’s  legislature  passed  a law  regarding 
PKU  screening  in  Washington.  The  law  is  a so-called 
“permissive”  law  that  says  the  Health  Department 
should  encourage  PKU  screening.  It  does  provide  for 
mandatory  reporting  of  abnormal  tests,  however. 

Dr.  Gibb  is  also  concerned  about  the  test  being 
performed  too  early  when  done  in  the  newborn 
nursery.  It  is  true  that  there  are  some  false  negative 
results  at  this  age.  but  a conservative  estimate  indi- 


cates that  they  are  less  than  10  per  cent.  This  means 
that  screening  later  on  in  the  newborn  period,  supple- 
menting nursery  testing,  is  a good  idea,  but  so  tar 
most  screening  programs  seem  to  have  had  a small 
yield  from  this  second  test.  Communities  considering 
a policy  of  a single  test  at  two  -weeks  (similar  to  the 
program  described  by  Dr.  Gibb)  have  to  weigh  the 
advantage  of  100  per  cent  PKU  detection  against  the 
loss  in  follow-up.  What  is  the  percentage  of  families 
that  could  be  made  to  return  for  a visit  within  two  to 
three  weeks?  In  the  greater  Seattle  area  it  is  certainly 
smaller  than  the  90  per  cent  that  will  have  a satis- 
factory test  if  done  in  the  newborn  nursery.  As  an 
illustration,  less  than  two-thirds  of  the  patients  re- 
turn for  a free  two-week  well  baby  check  at  the  Uni- 
versity Hospital.  This  again  points  out  that  screening 
programs  have  to  be  geared  to  the  conditions  in  the 
local  community. 

Finally,  I would  like  to  express  my  appreciation 
for  the  interest  Dr.  Gibb  has  shown  in  the  PKU 
screening  surveys  and  for  sharing  his  experience  with 
northwest  medicine’s  readers.  Other  parts  of  our 
state  could  certainly  benefit  from  the  foresight  and 
interest  in  the  subject  exhibited  in  Whatcom  County. 

Sincerely  yours, 
VANJA  HOLM,  M.D. 
correspondence  continued  on  page  314 


Air  Conditioned  Space  Available 

Aurora  Village  Medical  Center 

Located  in  the  growing  South  Snohomish  /North  King  County  area 
and  adjacent  to  the  Aurora  Village  Shopping  Center,  it  has  excellent 
access  from  all  directions  and  is  close  to  freeways. 

The  building  is  complete  with  ample  parking  and  elevator,  and  has 
twenty-four  suites.  It  is  professionally  managed,  fully  serviced  and  has 
daily  janitorial  maintenance. 

For  additional  information  on  the  office  to  fit  your  needs,  call  Tim 

Fahey,  Phone  774-4777;  or  write  the  Windsor  Company,  6702  - 
220th  S.  W.,  Mountlake  Terrace. 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardiac 
arrhythmias  have  occurred  in  hype 
thyroid  patients  and  in  patients  re- 
ceiving thyroid  medication  when 
Tofranil  was  added  to  the  regimen  i 
Imipramine  may  block  the  pharma 
cologic  activity  of  guanethidine  anj " 
other  related  adrenergic  neuron-  li 
blocking  agents. 

The  drug  is  not  recommended  at  til  t 
present  time  in  patients  under  12  y rs 
of  age. 

Adverse  Reactions:  Dryness  of  the 
mouth,  tachycardia,  constipation,  - 
turbances  of  accommodation,  swe 
ing,  dizziness,  weight  gain,  urinary 
frequency  or  retention,  nausea  anc 
vomiting,  peripheral  neuritis,  mild 
parkinson-like  syndrome,  tremors, 
rare  cases  of  falling  in  elderly  pa- 
tients, confusional  states  (with  sue; 
symptoms  as  hallucinations  and  di 
orientation),  activation  of  psychos  n 
schizophrenics  and  agitation  (inch;- 


When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she's  not 
gaining  a daughter. ..she's  losing  a son. 
The  occasion  may  be  marred  by  such 
symptoms  of  depression  as  feelings  of  sad 
ness,  incapacity,  helplessness  and 
hopelessness. 

In  about  3 out  of  4 cases,  Tofranil  relieves 
symptoms  of  primary  depression. 

As  maintenance  therapy  in  primary  de- 
pressive illness,  it  helps  prevent  relapse. 


hypomanic  and  manic  episodes) 

:h  may  require  dosage  reduction 
/or  addition  of  a tranquilizer  or 
porary  discontinuation  of  the  drug, 
eptiform  seizures,  orthostatic 
otension  and  substantial  blood 
;sure  fall  in  hypertensive  patients, 
sura,  transient  jaundice,  bone  mar- 
depression  including  agranulocy- 
s,  sensitization  and  skin  rash 
uding  photosensitization,  eosino- 
ia,  and  mild  withdrawal  symptoms 
udden  discontinuation  after  pro- 
jed  treatment  with  high  doses, 
asional  hormonal  effects  (im- 
Jnce,  decreased  libido,  and  estro- 
ic  effects)  may  be  observed. 
)pine-like  effects  may;  be  more 
lounced  (e  g.  paralytic  ileus)  in 
ceptible  patients  and  in  those 
ig  anticholinergic  agents  (includ- 
antiparkinsonism  drugs). 
patient  Adult  Dosage:  Initially, 
ng.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 


Although  toxic  reactions  severe  enough  to 
require  discontinuation  of  Tofranil  are  un- 
common, in  patients  with  cardiovascular 
disease,  thyroid  disorders,  increased  intra- 
ocular pressure,  or  in  those  receiving  anti- 
cholinergics (including  antiparkinsonism 
agents),  the  special  precautions  listed  in 
the  Prescribing  Information  should  be 
carefully  observed.  The  use  of  Tofranil 
in  patients  receiving  M.A.O.I.’s  is  contra- 
indicated. 


Tofranil* 

Geigy 


imipramine 

hydrochloride 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


“ Upper  respiratory  infection!  I thought  everything 
was  a ‘virus’  these  days?” 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 


That's  why  we  make  Novahistine 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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The  relief  received  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  discomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 
four  hours. 
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X-Ray  of  the  Month  on  Page  2 78 

Films  of  the  knees  were  virtually  identical.  They 
show  massive  soft  tissue  swelling  and  more  par- 
ticularly, massive  joint  effusion.  There  is  minimal 
bony  abnormality,  though  in  the  laterial  projections 
there  were  some  minimal  irregularities  of  the  femora! 
condyles.  The  ankles  showed  only  slight  soft  tissue 
swelling. 

The  history  and  x-ray  findings  are  characteristic 
of  this  disorder.  The  symmetry  of  joints  involved  and 
early  involvement  of  knees  and  ankles  is  typical.  In 
contrast  to  adult  rheumatoid  arthritis,  the  small 
joints  are  involved  late  or  may  never  be  involved. 

Diagnosis:  Juvenile  rheumatoid  arthritis. 


correspondence  continued  from  page  309 

Vital  Not  to  Overlook 

Boston,  Massachusetts 
Editor,  northwest  medicine: 

The  ability  of  physicians  to  maintain  life  for  very 
long  periods  in  the  unconscious  patient  raises  the 
question  as  to  how  long  such  skills  should  be  de- 
ployed. As  physicians  we  are  eager  to  promote  the 
recovery  of  everyone  who  can  do  so.  In  order  to 
deprive  no  one  of  his  chances  on  this  score  it  is 
relevant  to  know  the  longest  periods  of  coma  which 
have  been  followed  by  useful  survival. 

A committee  of  the  Massachusetts  General  Hos- 
pital is  studying  our  own  records  and  the  world 
literature  to  determine  pertinent  features  in  all  pa- 
tients who,  despite  coma  for  over  5 weeks,  have 
made  a useful  recovery.  We  think  it  is  vital  not  to 
overlook  any  well  documented  patient  in  this  cate- 
gory. We  should  be  grateful  if  any  reader  of  this 
journal  would  draw  our  attention  to  any  case  pub- 
lished under  a title  which  is  not  indicative  of  sur- 
vival after  prolonged  coma.  We  are  also  eager  to 
receive  accounts  of  such  cases  as  yet  unreported.  A 
publication  incorporating  our  own  and  others’  data 
is  planned. 

Sincerely  yours. 

WILLIAM  H.  SWEET,  M.D.,  D.SC. 
Chief,  Neurosurgical  Service 

Chairman,  Committee  on  Management 
of  the  Unconscious  Patient 
Massachusetts  General  Hospital 
Boston,  Massachusetts,  02114 

correspondence  continued  on  page  315 
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correspondence  continued  from  page  314 

Implied  Consent 

Portland,  Oregon 

Editor,  northwest  medicine: 

Of  recent  years  the  general  public  has  insinuated 
itself  into  the  medical-surgical  arena  with  scant 
chance  of  strategic  retreat  even  if  it  wanted  “out”.  It 
has  morbidly  devoured  the  medical  bill  of  fare  that 
television,  magazines,  newspapers  and  matinee  idols 
have  dished  up. 

This  has  been  accompanied  by  a medical-legal 
Frankenstein’s  monster  that  is  virtually  unconquer- 
able. 

This  combination  has  irrevocably  altered  the  com- 
plexion of  medicine  to  such  an  extent  that  it  is  oft 
times  unrecognizable  as  an  art.  One  facet  of  this 
departure  is  worthy  of  facetious  embellishment. 

The  medically  oriented  lawyer  calls  this  “informed 
consent”.  He  tells  us  that  the  patient  is  to  be  told  of 
the  major  ramifications  of  the  treatment  proposed. 
Particular  emphasis  is  to  be  placed  on  the  probable 
untoward  results.  Some  plaintiffs  champions  would 
plea  for  possible  untoward  results  to  be  included  in 
the  discussion. 

In  obstetrics,  informed  consent  is  leading  us  into 
some  subtle  morasses.  Our  patients  have  many  weeks 
to  query  us  regarding  proposed  treatment.  “What 
anesthesia  will  I be  given,  doctor?  Saddle  block? 
Doesn’t  that  have  some  dangerous  effects?”  Or,  “I 
don’t  want  to  be  awake  when  I go  to  the  delivery 
room.  What  will  I get  to  relieve  pain?”  “Do  you  use 
forceps,  doctor?  I hear  they  mark  the  baby.” 

What’s  a doctor  to  do?  One  solution  is  to  give  the 
patient  a short  course  in  anesthesia,  pharmacology, 
and  obstetrics. 

And  yet  if  the  pseudo-sophisticate  is  not  talked 
to  and  given  a semblance  of  information,  she  will  be 
most  unpleasant  with  any  untoward  results. 

How  much  subtle  direction  or  influence  all  this 
has  had  or  will  have  on  the  practice  of  medicine  is 
unknown.  But  the  physician  confronted  by  the  spec- 
tre of  informed  consent  and  its  ramifications  has  to 
approach  patient  management  with  studied  caution 
albeit  even  reluctance. 

“Doctor,  is  my  baby  in  breech  position?  I hear 
that  it  is  dangerous  for  a baby  to  be  born  that  way.” 
Should  a doctor  tell  his  patient  her  baby  is  trying  to 
back  into  the  world?  Should  he  then  allow  her  the 
latitude  of  selecting  a Cesarean  section  in  preference 
to  a vaginal  delivery?  And  how  far  afield  could  the 
doctor  go  to  permit  the  patient  a decision  as  to  how 
he  will  be  treated.  The  more  medical  information 
the  public  demands,  the  more  qualified  he  feels  he 
is  to  decide  his  management.  The  art  of  the  practice 
of  medicine  would  surely  decline.  We  may  find  our- 


selves technicians  of  the  first  order,  a far  cry  from 
the  pinnacle  we  have  enjoyed  in  the  past. 

J.  OPPIE  MCCALL,  JR.,  M.D. 

In  spite  of  nostalgia  for  days  when  many  physi- 
cians gave  directions  with  little  or  no  explanation,  it 
must  be  recognized  that  there  are  now  well  estab- 
lished legal  precedents  that  make  the  physician  re- 
sponsible for  giving  adequate  warning  of  possible 
untoward  results.  A physician  who  ignores  this  de- 
mand does  so  at  his  own  peril.  Ed. 


Survey  Health  Needs 

Seattle,  Washington 

Editor,  northwest  medicine: 

The  Washington/ Alaska  Regional  Medical  Pro- 
gram received  a $1,038,003  operational  grant  from 
the  National  Institute  of  Health  this  month  to  fund 
13  projects  initiated  by  medical  communities  to  im- 
prove care  of  heart  disease,  cancer  and  stroke  vic- 
tims in  their  local  areas. 

Projects  will  provide  such  services  as:  coronary 
care  unit  training  courses,  locum  tenens  replacement 
for  solo  practicioners  who  wish  to  take  advanced 
training,  hospital  staff  exchanges  to  improve  com- 
munications between  medical  centers  and  isolated 
communities,  cardio-pulmonary  technician  training, 
and  continuing  education  programs  for  laboratory 
personnel.  Local  communities  are  urged  to  survey 
their  health  care  needs  and  apply  for  federal  funds 
to  finance  projects  by  May  1 to  Donal  R.  Sparkman, 
M.D.,  Director,  Washington/ Alaska  Regional  Medi- 
cal Program,  500  “U”  District  Building,  Seattle. 

MARION  JOHNSON, 
Director  of  Communications 
Washington/ Alaska  Regional 
Medical  Program 


ERRATA 

Two  errors  occurred  on  page  172  of  the  February 
issue.  The  committee  report  titled  "Grass  Roots  Stir- 
rings’’ was  not  designated  as  such.  A line  Study  Com- 
mittee on  Grass  Roots  Representation  was  on  origi- 
nal copy  from  the  Committee  and  should  have  ap- 
peared just  above  the  signatures.  Also  omitted  was 
the  name  of  Louis  O.  Machlan,  Jr.,  a committee 
member.  The  Committee  is  a special  committee  of 
the  Oregon  Medical  Association  and  is  operating  un- 
der the  direction  of  the  OMA  House  of  Delegates. 
The  Committee’s  complete  report  will  be  submitted 
to  the  House  in  April. 
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with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synthroid? 

sodium  levothyroxine,  flint 

animal  gland  products  are  still  widely  used  today. 
Synthroid  ( sodium  levothyroxine) , however , offers 
important  advantages  in  the  treatment  of 
thyroid  deficiency  and  related  conditions. 


CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100%  pure  thyroid 
hormone ...  a drug  of  definite  and  uniform  composition, 
more  soluble  in  body  fluids  and  more  readily  absorbed  than 
desiccated  thyroid.  Each  batch  is  assayed  by  chemical  and 
physical  measurement.  There  is  no  need  for  biologic  stand- 
ardization because  SYNTHROID  (sodium  levothyroxine)  is 
pure,  fully  potent,  and  does  not  deteriorate  in  storage  or  in 
humid  conditions.  Your  patients  consistently  receive  the 
dosage  you  prescribe. 

predictably  smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there  is  little 
possibility  of  a metabolic  surge  that  can  compromise  cardiac 
function.  After  absorption  and  protein  binding,  SYNTHROID 
(sodium  levothyroxine)  is  released  at  a physiologic  rate  assuring 
a smooth  response  with  a higher  degree  of  safety.  ExpectPBI  readings 
in  the  range  of  6-10  meg. %.  Count  on  these  and  other  param- 
eters to  be  predictable  in  relation  to  dosage.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins.  Other 
thyroid  medicaments  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 

competitively  priced 

Patient  costs  are  competitive  with  the  cost  of  animal  gland 
products.  And  in  comparison  to  the  other  synthetic  thyroid 
hormone,  SYNTHROID  (sodium  levothyroxine)  costs  ap- 
proximately half  as  much. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause 
diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  con- 
tinued weight  loss.  Medication,  in  such  cases,  should  be  stopped  for  2—6 
days,  then  resumed  at  a lower  dose  level.  In  patients  with  diabetes  mellitus, 
careful  observations  should  be  made  for  changes  in  insulin  or  other  anti- 
diabetic drug  dosage  requirements.  In  cases  of  adrenal  insufficiency,  the 
dysfunction  must  be  corrected  prior  to,  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  It  should  be  administered  with  caution  to 
patients  with  heart  disease. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  Effects:  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  palpitations,  leg  cramps,  and  weight 
loss. Diarrhea, vomiting,  and  nervousness  have  also  been  observed.  Myxede- 
matous patients  with  heart  disease  have  died  from  abrupt  increases  in  dos- 
age of  thyroid  drugs.  Reduction  in  dosage  followed  by  a more  gradual  up- 
ward adjustment  will  usually  result  in  a more  accurate  indication  of  the 
patient’s  dosage  requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  Administer  tablets  as  a single  daily  dose, 


indications 

SYNTHROID  (sodium  levothyroxine)  tablets  are  specific  re- 
placement therapy  in  diminished  or  absent  thyroid  function 
when  indicated  by  diagnostic  test  criteria  in  primary,  hypo- 
pituitary,  pediatric,  and  geriatric  hypothyroidism,  and  for 
reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  is  especially  useful  in 
confirming  your  diagnosis  when  a diminished  level  of 
thyroid  is  implicated,  because  it  precludes  variability  in 
response  often  encountered  with  desiccated  thyroid. 

unexcelled  dosage  flexibility 

Available  in  six  strengths. "Tablets  are  scored  and  color-coded 
for  dosage  convenience.  SYNTHROID  (sodium  levothy- 
roxine) INJECTION  is  also  available. 

EASY  TO  PRESCRIBE -EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 

APPROXIMATELY  EQUIVALENT  TO  1 gr.  THYROID  U.S.P. 

Synthroid 

sodium  levothyroxine,  FLINT 

preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every 
30  days  until  proper  metabolic  balance  is  attained.  Final  maintenance  dosage 
will  usually  range  from  0.2— 0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two  month  intervals  by  0.1  mg.  until  the  optimum  main- 
tenance dose  is  reached  (0.1— 1.0  mg.  daily).  The  initial  dose  for  children 
with  cretinism  or  severe  hypothyroidism  is  the  same  as  for  adult  myxedema, 
but  all  intervals  of  change  should  be  made  every  two  weeks. 
SYNTHROID  (sodium  levothyroxine)  Injection  may  be  administered  intra- 
venously utilizing  200 — 400  meg.  of  a solution  containing  100  meg.  per  ml. 
If  significant  improvement  is  not  shown  the  following  day,  a repeat  injection 
of  100 — 200  meg.  may  be  given. 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg., 
scored  and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg., 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F.  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.  as  a diluent. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses— and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price 
And— a small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


Synalar 


fluocinolone  acetonide 


For  everyday  topical  steroid  therapy 

Synalar  o.or° 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form  — clear,  nongreasy, 
cosmetically  elegant. 


Product  Information 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.0255  — 5.  1 5 and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.01  5 — 15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.015  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.0255—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.55  [0.355  neomycin  base],  fluocinolone  acetonide 
0.0255)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocinolone  acetonide  - an  original  steroid  from 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  1 5th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OPENING  FOR  GENERAL  PRACTITIONER- In  Medical  Center, 
northwestern  Washington.  Economic  outlook  excellent 
Medical  Center  established  in  same  location  many  years 
Write  Box  17-C,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


MEDICAL  CENTER  IN  WESTERN  WASH. -Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY- To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hospital,  Cle  Elum;  F.  J.  Rogalski,  M.D.: 
or  C.  C.  Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


NEUROSURGEON— For  68-man  Permanente  Clinic  serving 
the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000: 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


OBSTETRICIAN-GYNECOLOGIST-Board  certified  or  eligible; 

08  man  clinic  of  specialists  associated  with  250-bed  hospital. 
8 man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Perma- 
nente Clinic,  5055  N.  Greeley  Ave„  Portland,  Ore.  97217 


INTERNIST  & PEDIATRICIAN-F°r  a specialist  medical  group 
associated  with  a prepaid  health  plan;  $21,800  if  board 
eligible,  $23,000  if  certified.  Partnership  after  2 years  if 
mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  A.  Hurtado,  M.D.,  (Medicine):  P.  Hurst, 
M.D.  (Pediatrics).  The  Permanente  Clinic,  5055  N.  Greeley 
Ave.,  Portland,  Ore.  97217 


PUBLIC  HEALTH  PHYSICIANS-Current  openings  for  local 
health  officer  positions  in  Eastern  and  Central  Washington. 
State  level  openings  for  chronic  disease  and  crippled  chil- 
dren’s programs.  Salaries  range  from  $18,000  to  $20,000 
plus  retirement  and  other  benefits.  Inquire:  Personnel  Of- 
ficer, Washington  State  Health  Department,  Olympia.  98501. 


OPENING  FOR  GENERAL  PRACTITIONER-Established  GP  (18- 
years)  in  N.W.  Washington  near  Tacoma  and  Seattle  needs 
2nd  GP.  Adequate  office  space.  Lab,  x-ray,  EKG,  and  phy- 
siotherpy  in  office.  Ob  necessary,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital,  new  hospital 
under  construction.  Partnership  opportunity.  Write  Box 
10-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121 


i 

EXCELLENT  OPPORTUNITY  FOR  GP.-Completely  equipped, 
air  conditioned  office,  including  x-ray,  for  sale.  Start  prac- 
tice immediately,  records  available.  Practice  of  deceased 
physician  established  17  years.  Climate  noted  as  '’Banana 
Belt”  of  Northwest.  All  types  of  recreation.  Write  Mrs. 
James  S.  Newton,  312-llth  Ave.,  Lewiston,  Ida.  83501. 


WANTED  GENERAL  PRACTITIONER-To  practice  in  association 
with  five  other  physicians.  Attractive  salary  and  retire- 
ment system  with  excellent  sick  and  annual  leave  bene- 
fits. Well  staffed  medical  program.  Office-type  practice 
with  varied  pathology.  Unfurnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  Near  Med- 
ford, Oregon,  a growing  medical  center,  in  heart  of  beau- 
tiful Rogue  River  Valley  with  unlimited  outdoor  recre- 
ational opportunities.  Nondiscrimination  in  employment. 
For  additional  information  write,  Director,  VA  Domi- 
ciliary, White  City,  Oregon  97501. 


FOURTEEN  MAN  MEDICAL  GROUP-Located  in  Pacific  North- 
west desires  personnel  director.  Contact  Heyes  Peterson, 
M.D  , 111  West  39th  St.,  Vancouver,  Wa.  98660. 


PHYSICIANS  & PSYCHIATRISTS— Immediate  opportunities 
with  Washington  State  Department  of  Institutions.  Posi- 
tions available  in  progressive  mental  hospital  programs. 
An  opening  for  one  physician  at  State  Penitentiary.  In- 
stitutions located  near  metropolitan  areas.  Outstanding 
year-round  recreational  opportunities.  Physicians  $15,336- 
$18,636.  Psychiatrists  $16,908-$20,556.  Starting  salary  based 
on  position  and  qualifications.  Liberal  fringe  benefits. 
Eligibility  for  Washington  State  licensure  required.  Write 
Personnel  Office,  Department  of  Institutions.  P.  O.  Box 
768,  Olympia,  Wa.  98501. 


GENERAL  PRACTITIONER— F°r  suburban  clinic.  Every  fourth 
weekend  off.  Call  two  nights  per  week.  Four  weeks  vaca- 
tion per  year.  Write  Box  15-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


SUNNY  SMOG-FREE  NEVADA-Needs  physicians  and  psy- 
chiatrists at  the  Nevada  State  Hospital  near  Reno.  Year- 
round  unlimited  recreation  and  no  state  income  or  corpo- 
ration taxes.  Apply,  Nevada  State  Personnel  Division,  Car- 
son  City,  Nevada  89701. 


OPENING  FOR  TWO  GP’S  AND  AN  INTERNIST— To  join  estab- 
lished GP  in  new  Med. -Dent.  Center  by  Aug.  1,  1968.  Lo- 
cated in  rapidly  expanding  community  20  miles  east  of 
Seattle.  Additional  GP’s  and  specialists  added  as  needed 
Write  Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  FOR  SALE-Yearly  gross  $62,000;  9 room 
modern  office  in  fine  residential  area,  EKG,  lab.,  x-ray. 
Rent  $200  monthly;  5 minutes  to  two  modern  hospitals. 
Available  July  1,  1968.  Write  Mrs.  S.  Bissell,  315  N.  Hillcrest 
Dr.,  Yakima,  WA.  98902. 


THERE  IS  A REAL  NEED  FOR— GP’s,  ENT,  urologist,  anes- 
thesiologist, internist,  and  an  orthopedist  in  Springfield. 
City  of  24,400;  76-bed  recently  remodeled  general  hospital. 
Close  to  outdoor  recreation.  We  will  be  happy  to  furnish 
information  if  you  will  write,  Chief  of  Staff,  McKenzie- 
Willamette  Memorial  Hospital,  14th  and  G St.,  Springfield, 
Ore.  97477. 


PHYSICIAN  NEEDED  FOR  ALASKA  CANNERY-From  June  to 
August.  In  addition  to  salary,  room  and  board,  travel, 
license  fees  and  supplies  are  provided.  Limited  outside 
practice  available.  For  information  telephone  Mr.  Coth- 
ran, area  code  206,  332-1011,  Blaine,  Wa. 


SITUATION  WANTED 


INTERNIST-CARDIOLOGIST —Board  eligible.  Washington  State 
license.  Age  33,  married,  one  child.  Seeks  group  practice 
cr  hospital  position.  Write  Box  14-A.  Northwest  Medicine. 
500  Wall  St.,  Seattle,  Wa.  98121. 
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SERVICE 


OFFICE  SPACE 


WONDER  CURE— For  “Cold  Shoulders"  caused  by  rough 
drafts.  Abstracts  and  data  transformed  into  top  notch  im- 
pressive articles  by  experienced  writer  with  extensive 
medical  research  background.  For  professional  polishing, 
consult  Manion  Medical  Manuscripts.  (206)  778-9018  or 

write  to  3227  Hazel  Road,  Alderwood  Manor,  Wa.  98036. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.-Is  prepared  to  place 
board-elegible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett.  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only 


REAL  ESTATE 


CONDOMINIUM-TYPE  APARTMENT  UNITS-Three  or  four 
units  available  and  will  finish  to  suit  buyer.  Good  oppor- 
tunity when  not  occupied  by  owner.  Small  down  payment, 
easy  terms.  Waterfront  location.  Year-round  recreation. 
Secluded  bay,  14  miles  from  Schweitzer  Basin  Ski  Area. 
Write  Schweitzer  Land  Co..  E.  9309  Trent  Ave.,  Spokane. 
Wa.  99216,  phone  (509)  926-1481. 


UNFINISHED  OFFICE  SPACE— 111  a new  clinic  building  across 
the  street  from  Overlake  Memorial  Hospital,  Bellevue. 
Wash.  GL  4-8111. 


DESIGN  AWARD  CLINIC— Has  new  office  space  for  rent. 
Near  new  Boeing  plant  in  vigorous  growth  area.  Manager, 
2411 -5th  S.  E„  Edmonds,  Wa.  98020,  phone  778-4333. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA- Fully  servic- 
ed professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


MEDICAL-DENTAL  BUILDING— Being  built,  Bremerton’s  West 
Side.  Suite  and  decor  to  your  specifications  if  selected 
soon  Pharmacy  to  be  in  building.  Contact  H.  J.  Ralkowski. 
D.D.S.,  920  No.  Callow,  Bremerton,  WA.  98313,  phone  (206) 
ES  3-1800. 


MEDICAL-DENTAL  CENTER,  RICHLAND,  WASH.-Suite  now 

available  to  interested  medical  doctor.  Formerly  occupied 
by  a general  surgeon.  900  sq.  ft.,  modern,  all  utilities  furn- 
ished and  fully  air  conditioned.  One  block  from  Kadlec 
Hospital.  Adjoining  suites  occupied  by  urologist,  orthepedic 
surgeon,  internist,  oral  surgeon,  orthodontist,  pedodonist 
and  general  dentists.  Contact  V.  G.  Snyder,  D.D.S.,  712 
Swift  Blvd.,  Richland,  Wa.  99352. 


PHYSICIAN'S  OFFICE-  Located  at  3601  So  McClellan  Street 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick,  Inc., 
Mr.  Marvin  Bush,  Second  and  Cherry,  Seattle,  Wash.  98104. 


MEDICAL  OFFICE  FOR  RENT-Next  to  Ballard  Community 
Hospital.  Modern  medical  building  with  all  utilities  in- 
cluded. all  other  offices  occupied.  Call  SU  2-5830  Seattle. 


PRIME  MEDICAL  OFFICE  SPACE- Available  in  new  building. 
Everett,  Wa.  Ken  Schilaty  Assoc.,  3702  Colby,  Everett.  Wa. 
98201,  Phone  259-1011. 


Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — San  Francisco,  June  16- 
20,  1968. 

AMA  Clinical — Miami  Beach,  Dec.  1-4, 
1968. 

AMA  Rural  Health  Conference,  March 
20-30,  1968,  Seattle. 

Oregon  Medical  Association  — Annual 
Meeting,  Oct.  1-4,  1968,  Portland 
Memorial  Coliseum;  House  of  Dele- 
gates, April  19-21,  1968,  Gearhart. 

American  Physicians’  Society  for  Phys- 
iologic Tension  Control  — Vancou- 
ver, B.C.,  May  16-19,  1968. 

Pres.,  Herman  A.  Dickel,  Portland 
Sec.,  Robert  E.  Rinehart,  Portland 

Washington  State  Medical  Association 
—Sept  22-25,  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 

Idaho  Medical  Association  — June  26-29, 
1968.  Sim  Valley.  July  2-5,  1969, 
Sun  Valley. 

Medical  Society  of  United  States  and 
Mexico  — Oct.  2 9,  Nov.  2,  196  8, 
Phoenix,  Ariz. 

Sec.,  Virginia  Bryant,  Phoenix,  Ariz. 

North  Pacific  Pediatric  Society — 
Empress  Hotel,  Victoria,  B.C.,  Sept. 
14-17,  1968. 

Pres  , Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


North  Pacific  Society  of  Neur.  & Psy. 
— April  4-6,  1968,  Hilton  Hotel, 
Portland,  Oregon. 

Pres.,  Henry  Zeldewitz,  Vancouver, 
B.C. 

Sec.,  W.  W.  Thompson,  Portland 

Northwest  Rheumatism  Society 
F.  Hughes  Crago,  Great  Falls 
Sec.,  A.  C.  Jones,  Portland 

Pacific  Northwest  Radiological  Society 
— Annual  Meeting,  May  3,  4,  5,  1968. 
Olympic  Hotel,  Seattle. 

Pres.  Wayne  A.  Chesledon,  Seattle, 
Wash. 

Sec.,  M.  Marvin  Wallace,  Bellevue 

West  Coast  Allergy  Society,  Annual 
Meeting.  Nov.  7-9,  San  Francisco, 
1968. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto.  Calif. 


O R E G ON 

Ore.  Acad.  Ophth.  & Otolar— Cosmo- 
politan Motor  Hotel,  4th  Tues.,  Jan.- 
Nov. 

Pres.,  Jack  B.  Miller,  Portland 

Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres..  P H.  Blachly.  Portland 

Sec.,  Ira  Pauly,  Portland 

Sec.,  Thomas  A.  Burns,  Portland 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 

Oregon  Radiological  Society  — Univer- 
sity Club,  Portland,  2nd  Wednesday, 
October-April. 

Pres.,  Robert  S.  Miller,  Beaverton 
Sec.,  Irving  J.  Horowitz,  Portland 

Oregon  Society  of  Internal  Medicine 

Pres.,  Harmon  T.  Harvey,  Salem 
Sec..  Estill  N.  Deitz,  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  through  May.) 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro.  Portland 

Oregon  State  Society  of  Anesthesiolo- 
gists— Portland.  3rd  Friday  (except 
June,  July,  Aug.) 

Pres.,  Frank  Hege,  Jr„  Portland 
Sec.,  Donald  D.  Campbell,  Portland 

Oregon  Urological  Society  — Quarterly 
Meetings,  Congress  Hotel,  Portland 
Pres.,  Emerson  J.  Collier.  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis  — 3rd 
Monday  (Sept.-May)  Congress  Ho- 
tel, Portland. 

Pres.  Ira  Clary.  Portland 
Sec.,  David  Sellers.  Portland 
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Portland  Academy  of  Pediatrics  — 1st 
Monday 

Pres.,  Robert  J.  Meechan,  Portland 
See.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 1th 
Tuesday  (except  Jan. -May,  Sept.- 
Nov.) 

Pres..  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.  May).  Annual  meeting,  May 
10,  15;  April  2,  23,  1968,  Portland 
Pres.,  Edward  Wayson,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


UOMS  Alumni  Association  — Annual 
Meeting,  April  24-26,  1968,  Portland. 

Pres.,  Donald  E.  Olson,  Portland 
Sec.,  Kenneth  Seales,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract.  — 4th 
Mon.  (except  June,  July,  Aug., 
Dec.) 

Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Acad.  Ophth.  & Oto.  — 3rd 
Tues.  (Oct.-Apr.)  Seattle;  May, 
Everett. 

Pres.,  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc.  — 3rd  Wed.  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynwood 


Seattle  Pediatric  Society  — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc.  — 4th  Mon.,  Sept.- 
Nov.,  March-May 

Pres.,  Alexander  H.  Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society  — Quarterly, 
1st  Wed.,  Feb. 

Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club  — 3rd  Tuesday 
(Sept.-May.)  Annual  Meet,  May  4 
Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June.) 
Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair,  Seattle 


Washington  Academy  of  General  Prac- 
tice— Meeting,  May  2-3,  1968,  Tyee 
Motor  Inn,  Olympia 

Pres.,  William  Mead,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Owen  Martin,  Seattle 
Sec..  D.  E.  Wold,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle 

Pres.,  Richard  L.  Pokorny,  Seattle 
Sec.,  Philip  O.  Bridenbaugh,  Seattle 


Wash  St.  Soc.  of  Allergy — May  17-18, 
1968,  Vancouver,  B.C.  Annual  meet- 
ing. Sept.  23,  1968,  Seattle. 

Pres.,  John  Colen,  Tacoma 
Sec.,  Stanley  Zeitz,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May) 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr.,  Yakima 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthlne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same-patient.  Duo- 
denal normality  is  now  evident. 
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• in  diagnosis 

• in  treatment 


Pro  -Banthine, „ 

propantheline  bromide 

calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Banthlne  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthlne  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph1-2  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications : Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15mg.,as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology, 

#9:438-443  (Sept.)  1967. 


Research  in  the  Service  of  Medicine 
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The  only 

human  tetanus  antitoxin 
available  in  a 
disposable  syringe 
is  produced  by  Cutter 


Hyper-Tet 


[TETANUS  IMMUNE  GLOBULIN- 
HUMAN,  U.S.P.] 


Convenient  Single  Dose  Pack 

•250  units  prefilled  in  glass 
barrel  syringe  with  needle 
•Packaged  with 
70%  alcohol  prep  swab 


Side  Effects  and  Precautions:  The  likeli- 
hood of  anaphylactic  reactions  or  serum  sickness 
is  remote.  Though  not  in  connection  with 
Hyper-Tet,  very  rare  serious  reactions  from 
other  human  gamma  globulin  products  have 
been  reported.  Their  extreme  rarity  makes  pre- 


diction of  the  occurrence  impossible.  Slight 
soreness  at  or  over  the  injection  site  may  be 
noted.  DO  NOT  give  intravenously.  Skin  tests 
should  NOT  be  given  since  almost  all  individuals 
will  give  false  positive  reactions  to  any  human 
gamma  globulin  product. 


World  Leader  in  Human  Plasma  Fractions 
CUTTER  JlaJu^uUo^ued.  • Berkeley,  California  94710 
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Physicians’  Assistants  ( editorial ) 

Surgical  Management  of  Coronary  Artery  Disease 

THOMAS  W.  JONES,  M.D. /KENNETH  M.  EYER,  M.D./ 

GEORGE  I.  THOMAS,  M.D./K.  WILLIAM  EDMARK,  M.D. 

Seattle,  Washington 
Sepsis  and  Slippage 

PETER  T.  BROOKS,  M.D.,  Walla  Walla,  Washington 
Post-Vagotomy  Jejunal  Interpositions 
ROBERT  S.  SMITH,  M.D.  Boise,  Idaho 

Tuberculosis  Screening  in  a General  Hospital 
HAROLD  T.  OSTERUD,  M.D.,  Portland,  Oregon 
Pancreatitis  I 

THOMAS  TAYLOR  WHITE,  M.D.,  Seattle,  Washington 
JEAN  E.  MURAT,  M.D.,  Lyon,  France 
ALAN  MORGAN,  M.B.,  Cardiff,  Wales 
Gastric  Carcinoma 

WILLIAM  B.  HUTCHINSON,  M.D. /LAWRENCE  B.  KIRILUK,  M.D./ 
JAY  M.  KRANZ,  M.D.,  Seattle,  Washington 
X-Ray  of  the  Month 

WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


April  1968 


Alaska  and  Washington  are  linked, 
symbolically  and  actually  by  RMP, 
the  Regional  Medical  Program. 


Second  issue  of  Results,  publication 
of  the  Washington  Alaska  Region- 
al Medical  Program,  is  incorporated 
in  this  journal,  pages  397-400. 


Potomac  Pilgrimage 

GLENN  M.  GORDON,  M.D.,  Eugene,  Oregon 
The  Cost  of  Health  Care 

CHARLES  D.  MULLER,  M.D.,  Bremerton,  Washington 
Who  is  to  Speak  for  Medicine? 

JAMES  R.  KIRCHER,  M.D.,  Burley,  Idaho 

WASHINGTON  STATE  MEDICAL  ASSOCIATI 

AMPAC  Delegation  Interviews  Congressional  Delegat 
Specialty  Sessions  Planned  for  Annual  Meeting 
WSMA  Scientific  Exhibit  Committee  to  Meet 
Course  for  General  Practitioners 
Paid  Bornstein  Receives  Faculty  Award 
Dr.  Bucove  Honored 
Many  Endorse  Drunk-Driving  Initiative 


See  these  pages  for  an  important 
announcement  about  grants. 


IDAHO  STATE  MEDICAL  ASSOCIATION 

Officers  and  Councilors  Meet 
Carter  V.  Beghtol  Appointed 


M edical-legal  Program 
Physician  Volunteer 
Personals 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


ROMSULPHALEIN® 

IN  A COMPLETE, 

' 

STERILE, 

DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg. /kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING.  INC. 

i u a i BALTIMORE,  MARYLAND  21201 
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Serpasil-Esidrix 

(reserpine  and  hydrochlorothiazide) 

Combination  Tablets 


CIBA  Pharmaceutical  Company,  Summit,  N.  J. 
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and  ointments 
do  not  spread 
or  penetrate 


Exposed  areas 
where  cosmetic 
considerations  are 
important 


An  invisible 
topical  s* 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion — or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows. 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 


Ideal  for  moist  or 
intertriginous  areas. 

Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


t metically 
:3ptable 

i exposed  areas. 

il  >ropylene  glycol  vehicle 
1 :ialar  Solution  possesses 
i useful  cosmetic  properties. 
e and  greaseless,  it  is 
t icky  or  messy,  will  not 
i clothing  or  skin, 
posed  areas  of  the  body 
i e cosmetic  appeal  is 
,irtant,  Synalar  Solution 
c s nothing  but  results. 

dnomical-a  little 
[ s a long  way. 

: use  of  the  properties 
'opylene  glycol  and  the 
i pam  potency  of 
l inolone  acetonide,  a small 
[ tity  of  Synalar  Solution 
i a long  way.  Also,  the 

> iription  price  of  a 20  cc. 

6 ic  squeeze  bottle  of 

l)  ilar  Solution  is  surprisingly 

> Thus,  your  patients  obtain 
Dmy  with  the  proved 

.cy  of  a potent,  truly 
need  topical  corticosteroid. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects : Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC  , PALO  ALTO.  CALIF 


An  invisible  topical 


NOTES : 


Pesticide  levels  in  ready-to-eat  foods  are  being 
monitored  regularly  by  the  Food  and  Drug  Administration. 
Last  year,  samples  were  collected  from  30  markets  in 
20  cities.  They  were  tested  for  chlorinated  hydrocarbons, 
organic  phosphates,  chlorophenoxy  acids,  bromides, 
arsenic,  amitrole,  carbarbyl  and  dithiocarbamate  residues. 
Although  997  residues  were  detected,  there  were  no  signifi- 
cant changes  of  level,  frequency,  or  types  of  residues 
from  those  reported  in  previous  years.  Bromides,  DDT, 

DDE,  TDE,  and  Dieldrin  were  the  products  whose  residues 
were  found  most  frequently  in  foods.  Chlorinated  organic 
pesticides  were  found  in  a high  percentage  of  samples 
of  dairy  products;  meat,  fish  and  poultry;  grain  and 
cereal  products  ; leafy  vegetables  ; garden  fruits  ; fruits  ; 
and  oils,  fats,  and  shortening.  Root  vegetables  and 
legume  vegetables  were  lowest.  Most  findings  were  well 
below  established  tolerance  levels. 

Guy's  Hospital  Gazette  reports  an  antidote  for 
alcohol — a tablet  of  charcoal,  kaolin,  and  vitamin  C. 

The  first  two  ingredients  are  supposed  to  interfere  with 
absorption  and  the  vitamin  C is  antagonistic  to  alcohol. 
Maybe  the  tablets  could  be  disguised  as  peanuts. 

The  amok  syndrome  is  discussed  at  some  length  in 
the  February  17  issue  of  the  Medical  Journal  of  Australia 
by  Burton-Bradley.  The  four  cardinal  symptoms  have  not 
changed  much  from  those  described  in  1901:  prodromal 
brooding,  homocidal  outbursts,  persistence  in  reckless 
homicide  without  apparent  reason,  and  a claim  of  amnesia. 
Seven  cases  are  reported,  all  uneducated,  young  adult 
males,  most  of  whom  seem  to  have  been  brooding  over  an 
intolerable  insult.  The  syndrome  is  seen  most  frequently 
in  Malaysians,  possibly  because  of  established  amok 
tradition. 

Drug  Addiction  is  increasing  in  England.  Previous 
freedom  of  physicians  to  prescribe  narcotics  has  been 
curtailed  and  treatment  centers  are  being  established. 

But  there  is  some  feeling  that  treatment  in  a center 
has  not  been  proven  to  be  as  helpful  to  the  addict  as  the 
personal  attention  of  a general  practitioner.  Some  are 
already  calling  the  law,  passed  last  year,  a failure. 
Prohibition  in  England  seems  to  be  working  the  way  it  does 
in  the  United  States — it  puts  the  business  in  the  hands 
of  racketeers. 


H.L.H. 
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Most  overweight  patients 
wish  they  weren't. 


i 


Obestat  takes  the  wishing  out  of  dieting  by 
fortifying  your  patient's  willpower  to  regulate 
his  appetite  and  overcome  the  eating  habits  that 
often  cause  obesity.  The  smooth  release  of  the 
balanced  components  provides  effective  appetite 
control  during  the  day,  yet  rarely  interferes  with 
sleep  at  night. 

Obestat  suppresses  appetite,  minimizes 
hunger  sensations  and  elevates  the  mood  with 
methamphetamine. 

Obestat  helps  to  stimulate  metabolism 
through  the  reliable  calorigenic  action  of 
domestic,  dual  assayed  thyroid. 

Obestat  helps  to  stabilize  the  emotions  and 
relieve  diet  depression  with  amobarbital  and 
methamphetamine. 

Dosage:  The  usual  dose  is  one  tablet  or 
capsule  daily,  taken  before  breakfast.  Occasion-  i 
ally,  two  tablets  or  capsules  may  be  required. 

Side  Effects:  Nervousness,  excitability, 
insomnia,  headache,  dizziness,  gastrointestinal 
distress,  dyspnea  and  palpitations  may  occur  and 
are  usually  controlled  by  reduction  in  dosage  or 
temporary  withdrawal. 

Precautions:  Close  supervision  is  required 
if  an  increase  in  blood  pressure  or  basal  metaboli 
rate  occurs.  The  usual  precautions  attendant  upo 
the  administration  of  the  individual  components 
should  be  observed.  Tests  of  thyroid  function 
may  not  be  valid  until  six  weeks  after  cessation 
of  therapy. 

Contraindications:  Myocardial  and  coronar 
disease,  diabetes,  marked  hypertension  and 
hyperthyroidism. 

Caution:  Federal  law  prohibits  dispensing 
without  prescription. 

How  Supplied:  Bottles  of  30,  100  and  100< 
tablets  or  capsules. 

Please  consult  package  insert  for  complete 
prescribing  information. 

©1968  MAACK  1-68  MADE  IN.  U.S.A.  503-68 


Wishing  isrft  enough. 
Obestat  helps. 

EachObestatTy-Med®tablet  or  capsulecontains:  J-  Methamphetamine 
hydrochloride  10  mg.  Amobarbital  (Warning,  may  be  habit  forming)  60  mg. 

Thyroid  150  mg. 

Ty-Med®  is  the  Lemmon  brand  of  timed-release  medication 


Please  send  me 

a trial  supply  of  Obestat  Ty-Med® 

Name 

Address 

City 

State Zip . 

Haack  Laboratories,  Inc. 

Division  of  Lemmon  Pharmacal  Company 
P.O.  Box  3286,  Portland,  Oregon  97208 


Don’t  let  monilia 
cut  broad-spectrum  therapy  short. 


_ start  with  „ 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic. 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  H untings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension. 
1 25  mg.  tetracycline  and  125,000  u.  nystatin  5 ml..  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Political  Action  Movement  Growing 

Mill  Valley,  California 

Editor,  NORTHWEST  MEDICINE: 

Every  physician  and  every  physician’s  wife  who 
is  dedicated  to  improving  medicine’s  political  posture 
owes  you  a debt  of  gratitude  for  the  full  page  color 
reproduction  of  our  political  creed,  and  editorial 
comments  by  Dr.  Blair  J.  Henningsgaard,  which 
appeared  in  your  Febuary  issue. 

Medicine’s  political  action  movement  is  growing 
every  day  both  in  terms  of  numbers  and  sophistica- 
tion. This  growth  would  not  be  possible  without  the 
tireless  efforts  of  many  physicians  and  their  wives, 
the  strong  support  of  medicine’s  leadership  and  re- 
peated coverage  of  our  activities  by  such  excellent 
publications  as  northwest  medicine. 

I am  sure  you  will  be  pleased  to  know  that  at- 
tendance and  enthusiasm  hit  an  all  time  high  at  the 
AMPAC  National  Workshop,  March  9-10,  in  Wash- 
ington, D.C. 

Best  personal  regards, 

RICHARD  G.  LAYTON 

AMPAC 

Western  Field  Representative 

Is  There  Any  Evidence? 

Caldwell,  Idaho 

Editor,  NORTHWEST  MEDICINE: 

About  fluoridation.  1.  Is  there  evidence  of  sys- 
temic toxicity  in  the  one  part  per  million  or  isn’t 
there?  2.  Do  10  per  cent  of  children  drinking  flu- 
oridated water  have  slightly  mottled  teeth  or  not? 
3.  Is  the  mottling  due  to  toxic  degeneration  of  the 
ameloblasts  or  not?  4.  Does  the  mottled  tooth  chip, 
pit  and  fracture  easier  or  does  it  not?  5.  Do  cavities 
form  larger  and  fillings  hold  less  well  or  do  they 
not?  6.  Are  the  local  beneficial  effects  most  likely 
antibacterial  or  not? 

The  fact  that  children  need  less  dental  care  is 
not  the  question.  How  do  these  teeth  behave  30 
to  50  years  later? 

I am  a scientist.  Enough  of  your  name  calling. 
Let’s  have  some  facts. 

Sincerely  yours, 
CHARLES  E.  KRAUSE,  M.D. 


Missile  Marking  Missed 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

I would  disagree  with  the  pathological  analysis 
of  the  specimen  removed  from  the  lady’s  bladder 
by  Drs.  Ellner  and  Axford  (An  Intracystic  Ballistic 
Missile,  February  issue).  The  cartridge  picture  is 
certainly  not  a 30-06.  I would  bet  that  if  the 
cartridge  head  were  examined  it  would  have  308 
Winchester  stamped  on  it. 

Yours  truly, 

GERALD  L.  WARNOCK,  M.D. 

Excellent  observation.  We  should  have  recognized 
it.  From  the  photograph  and  the  accompanying 
scale  the  bullet  diameter  measures  .312  inch  and 
the  case  length  2.047.  Error  on  the  plus  side,  a 
little  more  than  1 per  cent,  is  introduced  by  the 
fact  that  the  scale  was  farther  from  the  camera 
than  the  center  of  the  cartridge.  Lyman’s  handbook 
on  reloading  gives  the  length  of  the  30-06  case  as 
2.494  and  the  308  Winchester  case  as  2.015.  Dr. 
Ellner  reports  military  marking  on  the  case  head. 
The  round,  therefore  was  7.62  mm  Nato,  from  which 
the  308  Winchester  was  derived.  How  many  other 
handloaders  caught  it?  Ed. 

correspondence  continued  on  page  421 

To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

’ (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5's  and  25  s. 
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Tissue's  healing  nicely. 
Yet  anxiety  slows 
his  steps  toward  recovery. 


By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent's  progress,  Equanil®  often 
may  play  an  important  role  in  medical  and 
surgical  aftercare. 


idications:  For  use  in  management  of  anxiety  and  tension  occurring 
one  or  as  accompanying  symptom  complex  to  medical  and  surgical 
sorders  and  procedures.  Though  not  a hypnotic,  fosters  normal 
ep  through  antianxiety  and  related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity  to  meprobamate. 
Important  Precautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  has  been  reported  to  result  in  dependence 
or  habituation  in  susceptible  persons,  as  alcoholics,  ex-addicts, 
and  other  severe  psychoneurotics.  After  prolonged  excessive 
dosage,  reduce  dosage  gradually  to  avoid  possibly  severe  with- 
drawal reactions.  Abrupt  discontinuance  of  excessive  doses 
has  sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of  judgment 
and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance  occurs ; 
if  persistent,  patients  should  not  operate  vehicles  or  danger- 
ous machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds 
to  dose  reduction;  occasionally  concomitant  CNS 
stimulants  (amphetamine,  mephentermine  sulfate) 
are  desirable.  Allergic  or  idiosyncratic  reactions 
are  rare,  but  such  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses 
who  have  had  no  previous  contact  with  meproba- 
mate. Previous  history  of  allergy  may  or  may  not 
be  related  to  incidence  of  reactions.  Mild  reactions 
are  characterized  by  itchy  urticarial  or  erythema- 
tous maculopapular  rash,  generalized  or 
confined  to  groin.  Acute  nonthrombo- 
cytopenic purpura  with  cutaneous 
petechiae,  ecchymoses,  peripheral 
edema  and  fever  have  been  reported. 


One  fatal  case  of  bullous  dermatitis  following  intermittent  use  of 
meprobamate  with  prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angioneurotic  edema,  bronchial 
spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphy- 
laxis, stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  sympto- 
matically as  with  epinephrine,  antihistamine  and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis and  hemolytic  anemia  have  occurred  rarely,  almost  always  in 
presence  of  known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal  attacks  in  patients 
susceptible  to  both  grand  and  petit  mal.  Extremely  large  doses  can 
produce  rhythmic  fast  activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has  been  reported  rarely. 
After  excessive  dosage  for  weeks  or  months,  withdraw  gradually 
(1  or  2 weeks)  to  avoid  recurrence  of  pretreatment  symptoms  (in- 
somnia, severe  anxiety,  anorexia).  Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  vomiting,  ataxia,  tremors,  muscle 
twitching  and  epileptiform  seizures.  Prescribe  very  cautiously  and 
in  small  amounts  for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria.  Excessive  doses  have  resulted  in  prompt  sleep;  reduction 
of  blood  pressure,  pulse  and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with  immediate  gastric  lavage 
and  appropriate  symptomatic  therapy.  (CNS  stimulants  and  pressor 
amines  as  indicated.)  Doses  above  2400  mg./day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 

Equanil  (meprobamate)  400  mg.  (All  tablets 
also  available  in  Redipak®  [strip  pack],  Wyeth.) 

Continuous-Release  Capsules,  Equanil  L-A 
(meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Professionally  posed. 


He  isn’t  burdened 
by  his  hypertension 
or  his  therapy... 

t 


Butiserpazide  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
eserpine  formula;  it  supplements  it  with  the  mildly 
edative  effect  of  Butisol  (butabarbital). 


linical  comparisons  have  shown  that  many  patients 
espond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure1 ...  at  times  below  the  levels 
(attained  with  previous  therapy2;  (2)  “striking”  im- 


provement in  such  symptoms  as  headache,  nervous- 
ness, palpitation  and  dizziness2;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”2 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility.  Are 
there  any  hypertensives  in  your  practice  who  might 
find  life  a little  pleasanter  on  Butiserpazide? 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
m conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
nowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Precau- 
tions: Butisol  (butabarbital)  — Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or 
depression.  Hydrochlorothiazide  — May  induce  electrolyte  imbalance;  when  used 
I with  digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  in- 
sufficiency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
t occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  only  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine-  Observe  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  General—  Reduce  concomitant  antihypertensives  by  at  least 
50%,  and  exercise  caution  in  coronary  artery  disease.  Adverse  Reactions: 
Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps,  nausea,  palpi- 
tation, superficial  skin  bruises,  headache,  dehydration,  skin  rash,  "hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia,  photosensitiv- 
ity, pancreatitis,  jaundice,  xanthopsia,  purpura,  thrombocytopenia,  leukopenia, 


agranulocytosis,  aplastic  anemia,  anorexia,  gastric  irritation,  abdominal  cramp- 
ing, constipation,  glycosuria,  vertigo,  cutaneous  vasculitis,  orthostatic  hypo- 
tension (potentiated  by  alcohol,  barbiturates,  or  narcotics),  increased  salivation 
and  gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina-like 
syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  nervousness,  para- 
doxical anxiety,  rarely  atypical  Parkinsonian  syndrome,  central  nervous  system 
sensitization  (manifested  by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy),  dryness  of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  de- 
creased libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®-50: 
1 tablet  daily  or  b.i.d.  Before  prescribing  or  administering,  see  package  insert. 
References:  1.  Johnson,  H.  J.,  Jr.:  Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.: 
Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazidr-25 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 


Butiserpazide-50 

Prestabs®*  Tablets 


Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 
Reserpine  0.1  mg. 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEIl ) 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 


BOOKS 


irufdJiane 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  oj  ethical  pharmaceuticals  since  1856 
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100  pp.  Price  $4.75.  Charles  C Thomas,  Springfield,  111., 
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Patients,  doctors,  and  families.  By  Faye  C.  Lewis,  M.D. 
240  pp.  Price  $4.95.  Doubleday  & Co.,  Inc.,  New  York,  1968. 

Garlock’s  surgery  of  the  alimentary  tract.  By  John  H. 
Garlock,  M.D.,  Late  Clinical  Professor  Surgery  Emeritus, 
Columbia  University,  College  of  Physicians  and  Surgeons, 
New  York.  Illustrated.  494  pp.  Price  $19.50.  Appleton- 
Century-Crofts,  New  York,  1967. 

Rare  diseases  and  lesions:  Their  contributions  to  clinical 
medicine.  By  William  B.  Bean,  M.D.,  Professor  and  Head, 
Dept,  of  Internal  Medicine,  University  of  Iowa,  Iowa  City, 
Iowa.  290  pp.  Price  $10.50.  Charles  C Thomas,  Springfield. 
111.,  1967. 

The  palms  and  soles  in  medicine.  By  Maurice  J.  Costello, 
M.D.,  F.A.C.P.,  Professor  Clinical  Dermatology,  New  York 
University  Medical  Center;  and  Richard  C.  Gibbs,  M.D., 
Asst.  Clinical  Professor  of  Dermatology,  New  York  Uni- 
versity Medical  Center.  Illustrated.  686  pp.  Price  $47.50. 
Charles  C Thomas,  Springfield,  111.,  1967. 

Black  Market  medicine.  By  Margaret  Kreig.  309  pp.  Price 
95c.  Bantam  Books,  Inc.  (paperback),  1968. 

Cardiac  radiology.  By  Edward  F.  Dunne,  M B.,  B.Ch.,  Dept, 
of  Radiology,  St.  Vincent’s  Hospital,  Los  Angeles,  Calif. 
256  pp.  Illustrated.  Price  $12.50.  Lea  & Febiger,  Phila- 
delphia, 1967. 

Cellular  aspects  of  developmental  pathology.  By  Robert 
P.  Bolande,  M.D.,  Associate  Clinical  Professor  of  Path- 
ology & Senior  Instructor  in  Pediatrics,  Western  Reserve 
University,  Cleveland,  Ohio.  374  pp.  Illustrated.  Price 
$16.50.  Lea  & Febiger,  Philadelphia,  1967. 

Disinfection,  sterilization  and  preservation.  By  Carl  A. 
Lawrence,  Ph.D.,  Director  Bureau  of  Laboratories,  Los 
Angeles  County  Health  Dept.,  and  Seymour  S.  Block, 
Ph.D.,  Professor  of  Bioengineering,  Dept,  of  Chemical 
Engineering,  University  of  Florida.  808  pp.  Illustrated. 
Price  $30.00.  Lea  & Febiger,  Philadelphia,  1968. 

Thanks,  Doctor,  I’ve  stopped  smoking.  By  William  S. 
Kroger,  M.D.,  Exec.  Director,  Institute  for  Comprehensive 
Medicine,  Beverly  Hills,  Calif.,  and  Robert  Yale  Libott, 
Los  Angeles,  Calif.  101  pp.  Price  $4.75.  Charles  C Thomas, 
Springfield,  111.,  1967. 

Aspiration  pneumonitis.  By  William  Hamelberg,  M.D., 
Professor  & Director  Division  of  Anesthesiology,  Ohio 
State  University  Medical  Center,  Columbus,  Ohio  and 
Peter  P.  Bosomworth,  M.D.,  Professor  and  Chairman,  Dept, 
of  Anesthesiology,  University  of  Kentucky  Medical  Center. 
Lexington,  Ky.  59  pp.  Illustrated.  Price  $4.75.  Charles  C 
Thomas,  Springfield,  111.,  1967. 
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A simplified  approach 
to  the  practica  management 
of  hypertension 


KPIRIXE 


METHYC  LOTHIA/IDJ 


PARGYLINE 


METHYCIOTHIAZIDE 


RESERPIRIXE 


meihycloihiazim;  deskrpidixe 


PARGYLINE 


DESERPIDIXE 


METilYCLOTHL 


DESERPIMXi 


HEIHYCLOTIUAZIDE 


(iYLIXE 


PARGYLIXE 


Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  daylong  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient’* 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosagt 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiun 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  ii 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 


znduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

Once  a day,  every  day 

ENDURONYL 

MEIHYCLOTHIAZIOE  5 mg.  with 

DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 


MILD  TO  MODERATE  TO  SEVERE 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGVLINE  HYDROCHLORIDE  25  mg. 
with  METHYCIOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement  »iom 


ENDURON 

METHYCLDTHIAZIOE 


ENDURONYL 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  8CM438R 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 


And  let  you  control 


With  Novahisline  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


the  dosage. 

Each  Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride.  40  mg.;  chlor- 
pheniramine maleate. 8 mg.;  and  acetamin- 
ophen. 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 
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“Nothing  else  F ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 
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EDITORIAL 


Physicians'  Assistants 


Among  suggestions  arising  in  the  current 
polylogue  that  Magraw  called  ferment  in 
medicine,  discussion  much  too  general  to  be 
called  a dialogue,  the  proposal  to  create  a new 
profession  of  physicians’  assistants  merits  more 
than  casual  interest.  A program  of  training 
individuals  to  assist  physicians  was  started  at 
Duke  University  on  formal  basis,  after  an 
informal  beginning,  in  1965.  It  was  described  at 
a Health  Conference,  held  by  the  New  York 
Academy  of  Medicine,  April  20,  21,  1967,  by 
Eugene  Stead.1 

Need  to  expand  effectiveness  of  physicians 
is  clear.  Demands  for  service  are  growing  more 
rapidly  than  organization  for  training  physicians 
to  meet  them.  As  Stead  sees  it,  physicians  will 
soon  reach  a point  of  arrested  progress  for 
exactly  the  same  reason  that  nurses  have  already 
arrived  at  that  point.  The  nurse  in  the  hospital  is 
now  the  only  person  in  the  hospital  who  cannot 
learn.  Nurses  are  in  such  short  supply  and  are 
so  overcome  with  responsibilities  that  they  have 
no  time  for  learning. 

Many  physicians  are  now  so  busy  that  they 
feel  there  is  little  time  for  learning.  Attempts 
to  give  medical  care  to  the  entire  population 
will  increase  the  difficulty,  with  the  result,  as 
Stead  sees  it,  that  the  physician  may  cease  to  be 
the  major  factor  in  the  health  field.  The  dropout 
from  continuing  education  will  not  be  effective 
very  long. 

An  important  advantage  of  training  physicians’ 
assistants  will  be  their  longevity  in  practice. 
Their  commitment  should  be  for  a lifetime  of 
service.  This  is  not  the  case  with  nurses,  most 
of  whom  prefer  family  life  to  professional  life 
and  devote  few  years  to  nursing.  The  physician’s 
assistant  will  make  a career  of  it. 

The  burden  of  practice  can  be  lightened  ma- 


1  Stead,  Eugene  A..  Jr.,  Educational  programs  and  man- 
power. Bull  NY  Acad  Med  44:204-213  (Feb)  1968. 


terially  by  an  assistant  trained  to  do  those  things 
the  physician  does  not  need  to  do.  Analysis  indi- 
cates that  some  activities  of  physicians  require 
judgement  but  some  require  only  intelligence 
and  the  skill  that  comes  with  repetition.  Stead 
feels  that  college  training  need  not  be  a require- 
ment. The  essential  qualifications  for  a physi- 
cian’s assistant  are  that  he  be  dedicated  to  the 
health  field  and  that  he  be  willing  to  give 
service  to  others. 

There  has  been  some  difficulty  in  getting 
financial  support  for  the  Duke  program  because 
it  offers  a two  year  course  for  high  school  gradu- 
ates. This  seems  to  have  done  violence  to  some 
preconceived  ideas  about  education  of  special 
personnel  in  the  health  field.  And  hospital  admin- 
istrators have  objected  because  they  have  not 
been  given  full  control.  The  candidates  are 
selected  by  physicians,  trained  by  physicians, 
and  will  work  with  physicians. 

Stead  is  not  deceiving  himself  about  having 
offered  a plan  that  will  apply  to  all  sections  of 
the  country.  He  says:  “This  is  an  extraordinarily 
complex  nation.  North  Carolina  is  very  unlike 
New  York  City.  It  is  very  unlike  Montana. 
I do  not  think  for  a minute  that  the  pattern 
we  are  setting  up  for  turning  high  school  gradu- 
ates into  physician’s  assistants  is  a pattern  recom- 
mended for  the  entire  country.  . . . Since  an 
old  system  is  ending,  we  all  ought  to  be  testing 
new  programs  that  are  feasible  in  our  own 
respective  areas.” 

Local  adaptation  to  local  needs  appears  to  be 
essential,  but  there  are  a few  basic  principles: 
the  trainees  must  be  dedicated;  they  should  be 
selected  by  physicians  and  trained  by  physi- 
cians; they  should  be  trained  to  do  the  things 
that  are  continually  being  recycled;  the  physi- 
cian should  be  trained  too,  so  that  he  may 
know  how  to  use  the  assistant;  and  both  should 
be  able  to  maintain  the  quality  of  their  service 
by  continuing  to  learn.  ■ H.  L.  H. 
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Now... twice  as  much  as  before  m each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New. . .V-  Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 
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Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


Surgical  Management  of  Coronary  Artery  Disease 


THOMAS  W.  JONES,  M. D/KENNETH  M.  EYER,  M.D. 

GEORGE  I.  THOMAS,  M.D./K.  WILLIAM  EDMARK,  M.D.,  Seattle,  Washington 


Surgery  should  be  considered  for  selected  cases  of  intractable,  disabling 
angina.  There  should  be  electrocardiographic  evidence  of  ischemia,  lack  of  sig- 
nificant fibrosis,  no  recent  infarction,  no  congestive  failure,  no  extracardiac  con- 
traindication to  surgery,  and  there  should  be  angiographic  verification  of  feasi- 
bility. Reconstructive  surgery  is  applicable  in  some  cases;  others  may  be  helped 
by  revascidarization. 


The  correlation  between  coro- 
nary artery  disease  and  the 
clinical  syndrome  of  angina  pec- 
toris has  been  known  for  over 
200  years.1  Nevertheless,  it  is  far 
from  being  clearly  understood. 
There  have  been  many  contra- 
dictions in  regard  to  the  type 
of  therapy  most  effective  and, 
except  for  some  basic  general 
therapeutic  principles,  differ- 
ences of  opinion  continue.  It  is 
in  regard  to  one  of  the  principles 
that  this  paper  is  directed. 

This  study  is  based  upon  a 
survey  of  50  selected  patients 
with  symptomatic  coronary 
heart  disease  manifested  by  dis- 
abling angina  pectoris.  In  this 
original  group,  35  were  young 
men  with  progressive,  disabling, 
intractable  angina,  unresponsive 
to  medical  management. 

Ten  patients,  or  20  per  cent, 
were  felt  to  be  surgical  candi- 
dates. One  patient  died  before 
surgery  could  be  performed. 
The  remaining  patients  form  the 
basis  of  this  paper  and  are  ex- 
amples demonstrating  the  con- 
tinued progress  in  cardiovas- 
cular surgery.  The  major  con- 


tributions responsible  for  this 
progress  include:  1.  The  devel- 
opment, refinement,  and  im- 
proved reliability  of  cardio- 
pulmonary bypass;  2.  The  im- 
provement in  technique  of  cine- 
angiography of  the  coronary 
arteries;  3.  Confirmation  of  the 
concept  of  myocardial  revascu- 
larization from  extracardiac 
sources. 

Our  group,  from  the  Provi- 
dence Hospital  Heart  Center, 
began  this  clinical  study  in  1964. 
It  is  divided  chronologically  into 
three  phases:  Phase  1,  began  in 
1964,  and  established  satisfacto- 
ry, accurate  cine-angiography  of 
the  coronary  arteries;  Phase  2 be- 
gan in  June,  1966,  and  was  the 
institution  of  a program  of  sur- 


gical treatment  for  carefully 
selected  patients;  Phase  3 began 
in  the  summer  of  1967,  and  in- 
cludes a six-month  follow-up  by 
cine-angiography  of  those  pa- 
tients treated  by  surgery.  It  is 
hoped  that  yearly  studies  here- 
after may  be  possible. 

Selection  of  patients  for  coro- 
nary artery  surgery  was  based 
upon  the  criteria  summarized  in 
Table  1. 

Nine  patients  were  selected 
during  1966-1967,  for  coronary 
artery  surgery.  Three  of  them 
were  selected  for  direct  recon- 
structive surgery  because  of  seg- 
mental artery  stenosis  with  satis- 
factory distal  run-off  bed,  Table 
2.  Six,  on  the  basis  of  total  oc- 
clusive diffuse  disease,  were 


Table  1 

Indications  for  Surgery 

1.  Intractable  angina  pectoris; 

2.  ECG  evidence  of  ischemia; 

3.  Lack  of  significant  myocardial  fibrosis; 

4.  Lack  of  fresh  myocardial  infarction; 

5.  Lack  of  significant  congestive  heart  failure; 

6.  No  contraindications  to  surgery  from  other  organ  system  diseases; 

7.  Selective  coronary  angiography  demonstration:  stenosis  or  occlusion 
extent,  vessels  involved  and  distal  run-off  bed. 
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Table  2 

Indications  for  Direct 
Reconstructive  Surgery 

1 . Proximal  occlusion  or  signifi-  2.  Highly  symptomatic  patient 
cant  stenosis  with  adequate  subject  to  sudden  death,  with 
run-off  bed;  total  occlusion  of  the  proximal 

obstruction  lesion. 


Table  3 

Indications  for  Indirect 
Revascularization  Surgery 


1.  Diffuse  involvement  of  the  left 
coronary  artery  and  its  anterior 
descending  branch; 


selected  for  indirect  revascu- 
larization procedures,  Table  3. 
Following  is  a clinical  summary 
of  these  patients. 


CASE  REPORTS: 

Case  1.  A 45-year-old  aircraft 
mechanic  developed  angina  in 
September  1964,  which  subsid- 
ed after  16  Kg  (35  lb.)  weight 
loss  to  93  Kg  (205  lbs.)  and  he 
then  developed  pre-infarction 
angina.  Initially,  EKG  showed 
ST-T  changes  only,  but  small 
Q waves  in  V2  and  V3,  showing 
a small  anterior  infarction,  sub- 
sequently developed. 

He  was  discharged  on  war- 
farin sodium  and  pentaery thritol 
tetranitrate,  and  returned  to 
work  in  May  1965.  The  epi- 
sodes of  angina  became  more 
frequent  and  more  prolonged, 
and  electrocardiogram  in  the 
spring  of  1966  showed  a flat  T 
in  AVL,  with  a small  Q wave 
in  VI  through  V3.  Coronary 
arteriogram,  done  May  3,  1966, 
showed  a large  right  dominant 
coronary  artery  with  minimal 
disease.  There  was  minimal  dis- 
ease of  the  left  coronary  and 
there  were  short  areas  of  mod- 
erate narrowing  in  the  posterior 
circumflex  branch.  Only  a very 
small  artery  was  seen  in  the 
area  of  the  anterior  descending, 
with  the  main  branch  being 
occluded. 


2.  No  signicant  infarction  of  the 
anterior  wall  of  the  left  ven- 
tricle. 


A Vineberg  was  done  June  1, 
1966,  Figure  1. 

Case  2.  A 59-year-old  truck 
driver  developed  classical  an- 
gina, in  the  fall  of  1965.  The 
first  of  December  he  started 
medical  treatment,  but  by  mid- 
May,  1966,  his  condition  had 
rapidly  deteriorated.  An  electro- 
cardiogram taken  during  an  epi- 
sode of  angina  showed  precor- 
dial ST  depression,  with  many 
premature  ventricular  contrac- 
tions, but  a normal-sized  heart. 
Coronary  angiogram  done  May 
24,  1966,  showed  some  narrow- 
ing in  the  mid-portion  of  the 
right  main  coronary  and  marked 
narrowing  in  the  anterior  de- 
scending branch  of  the  left 
coronary'. 


A Vineberg  was  performed 
June  9,  1966,  Figure  2. 

Case  3.  A 43-year-old  aircraft 
company  supervisor  suffered  a 
30-minute  episode  of  deep  ache 
in  the  upper  arm  and  forearm 
after  dinner,  July,  1966.  The 
next  day,  following  repeated 
episodes  of  angina  with  minimal 
exertion,  an  electrocardiogram 
was  done,  which  was  normal. 
A coronary  arteriogram  done  on 
August  2,  1966,  showed  com- 
plete occlusion  of  the  right  main 
coronary^  artery  a few  cm  from 
its  origin.  There  was  a short 
segment  of  narrowing  in  the 
circumflex  artery,  the  major 
blood  supply  to  the  diaphrag- 
matic surface,  and  there  was  a 
slight  change  in  the  mid-portion 
of  the  anterior  descending 
branch.  An  endarterectomy'  and 
patch  graft  was  performed  on 
the  circumflex  artery,  September 
14,  1966,  Figure  3. 

Case  4.  A 46-year-old  single, 
civil  engineer  first  experienced 
angina  two  years  ago  whenever 
he  climbed  a steep  slope.  This 
subsided  after  several  weeks 
and  he  was  apparently  in  good 
health  until  the  summer  of  1966, 
when  he  had  recurrence  of 
sy'mptoms  with  minimal  exer- 
tion. Despite  marked  restriction 
of  his  activities  and  treatment 
with  pentaerythritol  tetranitrate, 
his  condition  grew  worse.  Ex- 
amination showed  a blood  pres- 
sure of  160/80.  Resting  electro- 
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cardiogram  was  normal,  but  a 
tracing  following  exercise  show- 
ed flagrant  ST  depressions  in 
Leads  1,  2 and  V4.  A coronary 
arteriogram  done  November  29, 
1966,  showed  stenosis  at  the  ori- 
gin of  the  major  anterior  de- 
scending and  left  marginal 
branches  of  the  left  coronary. 
The  right  coronary  was  normal. 
On  January  11,  1967,  an  endarte- 
rectomy and  vein  patch  graft  of 
the  left  main  and  origin  of  the 
anterior  descending  and  mid- 
portion of  die  anterior  descend- 
ing arteries  was  done,  Figure  4. 

Case  5.  A 50-year-old  aircraft 
company  supervisor  developed 
progressive  left  chest,  neck  and 
arm  ache,  in  May,  1966,  that 
lasted  from  15  to  30  minutes, 
after  moderate  exertion.  He  was 
hospitalized  and  started  on 
pentaerythritoi  tetranitrate  and 
returned  to  work  after  two 
weeks.  He  did  moderately  well 
until  October,  when  he  suffered 
severe  chest  pain.  One  attack 
lasted  five  hours,  unrelieved 
by  nitroglycerin.  Examination 
showed  an  atrial  gallop  and  a 
normal-sized  heart.  The  resting 
electrocardiogram  was  normal, 
except  for  a flat  T in  AVL.  (This 
had  been  upright  in  May,  1966.) 
A double  Masters  test  (54  trips 
in  3 minutes  45  seconds),  May 
1966,  showed  normal  resting 
tracing  and  barely  positive  post- 


exercise ST  depression  in  V4. 
Coronary  arteriography  Decem- 
ber 15,  1966,  showed  a large 
anterior  descending  artery 
abruptly  narrowed  in  its  mid- 
portion to  only  20  per  cent.  The 
proximal  right  coronary  artery, 
which  was  dominant,  was  mark- 
edly narrowed  (almost  to  90  per 
cent)  1.0  cm.  from  the  orifice. 

A right  coronary  endarterec- 
tomy and  onlay  vein  graft  was 
performed  January  12,  1967, 
Figure  5.  His  pre-surgery  course 
was  marked  by  severe,  pro- 
longed bouts  of  chest  pain  un- 


relieved by  nitroglycerin,  but 
without  enzyme  alterations. 

Case  6.  A 45-year-old  me- 
chanic and  service  station  oper- 
ator developed  progressive  ex- 
ertional right  upper  chest,  neck, 
and  shoulder  pain  in  July,  1966. 
By  October,  pain  was  experi- 
enced daily,  and  he  was  hos- 
pitalized. A coronary  arterio- 
gram performed  November  1, 
1966,  showed  a diffusely  nar- 
rowed right  coronary  and  oc- 
clusion of  the  anterior  descend- 
ing branch,  which  filled  only  by 
collaterals  from  the  marginal 
branch.  An  electrocardiogram 
showed  ST  depression  across  the 
precordium  and  T inversion  in 
Leads  2,  3 and  AVF.  A Vine- 
berg  was  done  January  6,  1967, 
Figure  6. 

Case  7.  A 46-year-old  minis- 
ter developed  angina  eight  years 
prior  to  admission.  Because  of 
peripheral  arteriosclerosis  with 
ache  in  the  buttocks  on  walking, 
he  had  aortic  bifurcation  sur- 
gery. In  the  summer  of  1965, 
minimal  exertion  caused  chest 
pain  which  steadily  progressed, 
despite  markedly  restricted  ac- 
tivities. By  May  27,  1966,  he 
was  unable  even  to  talk  to  his 
parishioners.  His  resting  elec- 
trocardiogram was  normal,  but 
following  only  three  trips  over 
the  Masters  stairs  he  developed 
deep  ST  depression  in  V5.  By 
February  13,  1967,  he  was  using 
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up  to  15  tablets  of  nitroglycerin 
a day.  A coronary  arteriogram, 
done  February  23,  1967,  showed 
moderately  severe,  diffuse  coro- 
nary disease  involving  both 
right  and  left  coronaries.  Be- 
cause of  the  poor  medical  prog- 
nosis, surgery  was  felt  to  be 
justified,  despite  the  added  risk, 
and  a Vineberg  was  done  March 
15,  1967,  Figure  7. 

Case  8.  A 62-year-old  tool 
and  die  maker  had  the  onset  of 
chest  pain  with  radiation  into 
the  neck  five  years  prior  to  ad- 
mission. These  symptoms  were 
associated  directly  with  exertion 
and  at  times  the  patient  com- 
plained of  syncope.  Over  the 
preceding  two  years  the  symp- 
toms had  been  associated  with 
lesser  degrees  of  exertion,  and 
one  week  prior  to  admission  his 
angina  had  progressed  to  the 
point  of  pain  following  meals, 
removing  clothes  for  bed,  and 
with  any  emotional  upset  such 
as  anxiety.  He  was  treated  with 
the  usual  medical  management, 
without  improvement.  On  May 
5,  1967,  the  patient  had  coronary 
angiography  which  revealed  a 
slight  narrowing  (30  per  cent) 
of  the  distal  portion  of  the  main 
left  coronary  artery  and  mod- 
erately severe  arteriosclerotic 
change  in  the  anterior  descend- 
ing and  marginal  and  diagonal 
branches  of  the  left  coronary 
artery.  The  right  coronary  artery 
was  the  dominant  arterv  of  the 


two  and  this  also  displayed  a 
short  segment  of  at  least  50  per 
cent  narrowing  at  a point  2.0 
cm  distal  to  its  origin.  Col- 
laterals from  this  vessel  filled 
the  anterior  descending  branch 
of  the  coronary  by  retrograde 
means. 

On  May  31,  1967,  the  patient 
was  subjected  to  surgery  and  a 
Vineberg  internal  mammary  im- 
plant was  placed  in  the  anterior 
wall  of  the  left  ventricle. 

Case  9.  A 47-year-old,  senior 
airlines  pilot  ran  several  hun- 
dred yards  earning  heavy  suit- 
cases in  the  summer  of  1966,  at 
which  time  he  noted  crushing 
substernal  pain  that  subsided 
when  he  sat  down.  He  satis- 
factorily passed  a physical  ex- 
amination the  following  day  and 
was  well  until  April,  1967,  when 
he  developed  45  minutes  of 
shoulder  and  arm  ache  while 
flying.  This  recurred  the  follow- 
ing day  and  a Masters  Two-Step 
test,  done  the  next  day,  showed 
abnormal  ST  depression  in  V5 
immediately  after  exercise.  The 
resting  tracing  was  normal  ex- 
cept for  a flat  T in  AVL.  War- 
farin sodium  and  pentaerythritol 
tetranitrate  failed  to  improve  his 
symptoms  but  nitroglycerin  was 
promptly  effective  in  relieving 
the  pain.  On  May  4,  1967,  coro- 
nary arteriography  showed  mod- 
erate narrowing  in  the  mid- 
portion of  the  right  coronary 
artery,  with  minor  changes  be- 


yond this.  There  was  retrograde 
filling  of  the  anterior  descending 
branch  of  the  left  coronary  by 
collaterals  from  the  right  termi- 
nal coronary  artery. 

A Vineberg  was  done  June  2, 
1967,  Figure  8. 

discussion 

All  of  the  patients  in  this 
group  were  male,  emphasizing 
the  predominance  of  this  sex  in 
patients  with  coronary'  heart 


disease.  Two-thirds  of  the  pa- 
tients were  in  their  40’s,  all 
working  productively,  and  all 
but  one,  married.  Besides  their 
jobs,  all  of  these  patients  were 
physically  active  in  their  leisure 
hours. 
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Approximately  half  of  the  pa- 
tients had  symptoms  for  as  long 
as  eight  years  but  were  not  to- 
tally disabled.  The  other  group 
presented  acute,  disabling,  in- 
tractable symptoms.  On  an  av- 
erage, these  latter  patients  were 
acutely  ill  for  one  to  three 
months  from  onset  of  symptoms 
until  surgery. 

The  primary  symptom  in  all 
of  these  patients  was  intractable 
angina  pectoris,  symptomatic 
with  minimal  exertion.  Nitro- 
glycerin was  effective  in  re- 
lieving pain,  but  there  was  rapid 
recurrence.  Nitroglycerin  use 
ranged  from  one  to  30  tablets 
daily,  depending  upon  activity. 

No  patient  had  heart  failure 
and  only  one  had  a previous 
myocardial  infarction.  All,  how- 
ever, had  electrocardiographic 
abnormalities  and  positive  stress 
tests. 

Approximately  55  per  cent 
of  the  patients  were  cigarette 
smokers,  about  half  had  hyper- 
tension and  one-third  had  a 
family  history  of  coronary  heart 
disease.  Obesity  was  present  in 
only  10  per  cent  of  these  pa- 
tients. One  patient  had  asso- 
ciated areas  of  symptomatic 
atherosclerotic  disease  for  which 
he  had  previously  been  oper- 
ated. 

All  of  the  patients  were  defini- 
tively surveyed  by  selective 
coronary  angiography.  There 
was  excellent  history,  electro- 
cardiographic and  cine-angio- 
graphic correlation,  which  we 
feel  is  important  in  evaluating 
the  success  of  these  procedures. 

OPERATIVE  PROCEDURE 
direct  arterial  reconstructive 
procedures 

These  patients  were  operated 
by  use  of  extracorporeal  sup- 
port, hypothermia  (32C)  and 


electrically  induced  fibrillation. 
Two  patients  with  left  coronary 
artery  lesions  were  approached 
through  a standard  left  thor- 
acotomy. One  patient  with  a 
right  coronary  artery  lesion  was 
approached  through  a median 
sternotomy.  The  procedure  it- 
self consisted  of  isolation  of  the 
segmental  stenotic  area,  throm- 
bo-endarterectomy,  distal  inti- 
nuil  repair  with  7/0  Tevdek 
sutures  and  a generous  onlay 
autogenous  pericardial  or  ven- 
ous patch  graft.  The  graft  was 
sutured  in  place  with  either  7/0 
or  5/0  Tevdek  suture,  depending 
upon  the  length  and  size  of  the 
vessel  and  the  repair  being  car- 
ried out.1-6 

Two  of  these  patients  were 
treated  with  postoperative  anti- 
coagulation because  of  the  size 
of  the  vessels  involved  and  ex- 
tent of  the  repair.  One  patient, 
with  a left  circumflex  coronary 
artery  partial  occlusion,  required 
only  a limited  endarterectomy, 
Figure  3,  while  the  second  pa- 
tient had  a much  more  exten- 
sive procedure  which  involved 
thrombo-endarterectomy  of  two 
branches  and  the  mid-portion 
of  the  anterior  descending  artery 


itself.  The  amount  of  surgical 
repair  in  this  latter  case  involved 
a good  50  per  cent  of  the  left 
main  coronary  artery,  Figure  4. 
The  third  patient  had  a large 
(approximately  3.0  cm)  stenosis 
of  the  right  main  coronary  ar- 
tery, which  was  the  dominant 
coronary  artery.  This  required 
a long  repair  extending  from 
the  origin  of  the  artery  out  to 
its  angular  branch.  This  entire 
area  was  thrombo-endarterecto- 
mized,  including  dilatation  of 
the  coronary  orifice  through  the 
aortic  wall.  Two-thirds  of  the 
anterior  and  lateral  walls  of  the 
right  main  coronary  artery  were 
reconstructed  with  a rather  gen- 
erous autogenous  vein  patch 
graft.  Figure  5. 

indirect  revascularization 
procedure 

All  six  of  the  patients  with  left 
internal  mammary  artery  im- 
plants were  operated  upon 
through  a standard  left  thorac- 
otomy. The  left  internal  mam- 
mary artery  was  dissected  free 
and  skeletonized  from  its  sev- 
enth or  eighth  intercostal  branch 
to  just  short  of  its  origin  from 
the  subclavian.  All  branches 
were  ligated  with  5/0  vascular 
sutures  and  transsected.  The 
technique  is  that  described  by 
Vineberg  and  is  different  from 
that  recently  described  by  Soule, 
in  which  an  arterio-venous  and 
connective  tissue  implant  is 
used.389 

A generous  tunnel,  2.5  to  3.0 
cm  in  length,  was  constructed 
in  the  anterior  wall  of  the  left 
ventricular  myocardium,  paral- 
leling the  anterior  descending 
branch  of  the  left  coronary  ar- 
tery. At  least  two  freely  bleed- 
ing side  branches  of  the  internal 
mammary  were  brought  into  the 
tunnel,  and  after  satisfactory 
placement  the  distal  end  of  the 
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internal  mammary,  previously 
ligated,  was  exteriorized  and 
anchored  by  sutures  into  the 
myocardium.  Figure  1.  Post- 
operatively,  patients  were  not 
given  anticoagulants  and  were 
treated  as  routine  thoracotomy 
patients  except  for  careful  elec- 
trocardiographic monitoring. 

results 

Eight  of  the  patients  were  im- 
proved following  surgery  and 
all  but  one  are  back  at  work  on 
their  previous  jobs.  Improve- 
ments means  (a)  significantly 
decreased  to  absent  angina;  (b) 
ECG  improvement,  including 
reversal  of  signs  of  myocardial 
ischemia;  (c)  patient’s  ability  to 
carry  out  normal  work  and  home 
activities.  These  patients  are 
able  to  work  and  pursue  their 
other  activities  without  angina. 
The  time  factor  in  the  patients’ 
clinical  improvement  is  of  some 
interest  and  warrants  emphasis. 
The  patients  who  imderwent 
direct  arterial  reconstruction 
showed  immediate  improve- 
ment. The  patients  who  had  im- 
plant surgery  did  not  improve 
significantly  for  four  to  eight 
weeks  postoperatively.  Follow- 
ing this  latency  period  there  was 
progressive  improvement  at  an 
increasing  rate  of  speed,  so  that 
by  four  to  six  months  post- 
operatively the  patients  were 
essentially  back  to  a normal 
status.  This  clinical  analysis 
may  well  be  correlated  with  the 
established  experimental  work 
demonstrating  the  period  neces- 
sary for  the  development  of  di- 
rect mammary -artery -coronary 

collateralization.  Three  of  the 
patients,  who  have  passed  the 
six  months  postoperative  mark, 
have  had  follow-up  cine-angi- 
ography. Two  of  the  patients 
with  endarterectomies,  have  had 
cine-angiographic  studies  that 


unequivocably  demonstrate  pa- 
tent repairs  with  correlated  an- 
atomic improvement.  Postopera- 
tive study  of  one  of  the  internal 
mammary  implantations  has  also 
been  done,  and  this  has  demon- 
strated a patent  graft,  myo- 
cardial revascularization,  filling 
of  a previously  non-visualized 
anterior  descending  branch  of 
the  left  coronary  artery,  and 
visualization  of  the  coronary 
sinus. 

complications 

One  patient— our  first  with  an 
internal  mammary  artery  im- 
plant—in  the  first  24  hours  post- 
operatively required  re-opera- 
tion  for  a bleeding  implant 
which  had  become  untethered 
and  required  reinsertion.  Fol- 
lowing the  second  operation 
there  were  no  untoward  se- 
quelae. 

One  patient,  on  anticoagu- 
lants, developed  a bleeding 
duodenal  ulcer  three  weeks 
postoperatively.  He  required 
transfusions  and  reversal  of  the 
anticoagulation  therapy.  During 
that  hospitalization  the  patient 
developed  a recurrence  of  his 
anginal  pain  and  a myocardial 
infarction.  Repeat  cine-angio- 
graphv  of  this  patient  demon- 
strated a widely  patent  artery 
where  a previous  endarterec- 
tomy repair  had  been  done.  This 
recurrence  undoubtedly  repre- 
sented an  extension  of  his  dis- 
ease into  other  arteries. 

One  patient  died  24  hours 
postoperatively.  This  patient  de- 
veloped progressive  output  fail- 
ure and  cardiac  arrest  without 
response  to  resuscitative  mea- 
sures. He  had  the  longest-stand- 
ing disease  (eight  years),  was 
the  most  severely  limited  by  his 
angina,  and  had  three-vessel 
disease  which  may,  indeed,  have 
been  an  unrecognized  contrain- 


dication to  surgery  in  his  case. 
Higher  mortality  rates  will  un- 
doubtedly be  experienced  for 
patients  with  three-vessel  dis- 
ease. Patients  with  such  pre- 
cariously balanced  myocardial 
circulation  are  going  to  tolerate 
early  “infarction  like”  injury  of 
the  implantation  site  very  poor- 
ly, and  in  some  cases  it  may  be 
fatal. 

There  were  no  other  morbid- 
ity problems  of  infection  or 
similar  sequelae. 

comment 

After  many  stuttering  starts 
and  failures  it  has  become  ap- 
parent since  the  original  work 
of  Vineberg  in  1950,  that  revas- 
cularization of  the  myocardium 
in  human  beings,  as  well  as  in 
experimental  animals,  is  pos- 
sible, and  that  this  can  be  cor- 
related with  clinical  improve- 
ment and  angiographic  evidence 
of  revascularization.  Reports 
from  the  literature  and  thus  far 
in  our  experience  show  a 70  to 
80  per  cent  improvement  rate, 
correlated  with  a post-operative 
late  patency  rate  of  the  implant- 
ed graft  of  some  50  to  80  per 
cent.39 

Experimental  studies  have 
also  substantiated  significant 
blood  flow  rates  of  implanted 
internal  mammary  arteries.  As 
might  be  expected,  the  volume 
of  flow  into  the  myocardium  in 
the  early  postoperative  implants 
is  small.  This  is  related  to  the 
high  resistance  to  direct  blood 
flow  into  the  myocardial  sinus- 
oids; however,  as  direct  mam- 
mary-to-coronary  anastomoses 
develop,  the  resistance  to  flow 
decreases  and  the  rate  of  flow 
rises.  Collateral  budding  has 
been  noted  as  early  as  12  days 
postoperatively  and  substantial 
arteriolar  - sized  anastomoses 
formed  in  some  three  to  six 
months.9  Six  months  after  im- 
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plantation  the  average  mean  im- 
plant flow  is  28  cc  per  minute 
and  approaches  the  mean  flow 
in  the  anterior  descending 
branch  of  the  coronary  artery  of 
40  cc  per  minute.7 " 

For  development  of  internal 
mammary-coronary  collateraliza- 
tion there  appears  to  be  a defi- 
nite need  for  an  arterial  pres- 
sure gradient  between  the  im- 
plant and  sinusoid  region.  In  ad- 
dition to  arterial  needs,  there 
must  be  acceptable  host  tissue; 
in  other  words,  the  ventricular 
myocardium  must  have  main- 
tained its  integrity  without  fi- 
brosis or  excessive  fibrous  re- 
placement. 

With  all  of  these  factors  in 
mind,  and  under  the  best  of 
conditions,  it  is  unlikely  that  im- 
plant flow  will  equal  normal  an- 
terior descending  coronary  ar- 
tery flow,  even  when  this  vessel 
is  completely  occluded.  This  is 
because  some  of  the  anterior  de- 
scending flow  will  be  replaced 
by  natural  anastomoses  from  the 
circumflex  and  right  coronary 
arteries.  The  significant  fact  is 
that  the  additional  blood  which 
the  implant  brings  into  the  is- 
chemic myocardium  is  supple- 
mentary to  the  basic  coronary 
artery  flow  and  does  not  entail 
redistribution  of  this  flow  at 
the  expense  of  other  areas  of  the 
myocardium.37 

In  a small  percentage  of  pa- 
tients there  are  some  who  are 
amenable  to  direct  surgical  at- 
tacks on  coronary  arteries  with 
isolated  and  segmental  stenosis 
or  occlusions  which  are  yet  large 
enough  technically  to  recon- 
struct. It  is  data  from  our  own 
selective  cine-angiograms  that 
have  demonstrated  significant 
stenotic  lesions  in  the  main  coro- 
nary arteries  in  three  patients 
that  have  made  surgery  feasible. 

Our  awareness  of  the  pub- 
lished high  mortality  rates  of 


some  40  to  60  per  cent  for  endar- 
terectomy of  the  coronary  arter- 
ies was  reason  for  our  deliberate 
procrastination.2  We  also  felt 
that  careful  patient  selection 
was  mandatory  to  obviate  this 
prohibitive  mortality  rate.  With 
the  advent  of  the  Soames  tech- 
nique in  our  hospital,  and  with 
careful  patient  selection,  we 
were  able  to  glean  three  patients 
from  the  group  for  whom  we 
felt  a surgical  attack  was  feasible 
and  justifiable.  The  results,  we 
feel,  up  to  the  present  time 
speak  well  for  themselves;  but 
all  of  us  will  admit  that  more 
time  will  bring  a more  nearly 
accurate  indicator. 

summary 

Nine  patients  treated  surgic- 
ally for  intractable  angina  pec- 
toris are  presented  in  this  early 
series.  Six  patients  were  oper- 
ated by  the  revascularization 
technique  of  Vineberg  for  occlu- 
sive disease  of  the  anterior  de- 
scending branch  of  the  left  coro- 
nary artery. 

Three  patients  were  operated 
for  segmental  stenotic  lesions  in 
the  main  coronary  arteries  by  di- 
rect endarterectomy  and  recon- 
struction of  the  involved  seg- 
ments. 

Eight  patients  are  improved 
and  back  to  full,  active,  produc- 
tive life.  One  patient  initially 
suffered  a myocardial  infarction. 


although  the  repair  has  been 
demonstrated  to  be  patent  and 
functioning. 

One  patient,  who  had  the 
longest  duration  of  symptoms, 
who  was  the  most  severely  inca- 
pacitated and  who  was  the  only 
patient  with  diffuse  three-vessel 
disease,  died  24  hours  following 
an  internal  mammary  artery  im- 
plant from  progressive  heart 
failure. 

Up  to  the  present  time,  six 
month  postoperative  coronary 
cine-angiography  in  three  pa- 
tients has  thus  far  demonstrated 
patent  reconstructed  arteries 
and,  in  one  case,  a functioning 
Vineberg  implant  with  revascu- 
larization and  refilling  of  a pre- 
viously non-visualized  anterior 
descending  coronary  artery. 

We  feel  that  the  operative  ap- 
proach to  coronary  artery  dis- 
ease is  on  a firm,  established 
foundation,  but  that  accurate 
assessment  and  selection  of  pa- 
tients is  essential  to  success  in 
this  field.  Again,  we  should  like 
to  caution  that  clinical  improve- 
ment in  coronary  artery  patients 
must  be  substantiated  by  ana- 
tomic and  physiologic  improve- 
ment. We  feel  that  postopera- 
tive cine-angiography  is  vital  to 
assessment  in  this  field  of  sur- 
gery, and  that  any  further  long- 
term evaluation  will  add  to  and 
confirm  its  merits.  ■ 

715  Minor  Ave.  98104  (Dr.  Jones) 


Chemical  nomenclature 


Generic 

warfarin  sodium 
pentaerythritol  tetranitrate 


Trade 

Coumadin 

Peritrate 


addendum 

Since  submission  of  this  paper  for  publication,  an  additional  right 
coronary  endarterectomy,  one  single  and  two  double  Vineberg  implants 
have  been  done.  We  have  utilized  the  Doppler  Ultrasonic  Flowmeter  to 
determine  flow  in  the  implanted  internal  mammary  artery. 

references  on  next  page- 


359 

Northwest  Medicine,  April,  1968 


REFERENCES 


1 Crafoord,  C..  Some  aspects  of  surgery  for  coronary 
disease,  Surgery  49:215-22  (February)  1961. 

2 Dilley,  R.  B..  Cannon,  J.  A.,  Kattus,  A.  A.,  et  al. 
The  treatment  of  coronary  occlusive  disease  by  endarter- 
ectomy, J Thorac  Cardiov  Surg  50:511-26  (October)  1965. 

3 Effler,  D.  B.,  Sones,  F.  M.,  Jr.,  Groves,  L.  K.,  Myo- 
cardial revascularization  by  Vineberg’s  internal  mammary 
artery  implant,  J Thorac  Cardiov  Surg  50:527-33  (October) 
1965. 

4 Gottesman,  L.,  Direct  surgical  relief  of  coronary 
artery  occlusion,  Amer  J.  Cardiol  2:315,  1958. 

5 Hallen,  A.,  Bjork,  L.,  V.  O.,  Coronary  thromoboendar- 
terectomy,  J Thorac  Cardiov  Surg  45:216-23  (February)  1963. 

6 Murray,  G.,  Direct  endarterectomy  resection  of  ather- 
omatous segments  of  coronary  arteries  and  graft  replace- 


ment, read  before  the  Congress  on  the  Int  Soc  of  Angi- 
ology,  Lisbon,  1953. 

7 Provan,  J.  L.,  Hammon,  G.  L.,  Austen,  G.  W.,  Flow- 
meter studies  of  internal  mammary  artery  function  after 
implantation  into  the  left  ventricular  myocardium,  J. 
Thorac  Cardiov  Surg  52:820-32  (December)  1966. 

8 Sewell,  W.  H.,  The  surgical  management  of  coronary 
disease,  Vase  Dis  3:344-50  (October)  1966. 

8 Vineberg,  A.,  Experimental  background  of  myocardial 
revascularization  by  internal  mammary  artery  implant- 
ation and  supplementary  technics,  with  its  clinical  applica- 
tion in  125  patients:  a review  and  critical  appraisal,  Ann 
Surg  159:185-207  (February)  1964. 

10  White,  P.  D.,  Heart  disease,  4th  ed.  The  MacMillan 
Company,  New  York.  517-580,  1951. 


POLITICAL  ESCALATION 

The  “majority  will”  or  “consensus”  is  a smokescreen  for  many  of  the  false 
theories  and  harmful  practices  of  the  welfare  state.  The  majority  rarely  favors  any 
particular  feature,  let  alone  the  welfare  program  as  a whole.  But  somewhere  in  the 
program  individuals  or  small  groups  may  find  something  appealing  to  their  special 
interest.  And  the  combination  of  special  interests  forms  the  “majority  will”.  But  rarely 
is  any  group  concerned  about  the  overall  effect  of  the  entire  program,  to  which  all 
groups  might  well  be  opposed.  Each  sees  only  the  tiny  fraction  that  seems  to  favor 
its  own  interest. 

The  result  of  such  pursuit  of  special  interests  might  be  referred  to  as  “political 
escalation”.  Escalation  of  a war  is  the  process  by  which  one  adversary  attacks  another, 
provoking  a counterattack  of  greater  ferocity,  and  so  on  until  both  are  involved 
beyond  their  expectations.  The  process  is  similar  in  the  political  sphere.  Each  group 
seeks  its  own  gain  through  government  taxation  and  spending  at  the  expense  of 
others.  But  the  others,  in  turn,  seek  similar  ' gains,  and  so  on  until  the  net  effect  is 
detrimental  to  everyone  involved.  Perhaps  no  particular  group  would  have  triggered 
the  process  had  the  result  been  foreseen— the  political  escalation  that  leads  to  self- 
destruction. 

Walter  J.  Wessels 
—The  Freeman,  February  1968 
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Sepsis  and  Slippage 

The  Perils  of  Percutaneous  Plastic 


PETER  T.  BROOKS,  M.D.,  Walla  Walla,  Washington 


Unanticipated  migration  of  two  plastic,  indwelling,  intravenous  catheters, 
and  sepsis  in  another  case,  brought  abrupt  end  to  routine  use  of  an  otherwise 
excellent  new  tool.  Sterile  technique,  meticulous  taping,  elimination  of  routine 
use,  and  periodic  change  of  insertion  site  can  prevent  these  unfortunate  compli- 
cations. 


Advent  of  the  percutaneous 
plastic  intravenous  catheter, 
with  its  apparent  ready  accept- 
ance in  large  teaching  hospitals, 
seemed  to  me  to  be  a wonderful 
answer  to  a constantly  recurring 
problem.  In  routine  use  after  all 
but  minor  surgery  it  became  a 
welcome  new  tool.  The  patients 
liked  it.  It  was  comfortable,  and 
the  arm  in  which  it  was  placed 
was  no  longer  tied  down.  The 
nursing  staff  was  delighted. 
Rarely  was  the  surgeon  called 
out  at  night  to  restart  an  intra- 
venous for  a critical  postopera- 
tive patient.  Then  disaster 
struck. 

During  a short  period  of  six 
weeks  after  several  months  of 
complete  success  marred  only  by 
an  occasional,  minor,  non-septic 
phlebitis,  three  plastic  catheters 
left  their  site  of  implantation- 
two  were  recovered  from  the 
vein  some  distance  from  the 
point  of  entry,  and  one  could 
not  be  located.  Fortunately,  to 
date  (28  months  later)  it  re- 
mains somewhere,  creating  no 
disturbance. 


Although  these  events  were 
disturbing,  shortly  thereafter  an 
event  occurred  that  almost 
caused  complete  abandonment 
of  a procedure  that  had  seemed 
so  promising  only  a few  weeks 
before.  A healthy,  robust,  48- 
year-old  working  mother  came 
in  for  interval  cholecystectomy. 
Anticipating  the  probable  neces- 
sity of  adequate  fluid  replace- 
ment over  the  first  48  hours  after 
operation,  the  anesthetist  insert- 
ed a plastic  catheter  in  her  right 
forearm,  just  proximal  to  the 
wrist,  after  she  was  anesthetized. 
At  surgery,  a thick-walled  gall- 
bladder, full  of  stones,  was  re- 
moved. The  only  other  abnor- 
mality found  was  a plaque-like 
growth  on  the  anterior  wall  of 
the  duodenum.  It  was  removed 
as  an  excision  biopsy  and  proved 
to  be  ectopic  pancreas.  Because 
the  bowel  was  opened,  intra- 
venous alimentation  was  requir- 
ed for  50  hours,  after  which  her 
plastic  indwelling  catheter  was 
removed.  The  following  day,  a 
small  amount  of  redness  was 
noted  at  the  puncture  site.  Two 


days  after  removal  of  the  cath- 
eter, chills,  fever,  and  prostra- 
tion accompanied  a rapidly  de- 
veloping thrombophlebitis.  After 
giving  the  patient  tremendous 
doses  of  antibiotics,  her  subse- 
quently proven  septicemia  and 
bilateral  bronchopneumonia 
were  finally  controlled.  Staphy- 
lococcus aureus,  coagulase  posi- 
tive, was  cultured  from  the 
wound  and  from  the  blood 
stream.  She  left  the  hospital 
three  weeks  after  operation.  Her 
return  to  work,  which  ordinarily 
would  have  taken  place  four  to 
six  weeks  after  surgery,  was 
delayed  five  months,  but  she  is 
now  completely  well,  with  no 
sequelae.  The  physical,  mental, 
and  economic  impact  of  such  an 
illness  is  of  major  proportions, 
as  was  its  impact  on  the  entire 
hospital  staff. 

Review  of  the  literature  fol- 
lowing these  experiments  show- 
ed that  we  were  not  alone  with 
our  problems.  Even  Time  pub- 
lished a case  report.1  Taylor 
and  Ruther,  prompted  by  the 
loss  of  a plastic  indwelling  cath- 
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eter,  reviewed  the  problem  and 
the  literature  on  it  and  sounded 
a warning  in  1963. 2 Edwards, 
in  the  same  year,  reiterated  the 
warning  after  two  experiences 
with  catheter  embolization.® 

The  problem  of  aseptic  and 
septic  phlebitis  was  well  re- 
viewed by  Montcrieff,  report- 
ing extensive  experience  gained 
in  use  of  femoral  catheters  in 
badly  burned  patients  under 
treatment  at  the  U.  S.  Army 
Surgical  Research  Unit,  Brooke 
Army  Medical  Center,  Fort 
Sam  Houston,  Texas.'  He  re- 
ported thrombosis  as  the  most 
frequent  complication  of  the  use 
of  intravenous  plastic  tubing, 
and  cited  death  of  four  patients 
as  result  of  septicemia  second- 
ary to  septic  thrombophlebitis 
at  the  site  of  the  catheter.  Two 
excellent  articles  have  appeared 
detailing  the  frequency,  timing, 
and  characteristic  bacterial  flora 
of  the  infections  present  with 
the  use  of  indwelling  plastic 
catheters/"  Both  articles  point 
out  that  for  48  hours,  cultures 
of  vein  puncture  wounds  and 
catheter  tips  were  almost  always 
sterile.  After  48  hours,  the  rate 
of  infection  and  positive  cath- 
ter-tip  cultures  rose  dramatic- 
ally. Another  interesting  and 
most  important  observation  was 
that  the  longer  the  catheter  re- 
mained in  place,  the  more  path- 
ogenic the  organisms  became. 
Apparently,  bacteria  enter  from 
the  surgical  site  or  at  the  site 
of  skin  puncture  and  proliferate 
along  the  course  of  the  catheter. 

There  have  been  recent  at- 
tempts, particularly  by  the  man- 
ufacturers of  the  equipment, 
and  by  some  anesthesiologists, 
to  promote  more  frequent  use 
of  central  venous  pressure  moni- 
toring during  surgery.  Certainly 
valuable  information  can  be  ob- 
tained with  this  modality,  and 


in  carefully  selected,  critically 
ill  patients  it  could  prove  to 
be  of  inestimable  value.  How- 
ever, a case  reported  by  Refetoff 
should  serve  as  a dramatic  warn- 
ing to  those  using  the  tech- 
nique.7 When  the  patient  sud- 
denly became  hypotensive  dur- 
ing the  induction  of  anesthesia 
for  cholecystectomy,  a poly- 
ethylene catheter  was  inserted 
in  her  left  basilic  vein.  Subse- 
quent development  of  dyspnea 
and  pleural  effusion  led  to  daily 
aspiration  of  large  amounts  of 
fluid  from  the  right  chest  and 
an  incredible  battery  of  tests, 
including  multiple  chest  X-rays, 
bronchoscopy,  liver  scan,  and 
numerous  analyses  of  blood  and 
pleural  fluid.  After  14  days,  it 
was  demonstrated,  by  radio- 
graphic  studies,  that  the  in- 
dwelling polyethylene  catheter 
(still  in  place)  had  passed  from 
the  basilic  vein,  through  the 
axillary  vein,  and  the  innomin- 
ate, crossing  the  superior  media- 
stinum down  into  the  superior 
vena  cava.  At  the  level  of  the 
right  mediastinum  the  contrast 
medium  spilled  into  the  right 
pleural  space  from  the  tip  of 
the  catheter.  The  patient’s  symp- 
toms and  pleural  effusion  stop- 
ped with  withdrawal  of  the 
catheter! 


abstract  o 
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Armed  with  the  benefit  of  my 
own  hindsight  and  the  experi- 
ences and  experimental  data  of 
others,  I am  attempting  to  set 
up  standards  for  use  of  indwell- 
ing plastic  venous  tubing.  They 
are: 

1.  Strict  skin  preparation  with 
no  touch,  or  glove,  technique 
for  cannulization. 

2.  Meticulous  taping  of  plastic 
tube  to  prevent  slipping  of  tube 
or  fracturing  of  tube  or  both. 
This  has  as  corollaries:  aband- 
onment of  the  use  of  sharp 
metal  needles  that  cannot  be 
prevented  from  cutting  the  tub- 
ing; and  the  prohibition  of 
passing  the  catheter  across  an 
unsplinted  joint.  The  possible 
advantage  of  an  antibiotic  salve 
at  the  pucture  site  is  outweighed 
by  increase  in  risk  of  tape  slip- 
page and  possible  embolization 
of  the  tube. 

3.  Elimination  of  routine  in- 
sertion of  indwelling,  intraven- 
ous tubing. 

4.  Removal  or  change  after 
48  hours.  I switch  veins  every 
48  hours  until  there  is  no  longer 
need  for  intravenous  fluid,  or 
the  patient  runs  out  of  veins. 
I do  not  use  an  indwelling 
catheter  more  than  48  hours, 
even  in  a seriously  ill  patient.® 

55  West  Tietan  Street  (99362) 


Inesperada  emigracion  de  dos  cateteres  intra- 
venosos  de  pldstico,  colocados  permanentemente 
en  vena,  ij  sepsis  en  el  otro  caso,  produjeron  i in 
final  aparatoso  al  ttso  rutinario  de  tin  instrumento 
por  otra  parte  excelente.  Una  tecnica  esteril, 
puncion  meticulosa,  combate  del  uso  rutinario, 
y cambio  periodica  del  lugar  de  insercibn, 
pueden  prevenir  estas  complicaciones  desafor- 
tunadas. 
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PRICE  FIXING 

Almost  every  piece  of  price-fixing  legislation  produces  results  opposite  to  those 
intended.  Whether  one  examines  the  outcome  of  interest  rate  regulation  or  minimum 
wage  legislation,  the  lesson  repeats  itself;  interferences  with  the  price  system  lead  to 
unintended  and  unexpected  consequences.  And  more,  the  consequences  aggravate 
the  original  situation  the  legislation  had  meant  to  ameliorate.  Finally,  the  aggravation 
caused  by  the  initial  legislation  generates  further  clamor  for  bigger  government  pro- 
grams and  stiffer  Federal  controls. 

At  this  point  even  the  most  informed  citizen  loses  the  ability  to  differentiate 
sense  from  nonsense.  Thoroughly  confused,  he  resigns  himself  to  the  fact  that  free 
enterprise  has  obviously  failed,  and  that  like  it  or  not,  it’s  time  that  the  government 
“did”  something.  He  is  usually  completely  unaware  that  it  is  the  government  interven- 
tion which  has  failed,  and  not  the  free  market. 

D.  T.  Armentano 
— The  Freeman,  June  1967 
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Post-  Vagotomy  Jejunal  Interpositions 


ROBERT  S.  SMITH,  M.D.,  Boise,  Idaho 


The  interpolation  of  a segment  of  jejunum  between  stomach  and  duodenum 
now  appears  to  have  a place  in  the  treatment  of  certain  post-vagotomy  syndromes. 
Two  case  reports  illustrate  the  functional  mechanisms  involved  when  isoperistaltic 
and  antiperistaltic  jejunal  transpositions  are  applied  in  patients  having  digestive 
disorders  after  vagotomy  for  peptic  idcer. 


\ lthough  clinical  trials  by 
Henley,1  Poth,2  Herring- 
ton,3 and  others  have  established 
the  indications  for  jejunal  inter- 
positioning procedures  after  gas- 
tric resection  for  peptic  ulcer, 
there  apparently  has  been  little 
appreciation  of  the  usefulness  of 
these  operations  in  the  manage- 
ment of  disturbances  of  gastro- 
intestinal function  following  va- 
gotomy. 

Personal  experience  suggests 
that  jejunal  interpolations,  both 
isoperistaltic  and  antiperistaltic, 
may  hold  considerable  potential 
for  the  correction  of  post-vagot- 
omv  aberrations  of  digestion. 
From  the  standpoint  of  remedial 
surgery,  patients  who  have  been 
treated  for  peptic  ulcer  by  va- 
gotomy and  gastric  drainage 
may  actually  be  in  a more  favor- 
able situation  than  patients  sub- 
jected to  gastrectomy.  Individu- 
als having  vagotomy  as  their 
primary  operative  procedure  do 
not  experience  a loss  of  gastric 
storage  capacity  comparable  to 
that  associated  with  Billroth  I 
or  Billroth  II  resections,  and  in 
post-vagotomv  cases  enlarge- 


Read  before  the  33rd  Session  of  the 
Boise  Valley  Chapter  of  the  American 
College  of  Surgeons,  Boise,  Idaho.  De- 
cember 2,  1967. 


ment  of  the  gastric  reservoir  is 
not  ordinarily  an  important  ob- 
jective of  late  operations  in 
which  a jejunal  loop  is  inter- 
posed between  the  stomach  and 
duodenum. 

In  general,  it  appears  that 
transpositions  of  reversed  seg- 
ments of  jejunum  are  best  em- 
ployed after  vagotomy  in  pa- 
tients who  exhibit  severe  and 
intractable  “dumping”,  intestinal 
hurry,  diarrhea,  and  malnutri- 
tion. By  slowing  gastric  empty- 
ing, the  insertion  of  an  anti- 
peristaltic loop  of  intestine  at 
the  outlet  of  the  stomach  appears 
to  improve  the  entire  digestive 


process.  Post-vagotomy  isoperi- 
staltic jejunal  transposition  has 
a more  limited  application.  Mo- 
tor activity  in  an  interposed 
isoperistaltic  jejunal  segment  op- 
poses reflux  from  the  duodenum 
by  providing  a physiologic  baf- 
fle, and  may  be  useful  in  cases 
treated  by  vagotomy  and  gastric 
drainage  in  which  bile  vomiting 
is  a problem. 

Two  case  summaries  contrast 
the  indications  for  isoperistaltic 
and  reversed  loop  jejunal  inter- 
positions in  patients  with  severe 
post-vagotomy  problems. 

CASE  REPORTS: 

Case  1.  An  asthenic  36-year-old 


Kig.  1.  Reversed  jejunal  segment  interposed  between 
intact  stomach  and  duodenum  (Case  1). 
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Fig.  2.  Barium-air  contrast  roentgenogram,  made  12  days  after  antiperistaltic 
jejunal  interposition  in  Case  1,  shows  dilatation  of  stomach;  but  barium  fills  out 
jejunal  loop  (J)  and  is  present  in  duodenum. 


female,  employed  as  a secretary, 
was  treated  for  a chronic  lesser 
curvature  gastric  ulcer  on  August 
15,  1960,  by  truncal  vagotomy,  py- 
loroplasty, and  wedge  resection  of 
the  ulcer.  Following  this  procedure 
she  developed  a severe  diarrhea, 
and  had  episodes  of  sweating,  nau- 
sea, and  syncope.  Blood  sugar  val- 
ues were  erratic  when  glucose 
tolerance  tests  were  made.  Within 
three  months  this  patient’s  weight 
dropped  from  113  to  93  lbs.  The 
diarrhea  was  unrelenting  and  dur- 
ing the  next  six  years  all  attempts 
to  control  it  failed.  In  August, 
1966,  tests  of  gastric  secretion 
showed  the  patient  to  be  achlor- 
hydric; and  roentgen  studies  made 
at  the  same  time  demonstrated 
rapid  transit  of  barium  through 
the  stomach  and  small  intestine. 

On  August  19,  1966,  the  patient 
had  an  operative  insertion  of  a 
reversed  2 inch  segment  of  jejunum 
between  the  intact  stomach  and 
the  first  portion  of  the  duodenum, 
Figure  1.  During  the  first  week  fol- 
lowing this  procedure  it  was  ob- 
vious that  retrograde  peristalsis  in 
the  interposed  jejunal  loop  had,  in 
effect,  produced  a partial  gastric 
obstruction;  and  intermittent  de- 
compression of  the  stomach  by 
gastrostomy  tube  was  necessary. 
Passage  of  semi-liquid  feedings  out 
of  the  stomach  gradually  improved; 
and  satisfactory  gastric  emptying 
was  confirmed  by  X-ray  studies 
on  the  12th  postoperative  day,  Fig- 
ure 2.  The  patient’s  diarrhea  was 
immediately  and  completely  re- 
lieved by  her  jejunal  interpolation. 
She  soon  gained  in  strength  and 
vitality,  and  her  body  weight  in- 
creased by  13  pounds  in  the  first 
three  months  after  her  operation. 
This  patient  has  worked  regularly 
during  the  past  year,  taking  no 
medication  of  any  kind.  Her  weight 
now  remains  constant,  around  109 
lbs. 

Case  2.  A 53-year-old  male,  em- 
ployed as  a truck  driver,  presented 
a large  idcer  crater  in  the  first 
portion  of  the  duodenum  at  opera- 
tion on  March  29,  1965.  The  ulcer 
showed  deep  posterior  penetration, 
and  was  associated  with  an  in- 
flammatory mass  involving  the  ad- 
jacent duodenal  wall,  the  head  of 
the  pancreas,  and  the  gastric  an- 
trum. Subdiaphragmatic  truncal  va- 
gotomy and  an  antecolic  isoperi- 
staltic gastrojejunostomy  were  per- 
formed. Gastric  drainage  by  gastro- 
jejunostomy was  considered  ap- 
propriate in  this  case,  in  view  of 
the  severity  of  the  inflammatory 
reactions  about  the  ulcer  crater. 


The  patient’s  immediate  post- 
operative course  was  uneventful, 
and  he  showed  a satisfactory  gain 
in  strength  and  weight  after  leav- 
ing the  hospital.  He  had  no  more 
ulcer  symptoms,  but  bile  vomiting 
soon  became  a problem.  The  vomit- 
ing of  bile  was  persistent,  followed 
no  regular  pattern,  and  occurred  at 
any  time  of  day  or  night.  It  had 
no  relationship  to  meals  or  posture. 
Various  attempts  were  made  to 
bring  it  under  control  but  these 
attempts  were  unsuccessful. 

Following  gastric  fluoroscopy  on 
April  8,  1967,  the  radiologist  re- 
ported that  barium  passed  freely 
through  the  gastrojejunostomy,  and 
observed  that  the  hiatus  for  the 
esophagus  appeared  unusually 
broad.  X-ray  showed  no  evidence 
of  ulcer,  either  in  the  duodenum 
or  at  the  gastrojejunal  stoma.  These 
findings  were  confirmed  when  a 
secondary  operative  procedure  was 
carried  out.  On  June  17,  1967,  a 
limited  resection  of  the  gastric  an- 
trum was  performed,  the  patient’s 
isoperistaltic  gastrojejunostomy  was 
converted  to  an  isoperistaltic  jejunal 
interposition  between  stomach  and 
duodenum,  Figures  3 and  4,  and 
sutures  were  expeditiously  inserted 
in  the  right  crus  of  the  diaphragm 
to  narrow  the  esophageal  hiatus. 

The  patient  was  discharged  from 


the  hospital  on  the  7th  postopera- 
tive day  with  upper  gastrointestinal 
function  well  established.  His  bile 
vomiting  ceased,  and  has  not  re- 
curred. Check-up  X-ray  examina- 
tions on  August  17  and  December 
18,  1967,  Figure  5,  showed  good 
function  in  the  three  inch  segment 
of  jejunum  interposed  between  the 
stomach  and  duodenum,  with  no 
evidence  of  ulcer.  Following  the 
fluoroscopy  on  December  18,  1967, 
the  radiologist  noted  that  there 
was  “probably  a small  hiatus  her- 
nia.” 

discussion 

The  advisability  of  concomi- 
tant vagotomy  when  jejunal 
interposition  is  applied  in  cases 
of  gastric  resection  is  now  well 
established.  In  experience  with 
347  cases,  Hedenstedt  of  Swed- 
en' found  that  vagus  nerve  sec- 
tion should  be  carried  out  in 
combination  with  an  isoperistal- 
tic jejunal  interposition  after 
gastrectomy  if  recurrent  peptic 
ulceration  is  to  be  prevented; 
and  Sanders,5  and  Herrington0  7 
have  emphasized  that  vagotomy 
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Fig.  3.  Diagram  indicates  operative  procedures  converting 
isoperistaltic  gastojejunostomy  of  Case  2 to  isoperistaltic 
jejunal  interposition  between  stomach  and  duodenum. 
Following  limited  resection  of  gastric  antrum,  anastomsis 
was  carried  out  between  duodenum,  A,  and  efferent 
jejunal  loop,  A'.  Jejunal  continuity  was  then  re-estab- 
lished, B-B'. 


able  interest.  It  should  be  con- 
sidered that  severe  intestinal 
cramping  and  diarrhea  persisting 
after  vagotomy  and  gastric 
drainage  probably  represent  ag- 
gravated manifestations  of  the 
dumping  sydrome.  In  a suscepti- 
ble individual,  rapid  gastric  emp- 
tying may  distend  segments  of 
the  upper  bowel  to  such  an  ex- 
tent that  a widespread  enteric 
reflex,  with  general  intestinal 
hvpermotility,  is  triggered.  In  a 
case  of  this  kind,  if  a short  re- 
versed segment  of  jejunum  is 
inserted  at  the  gastric  outlet, 
a new  sphincter  mechanism  is 
provided  for  the  stomach;  and 
diarrhea  is  avoided  because  the 
consequent  slower  passage  of 
gastric  contents  into  the  intes- 
tines favors  more  complete  di- 
gestion. 


is  also  indicated  when  a gastric 
remnant  is  connected  to  the  duo- 
denum by  a reversed  jejunal 
loop. 

In  1963,  Schlicke8  reported  a 
successful  secondary  antiperis- 
taltic  jejunal  interposition  in  a 
patient  treated  originally  for 
duodenal  ulcer  by  vagotomy, 
hemigastrectomy,  and  Billroth 
I gastroduodenostomy.  In  Sch- 
licke’s  case,  the  insertion  of  a 
6 inch  reversed  loop  of  jeju- 
num, between  the  residual  gas- 
tric segment  and  the  duode- 
num, dramatically  corrected  a 
chronic  and  depleting  diarrhea. 
The  antiperistaltic  principle  also 
appears  to  be  effective  for  the 
control  of  post  vagotomy  dis- 
turbances of  digestion  when  ap- 
plied further  down  the  intestinal 
tract.  Craft  and  Venables8  have 
reported  the  reversal  of  a 15  cm 
segment  of  jejunum  135  cm  be- 
low the  duodenojejunal  flexure 
in  a patient  with  persistent  diar- 
rhea primarily  treated  for  duo- 
denal ulcer  by  truncal  abdominal 
vagotomy  and  Heineke-Mikulicz 
pyloroplasty.  Complete  relief  of 


the  patient’s  symptoms  and  an 
appreciable  gain  in  body  weight 
followed  the  transposition. 

The  changes  in  the  digestive 
process  accomplished  by  the 
interposition  of  a reversed  seg- 
ment of  jejunum  between  duo- 
denum and  a stomach  previously 
subjected  to  vagotomy,  and 
elimination  of  the  pyloric  sphinc- 
ter mechanism,  are  of  consider- 


When in  a case  of  post- 
vagotomy diarrhea  a loop  of  the 
lower  jejunum  is  rotated  through 
180°  and  reanastomosed,  it  is 
believed  that  functional  im- 
provement is  brought  about  by 
intestinal  reactions  similar  to 
those  observed  following  reme- 
dial reversed  loop  operations  in 
massive  bowel  resection  syn- 
dromes. In  a case  treated  by 


Fig.  4.  Upper  gastrointestinal  alignment  in  Case  2 after 
isoperistaltic  jejunal  interposition. 
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Fig.  5.  Roentgenogram  made  in  Case  2 on  December  18,  1967,  shows  good  function 
of  interposed  isoperistaltic  jejunal  segment  (J).  There  is  no  delay  in  gastric 
emptying,  and  no  indication  of  ulcer  recurrence. 


reversal  of  a distal  jejunal  loop 
after  vagotomy  and  gastric  drain- 
age, the  stomach  should  empty 
readily,  but  an  appreciable  hold- 
up of  ingested  food  in  the  upper 
intestine  may  be  expected.  In 
cinefluorographic  studies,  Fink 
and  Olson,10  and  Madding,11 
have  demonstrated  that  there  is 
a to-and-fro  intermittently  anti- 
peristaltic  and  isoperistaltic  in- 
testinal flow  when  a distal  loop 
of  small  bowel  is  reversed,  al- 
lowing longer  mixing  of  food 
with  digestive  enzymes,  and  bet- 
ter absorption. 

English  reports 

In  England,  isoperistaltic  jeju- 
nal interpositions  have  been  ex- 
tensively applied  for  the  control 
of  bile  vomiting  after  Billroth  II 
gastric  resections.  Williams  of 
the  University  of  Birmingham 
states  that  severe  bile  vomiting 
occurs  as  a late  complication  in 
5 to  10  per  cent  of  patients  hav- 
ing partial  gastrectomy;  and. 


from  an  analysis  of  28  cases  in 
which  31  corrective  operations 
were  performed,  he  concludes 
that  in  the  stomachs  of  certain 
individuals  bile  acts  as  a spe- 
cific irritant  and  emetic.12  Wil- 
liams has  found  that  the 
interposition  of  a six  inch  iso- 
peristaltic loop  of  jejunum  be- 
tween a gastric  remnant  and  the 
duodenum  is  more  effective  in 
preventing  reflux  of  bile  into 
the  stomach  than  a Billroth  II- 
Billroth  I conversion.  Anscombe, 
at  the  University  of  Manchester, 
has  had  a similar  operative  ex- 
perience.13 The  secondary  surgi- 
cal procedures  carried  out  in 
Case  2,  interposing  an  isoperi- 
staltic jejunal  segment  between 
stomach  and  duodenum,  were 
planned  on  consideration  of  the 
reports  of  Williams,  and  Ans- 
combe. 

It  should  be  stated  that  the 
suturing  of  the  right  crus  at  the 
time  of  the  second  operative  pro- 


cedure in  Case  2 was  gratuitous, 
inadequate,  and  in  retrospect 
might  well  have  been  omitted. 
In  this  case,  there  has  not  been 
at  any  time  any  clinical  or  radio- 
logical evidence  of  incompetence 
of  the  eardioesophageal  sphinc- 
ter mechanism,  either  prior  to 
the  first  operation,  during  the 
period  of  active  surgical  treat- 
ment, or  at  present.  The  patient 
vomited  bile  only  during  the 
time  his  gastrojejunostomy  was 
functioning.  Since  all  available 
clinical  evidence  seems  to  indi- 
cate that  peristaltic  polarity  is 
retained  in  a jejunal  loop  after 
transposition,  it  is  believed  that 
the  interposed  isoperistaltic 
bowel  segment  of  Case  2 now 
operates  to  limit  bile  regurgita- 
tion into  the  stomach,  just  as  the 
reversed  loop  of  Case  1 tends  to 
retard  the  passage  of  gastric  con- 
tents out  of  the  stomach. 

Personal  experience  would 
seem  to  imply  that  the  integrity 
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of  the  stomach  may  be  main- 
tained when  a remedial  jejunal 
interposition  is  carried  out  in  a 
case  treated  originally  for  peptic 
ulcer  by  vagotomy  without  gas- 
tric resection.  In  the  two  cases 
presently  reported,  the  patients 
were  relieved  of  all  ulcer  symp- 
toms by  their  first  operation, 


vagotomy  and  gastric  drainage, 
and  no  recurrent  ulceration  was 
found  when  their  supplemental 
surgical  procedures  were  carried 
out.  In  Case  1,  the  stomach  was 
left  intact  at  the  time  of  the 
jejunal  interposition;  in  Case  2, 
a secondary  limited  resection  of 
the  distal  stomach  was  per- 


formed, mostly  as  a matter  of 
technical  convenience.  To  date, 
there  has  been  no  reason  to  re- 
gret gastric  conservation  in  these 
patients.  Since  the  jejunal  inter- 
polations, there  has  been  no 
ulcer  recurrence  in  either  case.  ■ 

312  West  Idaho  Street  (83702) 


abstracto 

La  interpolacion  de  tin  segmento  de  yeyuno 
entre  estomago  y duodeno,  parece  tener  ahora 
un  lu gar  en  el  tratamiento  de  ciertos  sindromes 
post -va got omia.  El  informe  sobre  dos  casos 


ilustra  los  mecanismos  funcionales  que  se 
producen  cuando  las  transposiciones  yeyunales 
isoperistaltica  y antiperistaltica  se  aplican  en 
pacientes  que  tienen  desordenes  digestivos 
despues  de  vagotomia  por  iilcera  peptica. 
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POVERTY 

Poverty  in  a sense  is  a physical  and  material  condition  to  be  overcome ; but 
men  also  must  fight  the  war  on  poverty  of  spirit,  poverty  of  ambition  and  determination 
and  courage,  the  poverty  of  our  minds.  “Knowledge  is  power.”  It  is  time  men  stopped 
thinking  only  in  terms  of  financial  and  material  poverty  and  began  to  fight  this  poverty 
of  the  soul.  If  the  latter  is  conquered,  the  other  will  take  care  of  itself. 

Donna  Thompson 
— The  Freeman,  August  1967 
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Tuberculosis  Screening  in  a General  Hospital 


HAROLD  T.  OSTERUD,  M.D.  / M.  DONALD  HARMAN  / JOHN  R.  MUIR,  A.B.  / JAMES  V.  ROBB,  B.A., 

Portland,  Oregon 


Cost  and  effort  were  not  justified  by  results  when  a Portland  hospital 
conducted  a tuberculosis  screening  program , using  70  mm  films. 


Do  we  uncover  enough  cases 
of  unrecognized  tubercu- 
losis to  justify  continuing  the 
hospital-admissions,  70mm,  chest 
x-ray  screening  program? 

This  question  stimulated  phy- 
sicians on  the  tuberculosis  con- 
trol committee  of  a large  gen- 
eral hospital  in  the  Portland 
metropolitan  area  to  seek  the 
answer  by  making  a retrospec- 
tive study  of  admissions  for  the 
years  1960  through  1964.  It  was 
designed  to  reveal  the  number 
of  patients  admitted  who  were 
known  to  have  had,  or  were 
found  to  have,  pulmonary  or 
extrapulmonary  tuberculosis.  The 
majority  of  the  hospital  admis- 
sions were  from  Multnomah, 
Clackamas,  Columbia,  and 
Washington  counties.  The  hospi- 
tal is  representative  of  the  pri- 
vate, non-profit,  general  hospital, 
and  its  admissions  are  represent- 
ative of  the  population  of  a 
metropolitan  community  receiv- 
ing general  hospital  services. 
methodology 

This  study  was  supervised  by 
the  Department  of  Public  Health 
and  Preventive  Medicine,  Uni- 
versity of  Oregon  Medical 
School  and  was  conducted  by 
two  medical  students  during  the 


summer  of  1966.  It  was  financed 
by  a grant  from  the  Oregon 
Tuberculosis  and  Health  Associ- 
ation. 

Five  sources  of  data  were  used 
to  identify  persons  with  pulmon- 
ary or  extrapulmonary  tubercu- 
losis. This  categorization  made 
possible  an  assessment  of  the 
relative  risk  of  exposure  to  pa- 
tients and  staff  from  unknown 
tuberculosis.  Data  sources  were: 
1.  the  Oregon  State  Board  of 
Health  Tuberculosis  Case  Reg- 
ister; 2.  hospital  records  of  cases 
diagnosed  by  laboratory  proce- 
dures; 3.  the  hospital  depart- 
ment of  radiology;  4.  the  hos- 
pital department  of  pathology; 
and  5.  records  of  the  Vital  Sta- 
tistics and  Medical  Investiga- 
tor sections  of  the  Oregon  State 
Board  of  Health. 

A list  of  1,195  names  obtained 
from  the  Oregon  State  Tubercu- 
losis Register  formed  the  base 
for  this  study.  From  this  list  we 
determined  those  who  had  been 
patients  in  the  general  hospital 
under  study.  We  checked  the 
names  from  the  list  of  the  Ore- 
gon State  Board  of  Health  from 
1958  through  1964  at  the  request 
of  the  hospital.  They  wanted  to 
know  if  any  people  admitted 


from  1960  to  1964  might  have 
had  tuberculosis  diagnosed  be- 
fore admission  but  which  was 
not  made  known  to  the  hos- 
pital. Consequently,  at  their  re- 
quest, we  looked  from  1958  for 
any  possible  cases  that  might 
have  been  admitted  to  their  hos- 
pital with  tuberculosis,  which 
had  been  diagnosed  prior  to 
hospitalization,  but  which  were 
not  made  known  to  the  hospital. 
We  did  not  find  any  such  cases. 
Tuberculosis  was  confirmed  in 
117  patients  admitted  to  the 
hospital  during  the  study  period. 
Their  hospital  records  were  pull- 
ed for  intensive  review  and 
were  divided  into  four  major 
categories:  1.  patients  known  to 
have  had  tuberculosis  prior  to 
admission;  2.  patients  found  to 
have  tuberculosis  during  ad- 
mission; 3.  patients  reported 
after  discharge  to  have  tuber- 
culosis; and  4.  undetermined. 
findings 

A five-year  summary  of  the 
admission  x-ray  program  re- 
vealed that  70mm  screening  films 
were  taken  for  one  of  each  five 
patients  admitted.  Sixty  per  cent 
of  the  patients  were  excluded 
from  the  screening  program. 
They  were:  1.  those  under  age 
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TABLE  1 

Results  from  70mm  and  14  x 17  Chest  X-Rays  of  117  Tuberculosis  Cases 
in  a General  Hospital  Tuberculosis  Screening  Program,  1960-1964 


Cases  Diagnosed 


X-Rays 

Prior  to 
Adm. 

During 

Adm. 

After 

Discharge 

Undeter- 

mined 

Totals 

70  mm 

Abnormal 

O 

O 

. 

1 

2 

13 

Normal 

3 

1 

1 

2 

7 

Not  Taken 

40 

26 

11 

20 

97 

14x17 

Abnormal 

26 

27 

2 

13 

68 

Normal 

1 

2 

I 

2 

6 

Not  Taken 

19 

5 

10 

9 

43 

16;  2.  non-ambulatory  patients; 
3.  maternity  patients;  4.  those 
admitted  for  respiratory  disease; 
or  5.  those  who  had  had  a film 
within  six  months.  Patients  classi- 
fied as  non-ambulatory  on  ad- 
mission were  routed  back  to  the 
70mm  screening  unit  during 
their  hospital  stay,  if  feasible. 
Hospital  records  did  not  show 
the  number  of  patients  who  had 
had  large  films  taken  prior  to 
admission.  Of  the  105,374  pa- 
tients admitted,  63,224  patients 
were  excluded  from  the  screen- 
ing X-ray  on  admission.  Screen- 
ing X-rays  were  obtained  on 
20,623  patients  (49  per  cent)  of 
the  42,150  admitted  who  were 
considered  x-rayable.  Of  these, 
only  two  were  identified  by 
70mm  films  as  previously  un- 
known cases  of  pulmonary  tu- 
berculosis; a ratio  of  one  per 
10,308  films.  As  a contrast,  17 
cases  of  previously  unknown  tu- 
berculosis were  discovered  by 
14x17  chest  X-rays  taken  during 
hospitalization  of  the  excluded 
population.  Surgical  procedures 
led  to  diagnosis  of  eight  cases, 
two  were  pulmonary  and  six 
were  extrapulmonarv.  Two  cases 
of  active  miliary  tuberculosis 
were  diagnosed  at  autopsy.  The 
29  cases  of  tuberculosis  diag- 
nosed at  the  hospital,  1960 


through  1964,  represented  a ra- 
tio of  one  active  case  per  3,646 
hospital  admissions. 

The  117  patients  confirmed  by 
the  Oregon  State  Tuberculosis 
Register  as  having  had  tubercu- 
losis included  101  who  were  resi- 
dents of  Portland.  All  but  two 
lived  within  100  miles  of  the 
city.  Seventy-five  were  male  and 
42  were  female.  Seventy  per  cent 
were  white  and  30  per  cent 
were  non-white.  The  mean  age 
at  diagnosis  was  60.  No  occupa- 
tional pattern  was  noted.  The 
majority  of  the  patients  were 
retired,  were  housewives,  were 
service  workers,  or  were  unem- 
ployed. Interpretation  of  the 


70mm  and  14x17  chest  X-rays 
of  the  117  patients  is  summar- 
ized in  Table  1. 

Comparison  of  admission  and 
discharge  diagnoses  indicated 
that  respirator  problems  were 
the  greatest  cause  for  admission, 
followed  by  gastrointestinal,  car- 
diovascular, and  urogenital  prob- 
lems, Table  2. 

Twenty-seven  of  the  117  pa- 
tients died  and  eleven  were  au- 
topsied.  Three  of  the  27  deaths 
were  caused  by  tuberculosis;  one 
by  pulmonary  tuberculosis,  and 
two  by  miliary  tuberculosis  not 
recognized  until  autopsy.  They 
had  not  been  reported  to  the 
Oregon  State  Board  of  Health. 

Eleven  of  the  117  patients  (9.4 
per  cent)  were  recorded  as  hav- 
ing had  a tuberculin  skin  test 
while  in  the  hospital.  They  may 
or  may  not  have  had  a skin  test, 
before  admission;  that  informa- 
tion was  not  recorded  consistent- 
ly on  hospital  records. 

In  105,374  admissions  to  the 
hospital  during  the  study  period, 
two  patients  were  found  to  have 
positive  sputum  after  discharge. 

CASE  REPORTS: 

Case  1:  A 50-year-old  Negro 
male  was  admitted  in  December, 
1962,  with  head  injury.  He  was 
excluded  from  the  admission  X-rav. 


TABLE  1 

Hospital  Admission  and  Discharge  Dlognose*  of  117  Tuberculosis  Cases* 
In  a Gonoral  Hospital  Tuberculosis  Screening  Program 
I960  - 1964 


I 

II 

III 

IV 

Total 

A 

D 

A 

D 

A 

D 

A 

D 

A 

D 

Respiratory 

8 

6 

13 

23 

0 

0 

5 

10 

26 

39 

Gastrointestinal 

i 

5 

6 

0 

1 

0 

2 

1 

16 

6 

Cardiovascular 

7 

6 

4 

1 

0 

0 

0 

3 

11 

10 

Urogenital 

4 

3 

3 

1 

0 

0 

5 

/ 

12 

11 

Nervous 

3 

1 

0 

0 

3 

1 

1 

0 

i 

2 

Pregnancy 

2 

2 

0 

0 

1 

1 

0 

0 

3 

3 

All  Others 

8 

2 

8 

3 

4 

3 

1 

21 

21 

Unknown 

1 

19 

0 

0 

0 

2 

20 

4 

21 

25 

Totals 

40 

44 

33 

33 

8 

8 

36 

32 

117 

117 

° A— Admission 
D— Discharge 
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TABLE  3 


Utilization  of  Tuberculin  Skin  Tests  in  117  Tuberculosis  Cases  at  a General  Hospital 


1960-  1 964 

Cases 

Tested 

Not 

Diagnosed 

Pos.  Ne  g. 

Tested 

Total 

Prior  to  Adm.  2 

During  Adm.  3 

After  Discharge  0 

Undetermined  3 

Total  8 


Report  of  positive  sputum  was 
made  to  the  Oregon  State  Board 
of  Health,  only  four  months  after 
hospital  discharge,  following  a 
screening  film  for  jail  admission. 

Case  2:  A 55-year-old  white  fe- 
male was  admitted  for  ankle  frac- 
ture in  April,  1963  and  was  also 
excluded.  She  died  five  months 
later  of  renal  tuberculosis.  Positive 
sputum  was  reported.  Her  case  was 
reported  to  the  Oregon  State  Board 
of  Health  two  months  after  death. 

Mycobacterium  tuberculosis 
was  found  by  smear  and  culture 
from  30  of  the  117  patients;  29 
in  the  hospital  and  one  prior  to 
hospitalization.  Cultures  for  My- 
cobacterium tuberculosis  were 
negative  for  13  patients.  There 
were  no  entries  for  cultures  or 
smears  for  Mycobacterium  tu- 
berculosis on  case  records  for 
64  of  the  117  patients.  Seventy- 
seven  of  the  117  cases  were  re- 
ported to  the  Oregon  State 
Board  of  Health  and  40  diag- 
nosed cases  were  not  reported. 
Of  the  29  cases  with  positive  cul- 
tures, seven  were  not  reported 
to  the  Oregon  State  Board  of 
Health  or  to  local  health  de- 
partments. Of  these  seven,  four 
were  diagnosed  from  lymph 
node  biopsies,  and  pulmonary 
tuberculosis  was  demonstrated  in 
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three. 

The  time  interval  between 
diagnosis  and  reporting  to  the 
Oregon  State  Board  of  Health 
or  local  health  departments  var- 
ied from  5 months  to  25  months 
after  diagnosis,  with  average  of 
13  months  delay. 

discussion 

The  hospital  chest  X-ray  com- 
mittee considered  only  tubercu- 
losis in  making  the  decision  on 
whether  or  not  the  hospital 
screening  program  was  to  con- 
tinue. The  suspicion,  or  diag- 
nosis, of  other  pathologic  pul- 
monary conditions,  including 
carcinoma,  was  not  considered 
the  prime  purpose  for  installing 
the  photofluorographic  unit.  Its 
purpose  was  to  detect  un- 
known tuberculosis.  The  com- 
mittee concluded  there  was  little 
possibility  that  patients  with 
unrecognized  tuberculosis  would 
be  hospitalized  and  if  this  possi- 
bility did  exist  the  miniature 
chest  X-ray  screening  program 
would,  in  all  probability,  not 
discover  it.  This  study  substan- 
tiates this  conclusion. 

Exclusion  of  60  per  cent  of 


admissions,  with  justification, 
from  participation  in  the  pro- 
gram greatly  reduced  the  oppor- 
tunity for  finding  unknown  tu- 
berculosis. 

Tuberculosis  is  regarded  by 
many  physicians  as  a disease  of 
the  past.  Consequently,  they  do 
not  feel  strongly  about  screen- 
ing. They  do  not  look  upon  hos- 
pitals as  screening  centers.  The 
physician,  concerned  for  his  pa- 
tient’s care  and  comfort,  will 
often  omit  survey  or  screening 
procedures,  especially  for  the 
acutely  ill. 

The  practice  of  providing 
70mm  screening  X-rays  for  pa- 
tients in  a general,  non-profit 
hospital  is  not  recommended  by 
the  United  States  Public  Health 
Service.2  A recent  report  to  the 
Surgeon  General,  by  the  task 
force  on  tuberculosis,  made  the 
recommendation  that  routine 
hospital  admission  X-rays  be 
provided  in  public  tax  support- 
ed city  or  county  hospitals  in 
cities  of  over  250,000  popula- 
tion. 

The  14  x 17  chest  X-ray  used 
by  this  general  hospital  was 
more  effective  than  the  smaller 
film  for  discovery  of  unknown 
pulmonary  tuberculosis,  and  it 
found  eight  times  as  many  cases 
as  the  small  unit.  The  tuberculin 
skin  test  was  used  and  recorded 
in  only  11  of  the  117  cases  of 
tuberculosis.  Undoubtedly,  addi- 
tional cases  of  primary  tubercu- 
losis, or  tuberculin  reactors, 
would  have  been  found  had  this 
diagnostic  test  been  widely  em- 
ployed. 


General  Discussion  of  Tuberculosis  Control 


The  tuberculin  test  is  one  of 
the  most  valuable  procedures 
employed  in  the  control  of  tu- 
berculosis. It  is  useful  both  in 
differential  diagnosis  and  in 


case  finding.  It  is  recommended 
that  hospital  staffs  consider  the 
routine  use  of  the  tuberculin  skin 
test  for  screening  for  tubercu- 
losis. The  intradermal  Mantoux, 


using  purified  protein  derivative 
(PPD),  intermediate  strength  (5 
TU),  remains  the  diagnostic 
standard.  An  outstanding  ad- 
vantage of  the  tuberculin  skin 
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test  is  that  it  can  be  done  re- 
gardless of  the  patient’s  condi- 
tion. The  non-ambulatory  pa- 
tient, maternity  patients,  under 
age  16,  and  others  not  included 
in  the  X-ray  screening  program 
should  be  included  in  tuberculin 
skin  test  screening. 

The  Tine  Test,  because  of  its 
low  cost  and  easy  application, 
has  been  used  for  hospital 
screening.  A recent  study  that 
compared  Tine  and  intradermal 
PPD  tests,  showed  that  93  per 
cent  of  the  tests  agreed.3  Seven 
per  cent  had  positive  reaction 
from  the  Tine  Test  and  negative 
reaction  from  the  intradermal 
test.  In  discussion  of  which  test 
to  use,  a school  health  physician 
pointed  out  that  a Tine  skin  test 
that  is  done  is  much  better  than 
an  intradermal  PPD  test  that  is 
not  done.  Diameter  of  the  tuber- 
culin skin  test  reaction  should 
be  indicated,  in  millimeters,  on 
the  patient’s  chart.  It  is  sug- 
gested that  a specific  location  in 
the  patient's  medical  record,  for 
example  the  lab  sheet,  be  se- 
lected for  uniformity  in  record- 
ing results. 

Tuberculin  reactions  greater 
than  10mm  in  diameter  are  more 
likely  to  indicate  sensitivity  in- 
duced by  tubercle  bacilli  than 
by  atypical  mycobacteria;  more- 
over, large  reactions  repeatedly 
have  indicated  a higher  risk  of 
development  of  clinical  tubercu- 
losis than  small  reactions.4-0 

Patients  known  to  have  posi- 
tive skin  test  of  10mm  diameter 
or  more  should  have  a 14  x 17 
X-ray  on  hospital  admission  if 
they  have  not  had  one  six 
months  prior  to  admission.  The 
date  and  results  of  the  14  x 17 
X-ray  taken  before  hospitaliza- 
tion should  be  recorded  on  the 
patient’s  hospital  record  for  sur- 
veillance purposes.  Chemopro- 
phylaxis (Isoniazid)  in  this  high 
risk  group  will  prevent  clinical 


disease  and  reduce  overall  mor- 
bidity'.8 

The  American  Thoracic  So- 
ciety' Committee  on  Diagnostic 
Skin  Testing  recommends  that 
when  a person  has  induration  of 
10mm  diameter  or  more  on  the 
standard  Mantoux  test  (or  con- 
fluent reaction  on  multiple  punc- 
ture) these  follow-up  activities 
be  carried  out:s  1.  X-ray  exam- 
ination of  the  chest  at  yearly 
intervals.  2.  Investigation  of 
close  associates  if  the  reactor  is 
a child  or  adolescent  (the  young- 
er the  age,  the  more  urgent  the 
need  for  investigation).  3.  Ini- 
tiation of  chemotherapy  if  sig- 
nificant infection  is  suspected. 

For  those  reactors  with  5 to 
9 mm  diameter  induration  on 
the  standard  Mantoux,  follow-up 
activities  need  not  be  carried  out 
routinely.  Persons  with  reactions 
of  this  intensity'  should  have  a 
single  follow-up  X-ray  and  then 


be  treated  as  non-reactors,  with 
exceptions  made  on  the  basis  of 
local  practice  and  experience. 
Minimal  reactors  may  be  in  an 
early  stage  of  the  disease.  More 
active  response  may  be  observ- 
ed in  some  if  checked  at  a later 
time. 

Those  persons  with  tuberculin 
reactions  of  1 to  4 mm  from  the 
standard  Mantoux  test  may  be 
treated  as  non-reactors,  but  their 
records  should  clearly  identify 
them  as  minimal  reactors.7 

Hospital  administrators  are 
encouraged  to  develop  an  an- 
nual tuberculosis  screening  pro- 
gram for  all  hospital  personnel, 
using  tuberculin  skin  testing  and 
14  x 17  X-rays  for  positive  re- 
actors. 

Tuberculosis,  as  active  case 
and  death  rates  gradually  de- 
cline, becomes  progressively 
more  difficult  to  identify,  Fig- 


Fig.  1.  Tuberculosis  active  case  rates  and  death  rates,  United  States  and  Oregon, 
1953-1966. 
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ure  1.  This  calls  for  more  inten- 
sive community  screening  pro- 
grams applied  to  high  risk 
groups  if  we  are  to  identify  un- 
known active  cases.  This  in- 
cludes, as  a part  of  each  com- 
munity screening  program,  care- 
ful checking  of  high  risk  groups 
being  admitted  to  general  hos- 
pitals. As  the  incidence  declines, 
the  physician’s  index  of  suspi- 
cion has  to  be  higher  if  he  is  to 
detect  primary  or  minimal 


tuberculosis  before  it  is  com- 
municated. 

Reporting  of  tuberculosis 
cases  leaves  much  to  be  desired. 
Hospital  infection  committees, 
preferably  with  hospital  epi- 
demiologists, must  take  an  ac- 
tive part  in  education  of  their 
staffs.  The  foundation  of  a 
tuberculosis  surveillance  pro- 
gram, or  of  surveillance  of  any 
infectious  disease,  is  the  routine 
collection  of  data  pertinent  to  all 


cases.  These  data  are  accumu- 
lated through  the  development 
of  simple,  yet  adequate  and 
authentic,  reporting  systems. 
Delay  of  several  months  be- 
tween diagnosis  and  reporting 
is  inexcusable.  Investigation  of 
contacts  must  be  done  promptly 
if  it  is  to  be  effective  in  control 
and  prevention.  ■ 

3181  S.W.  Sam  Jackson  Park  Rd. 

97201  (Dr.  Osterud) 


abstracto 


Coste  y esfuerzos  no  se  vieron  justificados  en 
relacion  con  los  residtados  cuando  un  hospital  de 


Portland  dirigid  un  programa  filmado  sobre 
tubercidosis,  usando  films  de  70  mm. 
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GOVERNMENT  IN  BUSINESS 

It  is  not  the  business  of  governments  to  go  into  business,  and  when  they  do, 
they  do  not  do  it  well.  Their  proneness  to  display,  and  their  comparative  indifference 
to  costs,  markets,  or  innovation,  lead  them  to  dissipate  the  energies  of  their  peoples 
in  spectacular  and  comparatively  unproductive  ventures. 

Many  economically  fastidious  governments,  for  ideological  or  political  reasons, 
mind  the  business  of  their  citizens  to  a degree  that  cuts  down  energy  in  both  national 
and  international  circuits. 

The  efforts  of  “welfare”  governments,  in  particular,  to  protect  certain  interests 
and  discourgae  others,  often  work  against  the  prosperity  of  both  their  own  and  other 
nations. 

Harold  Fleming 
— The  Freeman,  February  1968 
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Pancreatitis  / 

Revieiv  of  733  Cases  of  Pancreatitis  from  Three  Seattle  Hospitals 


THOMAS  TAYLOR  WHITE,  Seattle,  Washington  / JEAN  E.  MURAT,  M.D.,  Lyon,  France  / 

ALAN  MORGAN,  M.B.,  Cardiff,  Wales 


Seven  hundred  thirty-three  cases  of  acute  and  chronic  pancreatitis  were 
surveyed  from  ten-year  records  of  three  Seattle  hospitals.  Of  the  358  cases 
with  acute  pancreatitis,  192  had  gallstones.  Treatment  of  the  biliary  disease  was 
effective  in  arresting  the  pancreatitis  in  the  bidk  of  the  cases.  Alcoholism  was 
the  concomitant  factor  in  106  of  the  179  cases  with  chronic  pancreatitis.  Calci- 
fication occurred  in  54  of  these  patients.  Treatment  consisted  of  pancreatico- 
jejunostomy  for  the  patients  with  dilated  ducts,  splanclmicectomy  for  those 
with  a small,  hard  pancreas  without  ductal  dilatation,  and  a resection  where  all 
lesser  procedures  failed.  For  the  196  patients  with  pancreatitis  related  to  external 
or  operative  trauma,  duodenal  ulcer  and  related  diseases,  the  treatment  teas  for 
the  accompanying  disease. 


Two  difficulties  one  has  to 
face  when  analysing  a series 
of  hospital  charts  with  the  diag- 
nosis of  pancreatitis  are  those  of 
defining  the  criteria  for  the  clini- 
cal and  the  pathological  diag- 
noses. Both  of  these  problems 
are  compounded  when  a com- 
parison is  attempted  between 
patients  from  different  hospitals 
or,  perhaps,  different  countries, 
because  the  criteria  for  diagnosis 
are  often  different.  Unless  these 
differences  are  carefully  consid- 
ered, any  discussion  of  this  dis- 
ease is  meaningless.  It  is  for  this 
reason  that  we  will  first  describe 
the  disease  process  and  its  rela- 
tionships to  other  diseases  before 


describing  the  situation  in  three 
hospitals  in  Seattle. 

While  there  has  been  a ten- 
dency in  the  world  literature  to 
attribute  all  pancreatitis  to  one 
cause,  there  is  general  agree- 
ment that  pancreatitis  may  be 
secondary  to  the  mumps,  scarlet 
fever,  typhoid  fever,  and  to  para- 
sites, which  are  frequently  found 
in  the  biliary-pancreatic  ducts  of 
Africans  and  Orientals.  It  ap- 
pears coincidently  with  gall 
stones.  It  may  appear  secondar- 
ily to  systemic  infections.  Either 
operative  or  external  trauma  may 
produce  an  attack.  The  remain- 
der of  the  postulated  relation- 
ships are  pure  conjecture. 


Some  investigators  have  based 
their  diagnoses  of  pancreatitis 
on  pathologic  findings,  which 
can  be  obtained  only  at  surgery 
or  autopsy.  As  a result  they  refer 
only  to  the  small  minority  of 
patients  with  extremely  severe, 
debilitating  disease.  By  our  cri- 
teria, any  patient  who  has  an 
elevation  of  amylase  or  lipase  to 
three  times  normal  or  more 
should  be  suspect.  Any  patient 
who  has  an  elevation  of  one  of 
these  two  enzymes  to  five  times 
normal  during  an  acute  attack 
should  be  considered  as  having 
the  disease.  While  an  elevation 
of  amylase  to  three  times  normal 
is  commonly  seen  in  perforated 
ulcer,  ileus,  and  following  bili- 
ary or  gastric  surgery,  it  is  almost 
never  higher  than  this  figure 
without  associated  pancreatitis. 
We  also  include  in  our  criteria 
those  operative  findings  of  fat 
necrosis,  induration,  or  calcifica- 
tion. Localized  ileus  of  the  jeju- 
num, or  distortion  of  the  duo- 


This  the  first  of  a series  of  five  articles. 


From  the  Departments  of  Surgery,  The  Doctors,  Swedish,  and  University 
Hospitals,  Seattle,  Washington. 

Partially  supported  by  U.S.P.H.S.  Grant  No.  AM-05277  and  by  a Fullbright 
Fellowship  (Dr.  Murat). 
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Table  I 


Acute  Chronic  Other 

Pancreatitis  Pancreatitis  Types 


Male 

Female 

Male 

Female 

Male 

Female 

Total 

40  and  under 

17 

32 

18 

15 

19 

24 

125 

41  to  60 

67 

101 

74 

39 

48 

49 

378 

61  and  over 

49 

92 

24 

9 

34 

22 

230 

Total 

133 

225 

116 

63 

101 

95 

733 

denum  point  to  an  acute  or 
chronic  process  of  pancreatitis. 

We  have  used  the  classifica- 
tion put  forward  by  the  Sympo- 
sium on  the  Etiology  and  Path- 
ology of  Pancreatitis  at  Mar- 
seilles, in  1963,  to  clarify  our 
data:1 

1.  Acute  pancreatitis. 

2.  Recurrent  acute  pancreati- 
tis. 

3.  Chronic  pancreatitis. 

4.  Recurrent  chronic  pancrea- 
titis. 

Over  half  the  patients  in  the 
first  two  groups  had  gallstones. 
In  both  forms  the  pancreas  ordi- 
narily returned  to  normal  after 
the  attack  if  the  initial  causative 
factors  were  eliminated.  Ordi- 
narily, acute  pancreatitis  did  not 
progress  to  chronic  pancreatitis, 
but  this  eventuality  is  possible. 

The  di  stinction  between 
groups  3 and  4 is  purely  clini- 
cal and  not  anatomic:  the  first 
group  having  repeated  acute 
exacerbations,  and  the  second 
having  chronic  pain  from  the  be- 
ginning. With  these  two  forms 
of  the  disease,  permanent  dam- 
age to  the  pancreas  occurs,  even 
after  the  initial  factor  or  factors 
responsible  for  the  disease  are 
eliminated.  Chronic  pancreatitis 
can  follow  recurrent  chronic  pan- 
creatitis, but  it  usually  appears 
from  the  start  as  a chronic  dis- 
ease. Chronic  pancreatitis  can 
also  follow  the  acute  forms,  but 
this  is  unusual. 

We  have  grouped  all  the  acute 
cases  together  and  all  the  chron- 
ic cases  together,  adding  to  each 
group  information  about  the  in- 
cidence of  gallstones  and  alco- 
holism. Those  cases  related  to 
systemic  or  local  disease,  such  as 
duodenal  ulcer,  and  to  trauma, 
are  in  a separate  group  titled 
others. 

material 

We  have  collected  839  case 
histories:  427  cases  seen  at  the 


Swedish  Hospital  from  1956 
through  1965,  280  cases  seen  at 
The  Doctors  Hospital  from  1945 
through  1965,  and  65  cases  seen 
at  the  University  of  Washington 
Hospital.  There  is  some  overlap 
between  the  different  series,  be- 
cause some  of  the  patients  went 
from  hospital  to  hospital  and 
from  doctor  to  doctor,  but  there 
was  a total  of  839  recorded  diag- 
noses of  pancreatitis  on  the  hos- 
pital charts.  About  one  patient  in 
six  had  admissions  to  several 
hospitals.  Only  71  of  the  cases 
could  not  be  followed.  The  total 
number  of  admissions  to  the 
three  hospitals  during  this  period 
was  403,539,  during  which  peri- 
od 772  were  admitted  for  pan- 
creatitis (0.2  per  cent)  for  a 


ratio  of  pancreatitis  admissions 
to  total  admissions  of  one  to  523. 

Using  the  criteria  described 
above,  we  accepted  only  733  of 
the  839  histories  as  representing 
patients  with  pancreatitis.  [These 
criteria  again  are:  amylase  or 
lipase  elevations  five  times  high- 
er than  normal,  or  both,  opera- 
tive diagnosis,  autopsy  diagnosis 
(126  of  154  deaths)  and  calci- 
fication or  pseudocyst.] 

All  patients  were  further  di- 
vided by  sex  and  age  within  the 
three  categories  of  acute  pan- 
creatitis, chronic  pancreatitis , 
and  other  types.  Table  1,  Figure 
1.  Females  were  dominant  in  the 
acute  pancreatitis  group,  males 
in  the  chronic  group,  and  in 
those  patients  with  other  etiolo- 


Fig.  1 


Clinical  Classification  of  733  cases  of 
Pancreatitis  from  Seattle  Hospitals  (1956-1965) 
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gies,  the  sexes  were  almost  even. 
results 

The  purpose  of  this  study  was 
to  shed  some  light  on  the  prin- 
eipal  associations  occurring  with 
pancreatitis  as  it  is  seen  in  the 
community  as  a whole  rather 
than  only  in,  say,  a county  hos- 
pital. For  this  reason  the  results 
are  arranged  according  to  how 
the  clinical  picture  supports  the 
pathological  findings. 

(A)  Acute  Pancreatitis.  Near- 
ly half  of  the  cases  (358  of  the 
total  of  733:  48.8  per  cent)  were 
classified  as  acute  pancreatitis. 
The  most  striking  feature  of  this 
group  was  the  high  incidence  of 
cholelithiasis:  192  ( 54  per  cent) 
of  the  358  patients  had  gall- 
stones, and  common  bile  duct 
stones  were  present  in  36  of  the 
192  patients  with  gallstones.  In 
addition,  42  patients  had  clinical 
jaundice.  Only  34  of  the  358 
patients  could  be  considered  al- 
coholics. Only  11  patients  had 
diabetes. 

There  was  a fairly  high  death 
rate  in  this  group  (45  of  the  358 
patients)  and  a low  incidence 
of  second  admission  to  hospital 
for  pancreatitis  (54  of  the  358 
patients ) . The  number  of  deaths 
and  recurrences  may  actually 


have  been  higher,  since  42  pa- 
tients were  lost  to  follow-up. 
Nevertheless,  217  of  the  358  pa- 
tients who  had  had  acute  pan- 
creatitis appeared  to  be  asymp- 
tomatic at  the  time  of  review, 
Figure  2. 

(B)  Chronic  Pancreatitis.  This 
disease  entity  was  about  half  as 
common  as  acute  pancreatitis 
(179  cases:  24  per  cent).  Alco- 
holism appeared  to  be  the  main 
associated  factor  in  106  (59  per 
cent)  of  the  patients  with  chron- 
ic pancreatitis;  calcification  oc- 
curred in  54;  and,  of  the  17 
patients  with  gallbladder  stones, 
none  had  stones  in  the  common 
bile  duct.  There  were  45  patients 
without  definitive  associations. 
As  might  be  expected,  jaundice 
on  the  basis  of  compression  of 
the  distal  bile  duct  by  the  pan- 
creas was  fairly  common  (22 
cases).  One-sixth  (28)  of  the 
chronic  group  had  diabetes 
while  only  one  in  33  (11)  of 
the  acute  pancreatitis  cases  and 
one  in  twenty-nine  (9)  of  the 
others  had  diabetes. 

( C ) Other  types  of  pancreati- 
tis (such  as:  systemic,  traumatic, 
exogenous).  These  196  cases  in- 
clude all  those  for  whom  a pre- 
cise etiology  could  not  be  ascer- 


Toble  II 


Acute  Pancreatitis 


Improved 

217 

Recurrence 

54 

Lost  to  follow-up 

42 

Dead 

45 

Autopsy:  37 

Total 

358 

tained  (27  per  cent  of  the 
total).  The  main  types  of  associ- 
ated disease  are  listed  as  follows: 

1.  External  trauma  (15  cases) 
is  an  especially  important  cause 
of  acute  pancreatitis  among 
young  people. 

2.  Duodenal  ulcer  co-existed 
and  was  the  probable  cause,  or 
at  least  a contributory  cause,  of 
pancreatitis  in  77  cases. 

3.  Post-operative  pancreatitis 
after  gastric  resection,  pyloro- 
plasty, or  surgical  treatment  of 
bile  duct  disease  occurred  in  61 
cases.  A striking  feature  in  this 
group  was  that  there  were  7 
deaths  among  17  patients  who 
had  had  common  bile  duct  ex- 
ploration with  installation  of  a 
long  arm  T-tube,  Figure  3. 

4:  Shock  appeared  to  be  the 
precipitating  cause  in  34  cases, 
the  pancreas  being  involved  with 
a number  of  other  organs. 

5.  Hyperlipemia  was  reported 
in  only  one  case. 

6.  Hyperparathyroidism  was 
present  in  three  cases. 

7.  Virus  disease  was  associ- 
ated with  pancreatitis  in  five 
cases. 

discussion 

In  evaluating  the  various  dis- 
orders presented  in  the  litera- 
ture, it  is  vital  to  take  diagnostic 
criteria  into  consideration.  These 
can  be  quite  stringent.  In  the 
series  of  Albo,  Silen  and  Gold- 
man,2 at  least  one  of  the  follow- 
ing strict  criteria  had  to  be  met: 


Acute  Pancreatitis 
(358  cases) 


i i good 

recurrence  or  lost 
EZ3  failures  and  deaths 


(179  cases, 
54  calcific) 


(196  cases, 

61  post  operative) 


Overall  Results  in  the  Different  Groups  of  Pancreatitis 
from  Seattle  Hospitals  (733 cases- 1956-1965) 

Fig.  2 
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Fig.  3.  A large,  long-arm  T-tube  will  occlude  the  pancreatic  duct.  If  such  a tube 
is  used  at  all,  it  should  fit  loosely  through  the  ampulla  of  Vater,  so  as  not  to 
occlude  the  pancreatic  duct.  (Reprinted  from  White,  T.  T.,  Pancreatitis,  Williams 
and  Wilkins,  Baltimore,  1966.) 


1.  the  diagnosis  of  acute  pan- 
creatitis was  confirmed  or  made 
at  operation;  2.  the  diagnosis  of 
acute  pancreatitis  was  estab- 
lished at  autopsy;  or,  3.  the 
presence  of  a clinical  history  of 
acute  pancreatitis  was  associated 
with  either  pancreatic  pseudo- 
cyst or  calcification.  Of  the  354 
cases  initially  reviewed  in  San 
Francisco,  only  103  met  these 
rigid  requirements.  Only  these 
were  subjected  to  closer  scrutiny. 
In  their  series,  patients  in  whom 
the  diagnosis  was  made  only  on 
the  basis  of  an  elevated  amylase 
level  were  eliminated  for  the 
purposes  of  the  analysis.  Rough- 
ly the  same  criteria  were  used 
by  Sarles’  group.3  In  their  series, 
patients  with  pancreatic  edema 
without  fat  necrosis  with  ac- 
companying biliary  disease,  and 
all  patients  with  ulcer  and  bowel 
disease  were  eliminated  because 
these  authors  felt  that  a small 
area  of  palpable  induration  in 
the  head  of  the  pancreas  insuf- 
ficient evidence  of  primary  pan- 


creatic disease.  In  our  series  we 
have  included  those  patients  with 
high  amylase  only  or  a small 
amount  of  induration  related  to 
gallstones  because  we  feel  that 
they  are  part  of  the  clinical 
problem. 

In  the  10-year  survey  by  Ber- 
man* for  the  Central  New  York 
State  Surgical  Society  there  were 
644  patients  of  whom  357  (55.4 
per  cent)  had  associated  biliary 
tract  disease,  all  but  48  with 
proven  gallstones.  Ninety  of  his 
patients  were  alcoholics  ( 14  per 
cent),  52  had  undetermined  as- 
sociations (8.1  per  cent),  and 
28  (4.3  per  cent)  were  associat- 
ed with  other  diseases. 

Because  192  of  358  patients  in 
our  acute  pancreatitis  series  had 
associated  gallstone  disease,  we 
feel  that  the  principal  effort  in 
the  months  following  an  acute 
attack  of  pancreatitis  should  be 
directed  towards  determining 
whether  or  not  a given  patient 
has  gallstones.  Gallbladder 
X-rays  should,  in  general,  be  tak- 


en a month  or  more  after  an 
acute  attack  rather  than  immedi- 
ately after,  because  liver  func- 
tion tends  to  be  depressed  in 
the  period  immediately  follow- 
ing the  attack.  Under  these  cir- 
cumstances excretion  of  the 
radio-opaque  dye  is  reduced. 
Any  patient  with  acute  pancre- 
atitis, whether  the  disease  is  re- 
lated to  drinking  or  not,  should 
be  studied  for  gallstone  disease, 
because  the  stones  rather  than 
the  alcohol  may  be  the  principal 
precipitating  factor. 

Less  than  one-fourth  (179)  of 
the  patients  in  the  series  had 
chronic  pancreatitis,  with  perma- 
nent change  to  the  pancreas. 
Only  one-third  (.54)  of  these 
patients  also  had  calcification. 
Almost  all  of  the  alcoholics  were 
placed  into  this  group  (106)  of 
140.  We  were  impressed  that 
chronic  pancreatitis  was  gener- 
ally a disease  of  the  alcoholic. 
It  was  impossible  to  tell  how 
many  more  of  this  group  of 
patients  were  alcoholics,  or  had 
been  alcoholics,  but  there  must 
have  been  more.  Further,  we 
were  impressed  by  the  contrast 
between  this  and  the  acute 
group  where  the  dominant  factor 
was  the  presence  of  gallstones. 
It  was  not  possible  to  tell  how 
many  more  of  these  patients  had 
undiagnosed  calculi. 

The  others  group  of  patients 
constitutes  about  one  third  of 
the  total  series.  The  diagnosis 
was  easier  to  pin  down.  The 
surprising  feature  of  this  group 
is  that  patients  with  duodenal 
ulcer,  shock,  external  or  opera- 
tive trauma  who  develop  pan- 
creatitis comprise  nearly  a fourth 
of  the  733  cases  seen.  ■ 

1115  Columbia  St.  98104 
(Dr.  White) 

continued  on  next  page 
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abstracto 

Las  historius  de  sietecientos  treinta  y tres  casos 
de  pancreatitis  aguda  y cronica,  acumuladas  por 
diez  ahos  fueron  analizadas  en  tres  hospitales 
de  Seattle.  De  los  358  casos  con  pancreatitis 
aguda  192  tuvieron  cdlculos  vesiculares.  El  trata- 
miento  de  la  enfermedad  biliar  fue  efectivo 
para  contrarrestar  la  pancreatitis  en  la  mayoria 
de  los  casos.  Alcoholismo  fue  el  factor  con- 
comitante  en  106  de  los  179  casos  con  pan- 
creatitis cronica.  Calcificaciones  ocurrieron  en 


54  de  estos  pacientes.  El  tratamiento  consistio 
en  anastomosis  prancreatico-yeyunal  para  los 
pacientes  con  los  conductos  excretores  dilatados, 
esplacnisectomia  para  aquellos  con  pancreas 
pequeho  y duro  sin  dilatacion  y una  reseccion 
en  aquellos  en  que  los  procedimientos  menores 
fracasaron.  Para  los  196  pacientes  con  pancreati- 
tis relacionada  con  trauma  operativo  o externo, 
ulcera  duodenal  y enfermedades  relacionadas, 
el  tratamiento  fue  dirijido  a la  enfermedad 
acompanante. 
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to  be  continued 


HOW  AND  WHY 

“The  disease  of  cancer  will  be  banished  from  life  by  calm,  unhurrying,  per- 
sistent men  and  women,  working,  with  every  shiver  of  feeling  controlled  and  supressed, 
in  hospitals  and  laboratories.  And  the  motive  that  will  conquer  cancer  will  not  be 
pity,  nor  horror ; it  will  be  curiosity  to  knotc  how  and  why.” 

“And  the  desire  for  service,”  said  Lord  Tamar. 

“As  the  justification  of  that  curiosity,”  said  Mr.  Sempack,  “ but  not  as  the 
motive.  Pity  never  made  a good  doctor,  love  never  made  a good  poet.  Desire  for 
service  never  made  a discovery.” 

-H.  G.  Wells 
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Gastric  Carcinoma 


WILLIAM  B.  HUTCHINSON,  M.D.  / LAWRENCE  B.  K I R I L U K,  M.D.,  / JAY  M.  KRANZ,  M.D., 

Seattle,  Washington 


Gastric  carcinoma  is  frequently  an  incurable  disease  that  may  be  effectively 
palliated  by  surgical  procedures  properly  applied.  The  cause  of  gastric  carcinoma 
is  unknown,  but  the  disease  seems  to  occur  in  people  with  a vulnerable  genetic 
background  when  they  are  chronically  subjected  to  any  of  the  host  of  external 
carcinogens,  and  not  adequately  protected  by  unknown  instrinsic  factors.  The 
decreasing  incidence  in  this  country  is  real,  and  its  cause  remains  obscure. 
Often,  long-term  survival  in  gastric  carcinoma  appears  to  be  independent  of  the 
extent  of  disease,  blood  vessel  or  lymphatic  involvement  at  the  time  of  surgery, 
and  of  the  operation  performed,  providing  the  primary  tumor  mass  can  be 
resected  and  is  removed.  Since  we  cannot  predict  the  long-term  survivors  before, 
or  at  the  time  of  surgery,  we  believe  there  is  an  obligation  to  resect  any  gastric 
carcinoma  which  can  be  removed  without  sacrifice  of  organs  essential  to  life  or 
well-being. 


Along  the  front  lines  of  the 
often  successful  march  of 
modern  medicine,  there  still  exist 
a few  isolated  outposts  that  con- 
tinue to  stave  off  any  serious 
threat  of  control  by  the  corpu- 
lent products  of  contemporary 
research.  Among  these  fortifica- 
tions is  the  stronghold  of  gastric 
carcinoma.  The  past  30  years 
have  witnessed  no  dramatic 
breakthroughs  in  the  manage- 
ment of  this  disease,  no  vaccines, 
no  revolutionary  new  concepts, 
and  yet  its  incidence  has  unac- 
countably been  halved  in  this 
country  during  that  time. 

Despite  the  diminution  in  at- 
tack rate,  25,000  to  30,000  Ameri- 
cans will  die  this  year  from  this 
tumor.  The  age  adjusted  mortal- 
ity rates  per  100,000  people  per 
year  are  13  in  this  country1-3 
compared  with  44  in  Iceland,  55 
in  Finland,  70  in  Chile  and  as 
high  as  108  in  Japan.2  4-8  Carci- 
noma of  the  stomach  for  many 
years  was  the  leading  cause  of 
death  from  carcinoma  in  the 
United  States.  In  the  last  three 


decades,  for  unknown  reasons, 
gastric  carcinoma  appears  to 
have  been  decreasing,  and  its 
frequency  has  now  been  super- 
ceded  by  carcinoma  of  the  in- 
testines (excluding  the  rectum) 
and  carcinoma  of  the  lungs.8 

The  current  principles  of  sur- 
gical treatment  have  been  known 
since  their  inception  by  Billroth 
in  1881,  but  despite  the  abun- 
dant harvest  of  both  tissues  and 
scientific  papers  relevant  to  this 
disease,  the  mortality  rates  noted 
above  continue  to  approximate 
the  incidence  rates.  Attempts 
to  depress  these  death  rates 
below  the  attack  rates  have 
been  frustrated  by  the  propen- 
sity of  this  tumor  to  defy  early 
diagnosis  and  to  grow  to  size- 
able proportions  in  absolute 
silence.  This  is  not  to  say  that 
there  has  been  no  progress,  for 
the  average  victim  today  has  a 
much  greater  chance  of  having 
his  primary  tumor  resected,  and 
of  surviving  the  procedure,  but 
the  absence  of  any  absolute  cor- 
relation between  survival  times 


and  duration  of  symptoms,  tu- 
mor size,  or  histology,  and  often 
even  the  amount  of  tissue  re- 
moved, leave  each  doomed  host 
to  work  out  the  terms  of  his  own 
longevity  according  to  the  suc- 
cess of  his  personal  defenses 
against  his  particular  tumor. 
However,  “biological  predeter- 
minism” is  not  the  only  factor 
that  influences  prognosis.  Frie- 
sen  showed  that  in  so-called 
superficial  carcinoma  of  the 
stomach  early  diagnosis  vastly 
improved  the  prognosis  in  65 
cases.9 

The  statistical  story  gleaned 
from  the  literature  places  five 
year  survival  rate  after  curative 
resection  (no  visible  tumor  left 
behind)  in  the  realm  of  30  per 
cent,  and  varies  from  6 to  20 
per  cent  of  all  patients  seen.10 
The  operative  mortality  ranges 
around  10  per  cent,  and  over  90 
per  cent  will  die  within  the 
year  if  curative  resection  is  not 
performed.11-16 
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etiologic  factors 

Search  for  etiologic  factors  in 
gastric  carcinoma  has  developed 
along  three  lines:  intrinsic  fac- 
tors, including  premalignant 
conditions,  extrinsic  influences, 
and  investigation  of  the  mysteri- 
ous declining  incidence  of  the 
past  decades.  In  regard  to  the 
first,  evidence  points  strongly  to 
genetic  predisposition.  Epidemi- 
ologic studies  show  that  the  Jap- 
anese race,  and  possibly  others, 
may  bear  an  innate,  racial  sus- 
ceptibility. The  demonstration  of 
the  preponderance  of  blood 
group  A,  and  of  males  of  all 
cultures,  among  gastric  cancer 
patients  is  presented  as  further 
evidence  of  the  importance  of 
intrinsic  factors.  The  study  of 
the  well-documented  family  of 
constellations  of  the  Mormons 
of  Utah,  which  illustrate  in- 
creased attack  rates  among  close 
relatives  of  gastric  cancer  vic- 
tims, is  said  to  suggest  a poly- 
genic predisposition.11'51'5 

That  there  are  recognizable 
premalignant  conditions  is 
known,  and  that  they  increase 
the  incidence  of  gastric  carcino- 
ma is  suspected.  Compared  with 
the  expected  incidence,  achlor- 
hydria and  hypochlorhydria 
(free  HCI  below  30  degrees)  in- 
crease the  attack  rate  3 times; 
pernicious  anemia,  21  times;  and 
the  presence  of  gastric  polyps, 
50  times  over  the  control  popula- 
tion. The  inter-relationship  of 
one  with  the  other  is  of  consid- 
erable interest.17  In  the  light  of 
this  carefully  collected  evidence, 
however,  it  is  discouraging  to 
note  that  a 15  year  effort  to  de- 
tect and  treat  early  tumors  in 
patients  known  to  harbor  these 
predisposing  conditions  was  un- 
rewarding in  prolonging  the  sur- 
vival of  the  populations  stud- 
ied.18 

Studies  of  the  environmental 


circumstances  surrounding  this 
disease  have  been  modestly  re- 
warding. The  demonstration  of 
small  but  significant  amounts  of 
benzpyrene  and  other  poly- 
cyclic hydrocarbons,  known  car- 
cinogens, in  the  fish  smoked  for 
long  periods  of  time  by  the  Ice- 
landic peoples,  fits  well  with  the 
high  incidence  of  gastric  cancer 
in  cultures  that  count  heavily  on 
smoked  fish  for  subsistence.* 
There  is  some  evidence  that  peo- 
ple living  on  peaty  soil  and  land 
rich  in  organic  carbons,  zinc, 
cobalt  or  chromium,  suffer  more 
gastric  cancer  than  would  other- 
wise be  expected.19  20  This  inci- 
dence is  also  seen  to  be  higher  in 
northern  latitudes  in  general, 
and  even  higher  in  the  northern 
parts  of  small  countries.21 

The  question  of  the  declining 
occurrence  presents  the  possi- 
bility that  we  are  doing  some- 
thing beneficial  toward  this 
tumor.  Conjecture  has  been 
directed  towards  dietary  chang- 
es, elevated  standards  of  living, 
increasing  accuracy  of  diagnosis, 
and  the  prophylactic  manage- 
ment of  premalignant  conditions. 
It  does  seem  that  the  improve- 
ment noted  in  this  country  is 
not  shared  by  the  cultures  who 
have  not  stood  so  directly  as  we 
in  the  outflow  from  the  horn  of 
plenty. 

Numerous  inaccuracies  in  des- 
ignation of  cause  of  death  on 
death  certificates  in  the  “olden 
days”  are  well  documented,  and 
it  has  been  suggested  that  many, 
various,  intra-abdominal  tumors 
were  then  identified  as  gastric 
carcinoma.  Statistical  analysis 
fails  to  confirm  this  thesis,  how- 
ever, as  the  concomitant  increase 
in  other  intra-abdominal  tumors 
which  would  be  expected  is  not 
seen.  Furthermore,  other  coun- 
tries that  would  be  expected  to 


share  the  results  of  this  new 
diagnostic  sophistication  have 
failed  to  show  the  same  de- 
crease.5 

The  thorniest  diagnostic  prob- 
lem is  in  differentiating  a be- 
nign gastric  ulcer  from  one  that 
is  malignant.22  An  attractive  facet 
appears  if  the  premise  is  grant- 
ed that  gastric  ulcers  may  under- 
go malignant  change.23  For  them 
it  seems  possible  that  the  vigor- 
ous surgical  attack  on  these  le- 
sions in  recent  years  may  have 
made  a significant  contribution. 
However,  this  premise  is  still 
doubted.  The  total  decrease  in 
America’s  acreage  of  gastric  mu- 
cosa, brought  about  by  the 
duodenal  ulcer  gastrectomists, 
could  be  of  importance  were 
it  not  that  these  acidic  stomachs 
are  so  infrequently  host  to  malig- 
nancy. The  search  for  our  myste- 
rious ally  quite  rightly  continues, 
and  important  clues  may  be 
waiting. 

Given  the  previous  informa- 
tion, the  need  for  still  another 
modifying  factor  is  presented. 
This  last  is  in  answer  to  the 
anguished  question,  asked  by 
the  cancer  victim.  “But  why 
me?”  Certainly,  genetically  vul- 
nerable people  are  exposed  with 
regularity  to  carcinogens  and  do 
not  all  develop  the  disease.  We 
have  alluded  also  to  the  remark- 
able ability  of  some  individuals 
to  fight  with  a lengthly  delaying 
action  against  their  tumors,  and 
sometimes  even  win.  The  resist- 
ance and  vulnerability  of  these 
people  must  constitute  an  addi- 
tional intrinsic  factor,  and  it 
would  seem  that  the  tissues  of 
patients  showing  spontaneous  re- 
gression or  prolonged  course 
would  be  fertile  fields  for  bio- 
chemical and  histochemical  in- 
vestigations. 
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the  resectable  and 
the  non-resectable 

The  material  for  this  review 
consists  of  100  consecutive  pa- 
tients seen  in  private  practice, 
and  operated  for  histologically 
confirmed  cancer  of  the  stomach. 
This  group  of  patients  gives  a 
point  of  departure  for  discus- 
sion of  some  of  the  problems 
they  have  presented,  and  that 
we  have  attempted  to  categorize. 

We  believe  that  once  a patient 
is  subjected  to  a surgical  ex- 
ploration for  carcinoma  of  the 
stomach,  we  are  obliged  to  make 
every  effort  to  remove  a bleed- 
ing, sloughing,  painful  lesion. 
This  obligation  to  resection  ex- 
ists even  in  the  face  of  obvious 
metastatic  cancer  because,  a pa- 
tient who  is  relieved  of  such  a 
tumor  will  be  grateful  for  the 
reduction  of  pain  and  the  result- 
ing feeling  of  relative  well- 
being, and  because  such  palli- 
ative resections  have  often  re- 
sulted in  outcomes  as  satisfactory 
as  in  some  of  those  realized  after 
curative  operations.  Only  after 
appraisal  of  the  open  abdomen 
that  reveals  a stomach  fixed  to 
adjacent  vital  structures,  the  re- 
moval of  which  might  be  life 
endangering,  is  the  patient  con- 
sidered inoperable. 

Generally  speaking,  our  indi- 
cations for  resection  in  the  pres- 
ence of  metastases  have  been  so 
liberal  in  recent  years,  and  the 
temporary  results  so  rewarding 
that  we  use  gastroenterostomy 
rarely,  and  believe  that  jeju- 
nostomy  performed  to  prolong  a 
chaotic  situation  in  this  disease 
could  be  justified  by  some  un- 
usual circumstance  which  we 
have  not  seen. 

Twenty-eight  of  our  patients 
were  considered  inoperable  at 
the  time  of  exploration,  and  sev- 
en of  these  had  gastroenter- 
ostomy. Four  of  these  28  patients 
died  from  exploration  alone,  and 


the  obvious,  but  unavoidable 
error  was  suggesting  surgery  to 
these  patients  in  the  first  place. 
These  are  debilitated,  ill  patients 
often  not  able  to  withstand  rou- 
tine surgical  procedures. 

cancer  in  the  proximal  stomach 

The  management  of  the  pa- 
tient with  a carcinomatous  le- 
sion in  the  superior  half  of  the 
stomach  requiring  resection  of 
the  cardio-esophageal  junction  is 
a critical  test  of  surgical  judge- 
ment. Loss  of  the  sphincter  ac- 
tion here,  as  elsewhere  in  the 
body,  produces  a situation  that 
cannot  be  entirely  corrected. 
Direct  anastomosis  of  the  esoph- 
agus either  through  the  line  of 
proximal  closure  or  through  a 
separate  opening  has  not  been 
completely  satisfactory.  The  dan- 
gers are  regurgitation  and  stric- 
ture, and  the  surgeon  concerning 
himself  with  the  management  of 
these  complications  is  willing  to 
consider  almost  any  alternative. 
Though  additional  time  require- 
ments may  limit  its  usage,  we 
have  favored  the  interposition  of 
a loop  of  jejunum  between  the 
esophagus  and  the  remaining 
gastric  remnant,  or  a total  gas- 
trectomy, as  procedures  yield- 
ing the  best  results  with  the  few- 
est complications. 

Five  patients  in  this  series  had 
proximal  gastrectomy  and 
esophago-gastrectomv,  and  one 
patient  with  a proximal  lesion 
had  a total  gastrectomy  because 
of  spread  to  the  pyloric  lymph 
nodes.  There  were  no  operative 
deaths  in  this  group. 

total  gastrectomy 

Twenty  patients  required  total 
gastrectomy  in  order  to  remove 
all  gross  tumor.  This  aggressive 
approach  is  not  elective,  but  is 
carried  out  on  patients  in  whom 
any  lesser  procedure  would 


leave  gross  tumor  behind.  Our 
operative  procedure  included  re- 
moval of  the  entire  stomach  with 
a good  cuff  of  esophagus  and 
duodenum,  the  gastro-colic  and 
gastro-hepatie  ligaments,  greater 
omentum  and  spleen.  In  several 
of  these  patients,  in  line  with  our 
obligation  to  resection,  we  found 
ourselves  committed  to  inclu- 
sion of  portions  of  the  colon, 
small  bowel,  pancreas  and  liver. 
Three  of  the  five  operative 
deaths  in  the  total  gastrectomy 
series  were  in  this  latter  cate- 
gory. This  mortality  figure  of 
25  per  cent  for  total  gastrectomy 
is  high,  and  reflects  the  extent  of 
disease  in  patients  who  required 
this  procedure.  The  danger  is 
justified  by  the  satisfactory  pal- 
liation gained  in  the  75  per  cent 
who  survived. 

Initially  we  re-established 
bowel  continuity  with  a jejunal 
loop  and  associated  enteroenter- 
ostomy,  but  since  1953  we  have 
transplanted  a loop  of  jejunum 
between  the  esophagus  and 
duodenum.  This  has  eliminated 
the  problems  of  stricture,  con- 
stant regurgitation,  and  burning 
indigestion  that  had  previously 
made  this  operation  intolerable. 
We  find  most  of  our  recent 
patients  now  as  comfortable 
and  happy  as  any  others  with 
subtotal  resection  for  this  dis- 
ease. Esophago-duodenal  anas- 
tomosis has  been  advocated,  and 
certainly  under  completely  fa- 
vorable circumstances  this  sim- 
ple connection  would  be  time 
saving.  As  it  had  no  clear  ad- 
vantage in  function  over  the 
transplanted  jejunal  loop  and  be- 
cause of  the  disadvantage  of 
esophagitis,  it  would  seem  un- 
duly hazardous  to  extend  the 
indications  for  this  anastomosis. 

subtotal  gastrectomy 

F^orty-seven  patients  were 
treated  by  subtotal  resection  em- 
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phasizing  our  preference  for  this 
operation  whenever  it  is  possi- 
ble. Thirty-two  of  these  had  a 
Billroth  II  gastroenterostomy, 
and  15  were  suitable  for  a Bill- 
roth I gastroduodenostomv.  Lack 
of  confidence  in  complete  tumor 
extirpation  has  caused  us  to 
move  the  anastomosis  away  from 
the  region  of  the  infrapvloric 
lymph  nodes  with  a Billroth  II 
gastroenterostomy  which  was 
used  to  take  advantage  of  the 
distance  from  that  area  so  fre- 
quently involved  by  recurrent 
disease. 

The  operative  mortality  on  the 
Billroth  I series  was  6 per  cent 
or  one  patient,  while  that  of  the 
Billroth  II  series  was  12  per  cent 
or  four  patients.  The  total  mor- 
tality was  10  per  cent  in  the 
subtotal  gastrectomy  series.  One 
of  these  deaths  followed  uncon- 
trollable hemorrhage  from  the 
tumor,  and  another  followed  an 
operation  on  a perforated  carci- 
noma. 


results  of  operation 

Fourteen  of  the  100  patients 
who  were  surgically  explored, 
are  considered  to  have  died  as  a 
result  of  the  operation.  Four 
died  from  abdominal  exploration 
alone,  five  died  following  total 
gastrectomy  and  five  succumbed 
to  subtotal  gastrectomy. 

Of  the  100  patients,  28  were 
simply  not  resectable,  and  72 
were  resected  free  of  their  pri- 
mary tumor.  Fourteen  patients 
survived  for  five  years,  seven 
survived  for  ten  years,  and  two 
are  living  15  years  after  surgery. 
The  surgical  specimens  submit- 
ted to  pathology  were  studied 
for  lymph  node  involvement  and 
blood  vessel  invasion,  and  the 
findings  explain  our  obligation 
to  resect  malignant  tissue  even 
in  the  face  of  metastatic  disease. 
Of  the  14,  five-year  survivors,  all 
but  three  had  either  blood  vessel 
or  lymphatic  metastasis,  or  both. 
Five  of  the  six  patients  who 


lived  ten  years  or  longer  had 
vascular  or  lymphatic  invasion, 
and  both  of  the  15-year  survivors 
had  extension  of  the  tumor  to 
nodes  or  vessels.  In  terms  of 
gross  extension  of  the  disease, 
two  of  the  14  five-year  survivors 
required  total  gastrectomies,  one 
required  a 98  per  cent  resection 
and  11  had  subtotal  resections. 
Since  the  ratio  of  total  to  sub- 
total resections  is  identical  in 
those  resected  and  those  surviv- 
ing, and  since  the  operation  re- 
flected the  extent  of  the  tumor, 
it  is  difficult  to  conclude  that 
long-term  survival  is  dependent 
upon  either  tumor  extent  or 
operation  performed,  providing 
resection  is  possible,  and  is  done. 
This  does  not  agree  with  the 
Lahev  Clinic  series  which  con- 
sists of  687  cases  and  shows  a 
direct  correlation  between  sur- 
vival time  and  involvement  of 
lymph  nodes.24  ■ 

1102  Columbia  Street  98104 
(Dr.  Hutchinson) 
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“Your  heart  is  sound” 


The  complete  examination 
rules  out  organic  disease.  Yet 
the  patient  “knows.”  Again 
he  counts  off  the  complaints 
—discomfort  and  pain  around 
the  heart,  pressure,  breathing 
difficulty,  palpitations.  He  in- 
sists something  must  be 
wrong  with  his  heart. 

When  somatic  symptoms 
persist  despite  negative  ob- 
jective findings,  you  may  sus- 
pect a psychogenic  cause.  As 
a useful  measure,  consider 
adjunctive  Valium  (diaz- 
epam). It  helps  relieve  the 
psychic  tension  that  often 
finds  its  outlet  in  somatic 
symptoms.  In  some  patients 
it’s  the  heart.  In  others,  the 
troublesome  symptoms  may 
be  gastrointestinal,  genitouri- 
nary, respiratory,  dermato- 
logic or  musculoskeletal. 


cardiac  symptoms. ..often  the 
somatic  voice  of  psychic 
tension 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in: 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  dis- 
orders; athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole 
therapy). 

Contraindications:  Known  hypersensi- 
tivity to  drug;  children  under  6 months 
of  age;  acute  narrow  angle  glaucoma; 
may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  ap- 
propriate therapy. 

Warnings:  Not  of  value  in  treatment 
of  psychotic  patients,  and  should  not 
be  employed  in  lieu  of  appropriate 
treatment.  As  with  most  CNS-acting 
drugs,  caution  patients  against  haz- 
ardous occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  When  used  ad- 
junctively in  convulsive  disorders,  pos- 
sibility of  increase  in  frequency  and/ 
or  severity  of  grand  mal  seizures  may 
require  increase  in  dosage  of  standard 
anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  also  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 
Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  ab- 
rupt discontinuance.  Keep  addiction- 
prone  individuals  (such  as  drug 
addicts  or  alcoholics)  under  careful 
surveillance  because  of  their  predis- 
position to  habituation  and  depen- 
dence. Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing 
age  requires  that  potential  benefit  be 
weighed  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  care- 
fully consider  individual  pharmaco- 
logic effects— particularly  with  known 
compounds  which  may  potentiate  ac- 
tion of  Valium,  such  as  phenothia- 
zines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  se- 
verely depressed  or  in  those  with 
latent  depression;  suicidal  tendencies 
may  be  present  and  protective  mea- 
sures necessary.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debili- 
tated to  preclude  ataxia  or  overseda- 
tion (initially  2 to  2V2  mg  once  or 


twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most 
commonly  reported:  drowsiness,  fa- 
tigue and  ataxia.  Infrequently  encoun- 
tered: confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in 
salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo  and 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances  and  stimulation 
have  been  reported;  should  these  oc- 
cur, use  of  the  drug  should  be  discon- 
tinued. Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic 
blood  counts  and  liver  function  tests 
are  advisable  during  long-term  ther- 
apy. Minor  changes  in  EEG  patterns 
(low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no 
known  significance. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anx- 
iety and  psychoneurotic  states,  2 to 
10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first,  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively 
in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2Vz  mg,  1 or  2 times 
daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Chil- 
dren: 1 to  2 V2  mg  t.i.d.  or  q.i.d.  ini- 
tially, increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tab- 
lets, 2 mg,  5 mg,  and  10  mg;  bottles 
of  50,  100  and  500. 


Helps  relieve 
psychic  tension 
and  its 

somatic  expressions 

Valium 

(diazepam) 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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the  pain?” 


“Will  this  one 
taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a puzzle 
of  antacid 
complaints 


a solution 
to  peptic  ulcer 
distress 


Stuart 


Division/Pasadena,  Calif. 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


X-Ray  oj  the  Month 


SUBMITTED  BY  WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


A 25-year-old  white  male  with  current  complaint  of  minimal  dyspnea  on  exertion. 


See  page  421 
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She  relies 
on  your 
eptive 
advice 


She  can  expect  to 
continue  Oracon  for  years 

ORAGON 

16  White— Ethinyl  Estradiol.  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 
j r<  >jjt;  Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  mondial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 


observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing. spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als. mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  seal])  hair,  erythema 
muitiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX.  and  X); 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values); 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1,  the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Das  2.r>.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictlv.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  clay, 
thereby  allowing  6 full  days  without  medication.  Some- 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
teronc  and  0.1  mg.  of  ethinyl  estradiol.  Each  month’s 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette®  dispenser 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 
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Picture  of 
a sprained  shoulder 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. . .but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  ™LEtS 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  74:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. : The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  -4-4 : 1 46,  1963.  4.  Berman,  H.  H.,  et  al . : Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
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An  overwhelming  sense  of  impending  crisis 
was  in  the  air  when  the  Oregon  delegation 
visited  Washington,  D.C.,  March  9,  10.  This  feeling 
was  repeatedly  communicated  by  a succession 
of  knowledgable,  hardworking  politicians  and  politi- 
cal analysts  who  reported  to  the  annual  American 
Medical  Political  Action  Committee  Workshop 
(AMPAC). 

Five  hundred  physicians  and  their  wives,  and 
executive  staff  members  representing  the  medical 
associations  in  50  states,  attended  the  workshop 
in  order  to  become  oriented  to  the  political  process. 
We  studied  such  things  as:  how  good  candidates 
are  chosen,  work  involved  in  a successful  election, 
how  Congress  works,  and  how  to  help  the  man  who 
is  elected. 

Needless  to  say,  there  is  more  happening  behind 
the  political  curtain  than  many  of  us  realize.  And 
the  more  we  learn  about  politics,  the  better  chance 
we  will  have  to  promote  good  government  for  the 
betterment  of  all  people  in  our  country. 

The  second  purpose  of  our  visit  was  to  meet 
with  our  own  congressional  delegation.  Each  mem- 
ber of  the  Oregon  delegation  was  hospitable  and 
pleasant.  We  were  able  to  discuss,  face-to-face,  issues 
that  deeply  concern  all  of  us— the  Vietnam  war, 
the  impending  crises  in  our  cities,  deficit  spending, 
and  racial  turbulence,  as  well  as  the  medical  issues 
that  currently  are  being  considered  by  committees 
in  both  Houses. 

The  OMPAC  group,  under  the  able  leadership 
of  Merle  Pennington,  is  recognized  nationally  for 


stimulating  physician  participation  in  politics.  And 
OMPAC  received  the  highest  award  at  the  Annual 
Awards  Dinner.  We  can  be  proud  of  the  work  this 
OMA  sponsored  group  is  doing. 

Blair  Henningsgaard,  Astoria,  deserves  special 
recognition  for  the  work  he  is  doing,  as  Chairman 
of  AMPAC,  to  promote  physician  involvement  in 
politics. 

We  all  establish  priorities  as  to  what  is  important— 
our  family  first,  then  our  profession,  then  . . . ? 
I think  that  unless  we  retain  a healthy  and  active 
interest  in  government  on  all  levels  ...  all  may 
crumble.  We  can  no  longer  isolate  ourselves.  We 
must  become  involved.  We  must  tackle  problems 
together,  and  work  toward  effective  government 
together. 

I challenge  you,  to  devote  your  time  and  effort 
and  money  to  the  preservation  of  a free  government 
that  is  of  the  people,  for  the  people,  and  by  the 
people. 

Fraternally, 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.c  mestranol  0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  ob-served  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously-in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 


Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 
following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives  : nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretion 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  change 
in  libido,  changes  in  appetite,  cystitis 
like  syndrome,  headache,  nervousnes 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo 
sum,  hemorrhagic  eruption,  itching 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis 
proved):  thrombophlebitis,  pulmonar 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  PBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T3  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 
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The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous  — with  Spinn- 
Spinnbarkeit  (stretchability)  of  15  to  20  cm.  barkeit  of  1 cm.  or  less. 


Spermatozoa  appear  healthy,  active,  freemoving.  Immobile  spermatozoa  as  they  appear  in  cervical  mucus 


taken  from  patient  treated  with  Norinyl-1. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil-  Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
ized  ovum  during  secretory  phase.  presses  glandular  and  vascular  development. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


Honnyfl 


■ new  low  dose  of  time-proved  ingredients 

■ established  norethindrone/mestranol  ratio 

■ lower  patient  cost 


Diets  to 

reduce  cholesterol  levels 
can  show  a marked  improvement 
in  patient 
acceptance 
with 
Saffbla 
products. 


Patients  enjoy  the  light,  delicate  flavor 
of  all  Saffola  products.  This  flavor  comes 
from  safflower  oil,  Saffola’s  principal 
ingredient.  Safflower  oil  produces 
superior  mayonnaise  and  margarine.  As 
a salad  and  cooking  oil,  it’s  unexcelled. 
And  safflower  oil  is  50%  higher  in 


poly-unsaturates  than  corn  oil. 

To  help  your  patients  adjust  to  a diet  low 
in  saturated  fats,  we  have  a special  Saffola 
recipe  booklet.  A supply  is  yours  for  the 
asking — from  Pacific  Vegetable  Oil 
Corporation,  World  Trade  Center,  San 
Francisco,  California  94111. 


OBITUARIES 


dr.  daniel  Clyde  Reynolds,  77,  of  Albany,  Ore- 
gon, died  January  18,  1968.  Dr.  Reynolds  ivas 
born  in  Saidt  St.  Marie,  Michigan.  He  graduated 
from  the  University  of  Michigan  Medical  School, 
Ann  Arbor,  Michigan,  in  1918,  and  was  licensed 
in  1929.  Cause  of  death  was  myocardial  in- 
farction. 

DR.  HORACE  MONTAGUE  FRANCIS,  84,  of  Salem, 

Oregon,  died  January  26,  1968.  Dr.  Francis  ivas 
born  in  Illinois.  He  graduated  from  Rush  Medi- 
cal College,  Chicago,  Illinois,  in  1906,  and  was 
licensed  in  1920.  He  was  a veteran  of  World 
Wars  1 and  II.  Cause  of  death  was  arterio- 
sclerotic heart  disease. 

dr.  Raymond  f.  jones,  71,  of  Mt.  Angel,  Oregon, 
died  January  6,  1968.  Dr.  Jones  was  born  in 
Oregon.  He  graduated  from  the  University  of 
Oregon  Medical  School,  Portland,  Oregon,  in 
1926,  and  was  licensed  in  the  same  year.  He 
ivas  a veteran  of  World  Wars  I and  II.  Cause 
of  death  was  cerebrovascular  hemorrhage. 


dr.  carl  william  emmons,  72,  of  Salem,  Ore- 
gon, died  January  17,  1968.  Dr.  Emmons  was 
born  in  Evansville,  Indiana.  He  graduated  from 
the  University  of  Oregon  Medical  School,  Port- 
land, Oregon,  in  1923,  and  was  licensed  in  the 
same  year.  He  was  a veteran  of  World  War  I. 
Cause  of  death  was  cerebral  thrombosis. 

Future  Courses 

Future  seminar  courses  and  circuit  courses  that 
will  be  presented  by  the  University  of  Oregon  Medi- 
cal School’s  Continuing  Medical  Education  Pro- 
gram are: 

Future  Seminar  Courses 

Basic  Roentgenology  of  the  Skull,  Spine  and  Ex- 
tremities, Portland,  Oregon,  May  16,  17 
Symposium  on  Sex  Steroid  Supplements 
Portland,  Oregon,  May  18 

Future  Circuit  Courses 
Cancer  of  the  Colon, 

Coos  Bay  and  Corvallis,  Oregon 
May  8,  9 

Acute  Myocardial  Infarction 
Ontario  and  Bend,  Oregon 
June  4-6 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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When  the  agitated  geriatric  disrupts  the  home... 


His  daughter 
can’t  please  him. 
There  is  “just 
no  living  with  him.” 


His  disturbances 
at  the  table 
make  every  meal 


His  slovenly 
room  and  habits 
create  more 
tension. 


His  teen-age 
granddaughter  won’t 
invite  friends  home 
because  of  his  outbursts. 


In  moderate  to  severe  anxiety . . . 


■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors: severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro-  | 
pine,  and  phosphorus  insecticides.  Where  complete  mental  alert-  | 
ness  is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in-  | 
frequent:  drowsiness,  especially  in  high  | 
doses  early  in  treatment,  may  occur;  ! 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.  ^ 


Before  prescribing , see  package  insert  for  full  product  information. 
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WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING/  SEATTLE,  WASHINGTON  98105 


The  Editorial  Advisory  Board  of  NORTHWEST 
MEDICINE  is  pleased  to  announce  that  the 
quarterly  newsletter  of  the  Washington/Alaska 
Regional  Medical  Program,  RESULTS,  will  be  a 
regular  feature  of  this  magazine.  Authorized  by 
Public  Law  89-239,  the  Regional  Medical  Pro- 
gram is  a voluntary,  cooperative  effort  to  make 
the  latest  developments  in  the  diagnosis,  treat- 
ment and  rehabilitation  of  victims  of  heart 
disease,  cancer  and  stroke  available  to  physi- 
cians and  other  health  professionals. 

-Editor,  NORTHWEST  MEDICINE 
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I'/ARMP  RECEIVES  OPERATIONAL  GRANT 

H A milestone  in  the  relatively  brief,  productive  history  of  the  Washington/Alaska  Regional 


Medical  Program  was  reached  this  month  with  the  funding  of  its  first  operational  grant. 

The  NIH  award  for  $1,032,003  will  underwrite  13  projects  to  improve  care  of  victims 
suffering  from  heart  disease,  cancer  and  stroke. 


A.IMA  PROJECT  BEGINS 
IfH  CONSULTATION  VISIT 

Ija  Central  Washington  Continuing 
liation  project  began  operation  March 
jhen  Dr.  Phillip  Swanson,  neurologist, 
lOr.  Donald  Silverman,  physical  medi- 
rvand  rehabilitation  specialist,  visited 

fizabeth’s  and  Yakima  Valley  Memo- 
ospitals  in  Yakima. 

tie  two  professors  of  the  University  of 
'giington  School  of  Medicine  conducted 
•mars,  made  rounds  and  consulted 
il  physicians  regarding  newer  methods 
i 'oke  care. 

is  was  the  first  in  a series  of  ex- 

continued  on  page  3 


-.VISION  AT  ST.  ELIZABETH'S  HOSPITAL 
AKIM  A:  Radiologist  and  RAC  member,  Dr. 
ck  Lynch,  (center),  and  Project  Directors.  Dr. 
k Ditter,  (left),  and  Dr.  Jack  Gustafson,  dis- 

Ba  surgical  problem  at  a preoperative  con- 
ice.  Cameras  from  the  hospital's  radiology 
t irtment  transmit  to  all  six  surgical  suites  sup- 
H>g  diagnostic  information  needed  during 


The  long-awaited  grant  climaxes  months 
of  project  development  by  medical  com- 
munities to  make  current  medical  knowl- 
edge available  to  physicians  and  their 
patients. 

Success  of  these  projects  to  date  clearly 
demonstrates  what  local  initiative  can 
accomplish  through  W/'ARMP,  according 
to  Dr.  Donal  R.  Sparkman,  director,  Wash- 
ington/Alaska Region. 

“Projects  funded  in  this  first  grant  pack- 
age are  a beginning  in  our  search  to  find 
ways  to  improve  health  care  and  to  en- 
courage better  utilization  and  training  of 


surgery.  The  staff's  favorable  experience  with 
televised  information  at  St.  Elizabeth's  has  en- 
couraged the  Central  Washington  project  planners 
to  request  funds  from  the  Regional  Medical  Pro- 
gram to  provide  continuing  education  from  the 
University  of  Washington  Medical  School  and 
other  medical  centers  via  television. 


health  manpower,"  Dr.  Sparkman 
emphasized. 

IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIUIIIIIIIIIIIIIIIIIIIIIIIII 

Applications  for  funds  to  finance  local  health 
care  projects  are  being  accepted  at  the  head- 
quarters of  the  W/ARMP,  500  "U"  District  Build- 
ing. Seattle.  Approval  of  projects  is  required  by 
the  Regional  Advisory  Committee. 
Illllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllillllllllllll 

The  Washington/Alaska  Region  estab- 
lished at  the  University  of  Washington 
School  of  Medicine  in  September  1966,  is 
the  sixth  out  of  54  regions  to  move  from 
the  planning  stage  to  the  operational 
phase. 

Following  is  a brief  summary  of  all  proj- 
ects funded. 

Central  Washington  Project  (See  story 
Page  1). 

Southeast  Alaska  Project  initiated  the 
first  locum  tenens  program,  a replace- 
ment pool  of  physicians,  which  will  enable 
solo-practitioners  to  leave  their  isolated 
communities  and  seek  advanced  training 
in  a medical  center.  First  locum  tenens 
was  a Seattle  surgeon  who  replaced  the 
solo  physician  in  Wrangell,  Alaska,  for 
three  weeks  while  he  continued  his  medi- 
cal education  (See  photo  page  3).  The 
project  also  includes  teaching-consulta- 
tion visits  by  Washington  specialists. 

Similarly,  Alaskan  physicians  will  visit 
teaching  hospitals  in  Washington  State. 
Hospitals  will  receive  help  in  setting  up 
coronary  care  units  and  training  person- 
nel. Immediate  transmission  of  ECG’s  via 
telephone  lines  will  be  set  up  between 

continued  on  page  4 
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WAKMP  SPOTLIGHT 


Henry  Akiyama.  M.D. 


Henry  Akiyama,  Juneau  M.D.,  appointed 
to  the  Regional  Advisory  Committee  in 
May  1967,  is  prominent  in  Alaska 
medicine. 

His  colleagues  acknowledged  his  en- 
thusiasm and  leadership  by  electing  him 
chairman  of  the  southeast  Alaska  Region- 
al Medical  Program  committee  in  Febru- 
ary 1967.  He  now  serves  as  director  of 
their  continuing  education  project  which 
has  just  been  funded. 

Dr.  Akiyama  as  president  of  the  Alaska 
State  Board  of  Medical  Examiners  helped 
arrange  a special  basic  science  examina- 
tion for  W ARMP's  first  locum  tenens. 

The  Juneau  internist  is  a native  of  Ore- 
gon and  a 1957  graduate  of  the  University 
of  Oregon  School  of  Medicine.  He  is  a 
member  of  the  American  Society  of  In- 
ternal Medicine,  the  Washington  State 
Society  of  Internal  Medicine,  Alaska, 
Washington  and  Oregon  Medical  Associa- 
tions, the  American  College  of  Chest 
Physicians  and  the  American  Medical 
Association. 

Dr.  Akiyama  consults  in  internal  medi- 
cine for  the  U.S.  Public  Health  Service  and 
is  the  Alaska  State  Health  and  Welfare 
Department’s  consultant  in  chest 
diseases  and  their  tuberculosis  clinic 
physician. 

He  is  the  past  president  of  the  Juneau 
Medical  Society  and  is  currently  Juneau 
City  health  officer  and  president  of  the 
Juneau  Chapter  of  the  Alaska  Heart 
Association. 

He  and  his  wife  Grace  have  two  children 
— Lisa,  10  and  Alan,  7.  In  spite  of  his  full 
schedule,  Dr.  Akiyama  manages  to  find 
time  for  fishing  and  hunting  in  Alaska. 


RMP  PROJECTS  GEARED 
TO  CONTINUING  EDUCATIOI 


SPOKANE  PHYSICIAN  DEVELOPS  UNIQUE 
TRAINING  PROGRAM:  The  first  formal  training 
program  for  cardio-pulmonary  technicians  avail- 
able to  civilians  will  receive  funds  from  the 
operational  grant  for  acquiring  equipment  and 
instructors.  The  two-year  course,  underway  now 


at  Spokane  Community  College,  was  develoi 
by  Dr.  Paul  Shields.  Deaconess  Hospital  cardnA 
gist  and  member  of  the  Regional  Advisory  C rJ 
mittee.  He  is  demonstrating  a machine  to  a 
first  group  of  students  in  the  course. 


CHIEF  RMP  SPOKESMAN  VISITS:  Top  execu- 
tive in  Regional  Medical  Programs.  Dr.  Robert  Q. 
Marston.  (on  right,  photo  1)  national  director, 
visited  the  Washington/ Alaska  Region  recently  to 
discuss  problems  and  meet  local  participants  in 


the  RMP.  Dr.  Marston.  who  is  also  assoc  e 
director  of  National  Institutes  of  Health  expre  d 
satisfaction  with  the  progress  being  made 
prove  health  care  in  this  Region,  the  largest  o'  Y 
in  the  nation 

Dr.  Marston  met  with  the  W/ARMP  ifa'jjj 
members  of  the  Regional  Advisory  Con  ner 
(1)  to  discuss  RMP  activity  in  Washington j 
Alaska  as  well  as  in  other  regions.  From  le H 
Dr.  Donat  Sparkman,  Washington/ Alaska  Fw 
director,  Mrs.  Isabelle  Lamb.  RAC  membt  or’ 
Hoquiam  and  Dr.  Marston.  He  also  me' pH 
Spokane  physicians  and  RAC  members. 

He  emphasized  the  importance  of  the  IV/hB 
operational  grant  at  a news  conference 
"covered"  by  all  Seattle  T V.  and  radio  st  Ml 

The  RMP  Director  spent  two  days  in  sh 
talking  to  health  professionals,  such  as  Dr.  OWN 
N.  Wagnon.  (2),  director  of  Indian  tW 
U.S.  Public  Health  Service  Hospital.  Mt.  9e~ 
cumbe. 


u RATORY  PERSONNEL  RECEIVE  CON- 
(miNG  EDUCATION  ON-THE-JOB:  Dr. 
|Mr  A Fouty,  clinical  pathologist  at  King 
m / Hospital  and  assistant  professor  of  path - 
o at  the  University  of  Washington  School  of 
‘e  ine.  discusses  his  continuing  education 
'0  t with  medical  technologists  from  King 
:oc  y Hospital  who  are  interested  in  enrolling 
n t irses  at  training  centers  to  be  established 


at  existing  laboratories.  Trainees  will  learn  new 
diagnostic  techniques  to  set  up  at  their  local 
laboratories.  Dr.  Fouty's  project  will  also  provide 
laboratories  with  a bibliography  with  key  articles 
marked  to  keep  them  abreast  with  developments. 
Front  row  from  left  are:  Sally  Mueller,  Carol  Guest 
and  Mary  Cline.  Second  row  from  left  are:  Marion 
Wuethrick  and  Patty  Bar. 


O-TELEPHONE  LECTURES  WILL  SPAN 
NCES  TO  AID  PHYSICIANS:  Dr.  William 
-tson.  associate  dean  of  the  University  of 
ington  School  of  Medicine  works  out  details 
? two-way  radio-telephone  project  with  Ken 
. manager  of  KUOW  educational  station  at 
diversity  of  Washington,  (seated)  Academic 
yhp/ans  and  specialists  in  private  practice  will 
'rent  lectures  on  heart  disease,  cancer  and 
*W‘.  Telephone  hook-ups  between  KUOW  and 
studios  with  hospital  receiving  stations 
and  western  Washington  will  enable 
■p/'s  to  question  the  lecturer  directly ; dialogue 
pf  e broadcast,  also. 


LOCUM  TENENS  PROGRAM  INITIATED  IN 
ALASKA  First  locum  tenens  replacement 
arranged  by  the  Washington/ Alaska  Regional 
Medical  Program.  Dr.  ' Myles  C.  Jones,  assistant 
chief  of  surgery  at  U S.  Public  Health  Hospital, 
Seattle,  packs  his  bag  for  Wrangell,  an  isolated 
community  in  Southeast  Alaska.  Dr.  Jones  relieved 
Dr.  David  Dale  while  this  solo-practitioner  went 
"outside"  for  three  weeks  of  advanced  training.  A 
pool  of  physicians  to  provide  locum  tenens  is  being 
organized  by  the  W/ARMP  FOOTNOTE:  Almost 
immediately  upon  arrival,  Dr.  Jones  assisted  Dr. 
Dale  in  emergency  surgery  performed  on  a 12- 
year-old  boy  who  had  received  an  accidental  gun- 
shot wound  in  the  neck. 


i don’t  know  much  about  art,but  i know  what  i like! 


YAKIMA  PROJECT  continued  from  page  1 

changes  between  Seattle  medical-surgical 
personnel  and  staff  members  in  Central 
Washington  hospitals.  Also,  physicians 
from  Yakima’s  outlying  communities  will 
be  given  opportunities  to  work  with 
Yakima  specialists. 

The  Central  Washington  program  is  a 
product  of  two  years  of  research  by  Drs. 
Jack  Gustafson,  Patrick  Lynch  and  a 25- 
man  committee  who  have  been  surveying 
health  facilities  and  manpower  resources 
in  the  Yakima  valley. 

Television  programs  on  heart  disease, 
cancer  and  stroke,  which  were  requested 
by  physicians  in  Central  Washington,  are 
planned  for  weekly  broadcast  on  Yakima's 
education  channel  47. 

The  lecturer  will  present  in-person  sum- 
mations in  Yakima  hospitals  following 
each  series  of  programs.  Similar  wrap-ups 
led  by  Yakima  physicians  will  be  held  in 
outlying  communities. 

Self-instruction  material  using  film- 
strips, cartridges  and  slides  will  be  avail- 
able in  the  hospital  libraries.  A question- 
naire of  physicians’  preferences  indicated 
subjects  of  greatest  interest.  This  infor- 
mation supplemented  by  other  indicators 
of  need  will  be  used  as  guides  in  selection 
of  educational  material  to  be  presented. 


REGIONAL  ADVISORY  GROUP 
APPOINTS  NEW  MEMBERS 


Dr.  James  R.  Hooley  Lloyd  Morley 


Two  new  members  were  appointed  to 
the  Regional  Advisory  Committee  of 
W ARMP  last  month. 

Representing  the  dental  profession  is 
Dr.  James  R.  Hooley,  assistantdean  of  the 
University  of  Washington  School  of  Den- 
tistry, chief  of  hospital  dental  service  and 
assistant  professor  of  oral  surgery. 

“Dr.  Hooley  will  be  a valuable  asset  to 
the  Regional  Advisory  Committee  in  inter- 
preting Regional  Medical  Program  oppor- 
tunities to  dentists  particularly  in  oral 
cancer,”  said  Dr.  Donal  R.  Sparkman, 
director,  Washington  Alaska  Region. 

Another  important  addition  to  RAC  is 
Lloyd  A.  Morley  of  Juneau,  Alaska,  who  is 
acting  director  of  the  Comprehensive 
Health  Planning  Act  (Public  Law  89-749) 
for  Alaska. 

Morley  has  had  extensive  experience  in 
health  care  since  1936  and  has  served  in 
various  capacities  for  the  Department  of 
Health  and  Welfare  in  Alaska. 


EDITORIAL 


by 

Dean  John  Hogness.  University  of 
Washington  School  of  Medicine. 

The  Washington/Alaska  Region  is 
among  the  first  ten  in  the  United  States  to 
receive  operating  funds  from  the  Division 
of  Regional  Medical  Programs!  It  is  a per- 
sonal pleasure  to  congratulate  the  many 
individuals  who  have  given  generously  of 
their  time,  creativity,  and  most  of  all  their 
patience  to  bring  this  promising  venture 
to  fruition. 

Planning  activities  during  the  first  year 
of  the  W,  ARM  P revealed  health  manpower 
shortages,  an  uneven  availability  of  health 
care,  and  new  opportunities  in  continuing 
education. 

The  operational  projects  highlighted  in 
this  issue  represent  a beginning  effort 
toward  meeting  identified  needs  and  tak- 
ing advantage  of  opportunities.  Perhaps 
more  than  in  any  other  region  which  has 
become  operational,  the  projects  sub- 
mitted and  approved  truly  represent  the 
local  initiative  and  creativity  encouraged 
by  the  RMP  law. 

Dr.  Dwight  Wilbur,  President  Elect  of  the 
American  Medical  Association,  in  a recent 
talk  summarized  the  potential  of  the  RMP 
when  he  said:  "If  RMP  maintains  its  cur- 
rent emphasis  on  the  working  together  of 
regional  groups,  it  will  fulfill  its  purpose  of 
improving  the  quality,  accessibility  and 
availability  of  health  care,  physician  and 
institutional  performance,  and  consumer 
satisfaction.” 

A good  beginning  has  been  made.  I 
believe  it  is  essential  that  physicians  and 
others  in  the  health  field  continue  to  work 
together  first,  to  understand  better  the 
full  significance  and  potential  of  RMP  and 
second,  to  develop  imaginative  and  crea- 
tive programs  which  will  benefit  our 
patients. 


SWEDISH  GETS  $1. 500.000:  Dr.  Allan  W.  Lobb. 
(c)  RAC  member  and  medical  director  of  Swedish 
Hospital  Medical  Center  shows  Harold  Heath.  ( 1 ) 
president  of  Heath-Techna  Corporation  and 
Elmer  Nordstrom,  (r)  Swedish  board  chairman, 
and  Seattle  businessman,  the  proposed  location 
of  the  new  professional  building  which  Heath's 
gift  of  SI ,500.000  will  make  possible.  Heath  said 
he  hoped  to  demonstrate  that  improvements  in 
health  care  are  of  major  concern  to  the  Seattle's 
industrial  and  business  community. 


GRANT  continued  from  page  1 

remote  physicians  and  a Juneau  internist 
for  consultation.  Alaskan  physicians  will 
be  provided  with  self-instruction  materials 
on  heart  disease,  cancer  and  stroke, 
special  television  programs  on  medical 
advances,  and  tele-lectures  prepared  by 
specialists  in  Seattle  for  broadcast  in 
Juneau,  Ketchikan  and  Sitka-Mt.  Edge- 
cumbe  hospitals. 

Postgraduate  Preceptorships  give  prac- 
ticing physicians  opportunity  to  gain  new 
knowledge  by  working  with  specialists  of 
their  choice  for  a week  or  more  in  a medi- 
cal center.  First  preceptorships  will  be  in 
cardiology;  similar  training  opportunities 
will  soon  be  available  in  stroke  and  cancer. 
This  new  concept  of  in-service  hospital 
training  and  peer  teaching  provides  excel- 
lent means  for  physicians  to  "keep  up” 
with  the  latest  advances.  Participating 
hospitals  will  be  University,  Providence, 
Virginia  Mason  and  Swedish  in  Seattle  and 
Sacred  Heart  and  Deaconess  in  Spokane. 

Two-  Way  Radio  Telephone  Conference 
provides  radio  lectures  and  slides  on 
heart,  cancer  and  stroke  topics  from 
specialists  in  Seattle.  Open-line  telephone 
hook-ups  from  designated  hospital  receiv- 
ing stations  to  the  broadcast  studio  will 
allow  question-answer  dialogue  between 
listeners  and  the  lecturer  (photo  page  3). 

Information-Education  Support  Unit 
supplies  all  printed  and  visual  continuing 
education  materials  requested  by  medical 
communities.  Television  and  radio  broad- 
casts, filmstrips,  slides  and  reprints  will 
be  included. 

Coronary  Care  Unit  Coordination  Project 
provides  a coordinating  staff  to  help  in 
coronary  care  unit  teaching  programs  in 
Washington  and  Alaska  Region  hospitals. 
A syllabus,  slides,  tutorscope  and  an 
arrhythmia  simulator  are  among  the  aids 
available  to  assist  in  training  nurses  and 
physicians.  With  the  cooperation  of  the 
Washington  State  Heart  Association  and 
Seattle’s  Pacific  Science  Center,  a mock- 
up  of  a fully  equipped  coronary  care  unit 
has  been  constructed  in  the  Center’s  Life 
Sciences  Building.  The  University  of 
Washington  School  of  Nursing  assisted  by 
the  Cardiology  Division  of  the  Medical 
School,  and  practicing  specialists  is  cur- 
rently conducting  classes  in  the  unit.  It  is 
available  to  any  group  of  physicians  and 
nurses.  Arrangements  for  instruction  can 
be  made  through  Dr.  Stephen  Yarnall, 
RMP  project  coordinator. 

Continuing  Education  of  Laboratory 
Personnel  establishes  training  centers 
within  existing  laboratories  throughout 
the  region.  This  will  be  an  opportunity  for 
medical  laboratory  technicians  to  leave 
their  laboratories  and  seek  continuing 
education  programs  to  update  their  skills 
and  learn  new  procedures.  Proficiency 
testing  to  help  maintain  high  quality  in 
laboratories  will  be  done  with  the  State 
Health  Department’s  Director  of  Labora- 
tories. The  project  will  promote  an  ex- 


change of  technical  and  professional  | . 
sonnel  between  laboratories  and  pro\ > 
local  training  centers  to  disseminate 
rent  technical  information.  A two-s  > 
inventory  of  the  operations  of  major  . 
oratories  will  aid  in  a coordinated  effoi  : 
insure  maximum  service  from  laborato  5 
in  the  region  (photo  page  3). 

Cardio-Pu/monary  Technician  Pro  t 
provides  funds  for  equipment  and  inst 
tors  to  continue  a two-year  training  ,. 
gram  at  Spokane  Community  Colleger 
cardio  pulmonary  technicians.  Develc  j 
by  a Spokane  cardiologist  and  Regi  d 
Advisory  Committee  member,  Dr.  d 
Shields,  this  course  is  the  only  one  o$| 
kind  offered  to  civilians  (photo  page  ; 

Anchorage  Cancer  Program  sup; 
funds  for  comprehensive  public  and  yd 
fessional  education  to  improve  ca  »l 
treatment  in  Alaska.  The  interest  der  i-j 
strated  by  W ARMP  in  the  Ancho  * 
Cancer  Program  has  stimulated  fond 
tion  of  “Citizens  for  Cobalt  Commit  "1 
which,  with  the  aid  of  RMP  funds  will  r-| 
chase  the  first  cobalt  ’bomb’  for  Alai; 

Alaska  Medical  Library  Project  es  j. 
lishes  the  state’s  first  medical  libiy. 
This  facility,  in  connection  with  the  N(  v 
west  Regional  Library  will  provide  fc  ill 
physicians,  regardless  of  their  isola  .n 
the  same  references  and  current  lit >7 
reprint  services  which  are  available  irn 
larger  medical  centers. 

Patterns  of  Health  Care  of  Chil  hi 
with  Cancer  sponsors  studies  of  chil  in 
with  cancer  to  determine  their  prent 
care  and  how  it  can  be  improved. 

Radiological  Physics  Program  proves! 
funds  for  the  first  full-time  radinn 
physicist  consultant  for  Washington  id  J 
Alaska.  He  will  consult  on  a regular  tatj 
with  x-ray  specialists  to  insure  maxinrr 
use  of  their  instruments. 

Computer-Aided  Instruction  Pn  c ; 
furnishes  personnel  and  equipmen  01 
use  of  computers  in  heart,  cancer  nd 
stroke  education.  Computer-Aided  in- 
struction (CAI)  will  complement  pre  n! 
continuing  education  programs. 

LOCUM  TENENS  SOUGHT 

The  Washington/Alaska  Regional  f di- 
cal  Program  would  like  to  find  local  )C 
tors  interested  in  covering  a practic  for 
one  or  two  weeks  to  enable  docto  in 
small  towns  of  Alaska  and  Washingt  to 
take  part  in  education  programs,  ne 
postgraduate  courses  or  preceptorsps. 

Depending  on  the  point  of  view  htfiiSi 
an  expense-free  opportunity  for  a e* 
experience,  for  income  or  for  a htfll 
gesture. 

Write  or  phone  W ARMP,  500  U-D  'ict 
Building,  Seattle,  543-8540  for  deta  j 

RMP  RESULTS  is  published  by  the 
Washington  Alaska  Regional  Medical  Progra  J 
500  University  District  Building 
Seattle,  Washington  98105 
Donal  R.  Sparkman,  M.D.  — Director 
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executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


AMPAC  Delegation  Interviews  Congressional  Delegation 


(L-R):  Senator  Henry  M.  Jackson,  William  E.  Watts, 
M.D.,  Mr.  Harlan  Knudson,  John  L.  McKay,  M.D.,  and 
David  Watts,  age  14. 


Senator  Henry  M.  Jackson  held  an  informal 
meeting,  March  8,  with  AMPAC  delegates:  John  L. 
McKay,  AMPAC  Board;  William  E.  Watts,  WSMA 
President-elect  and  his  son,  David  Watts;  and 
Mr.  Harlan  Knudson,  WSMA  staff  member. 

The  delegation  discussed  with  Senator  Jackson 
his  bill  to  provide  federal  support  for  the  renal 
dialysis  program  (S.  2882).  A controversial  section 
of  this  bill  includes  patients  under  Title  18  for 
hospital  benefits.  Such  extension  of  Title  18  by 
category  of  disease,  regardless  of  age,  could  open 
a Pandora’s  box  of  demands  for  equal  benefits  for 
sufferers  from  other  expensive  afflictions  such  as: 
leukemia,  cancer,  heart  block,  paraplegia,  multiple 


sclerosis,  and  muscular  dystrophy.  Although  the 
motive  in  seeking  federal  coverage  for  such  chronic 
illnesses  is  laudable,  the  practicality,  economic 
feasibility  and  method  are  questionable.  Perhaps 
the  bill  should  be  limited  to  the  first  section,  which 
sets  up  a commission  to  study  the  problems  and 
gives  direct  support  to  centers,  rather  than  indi- 
vidual patients,  for  research  and  development  in 
the  care  of  these  patients.  Medicare  has  already 
demonstrated  that  there  tends  to  be  over-utilization 
of  services  “that  don’t  cost  anything.” 

Senator  Jackson  frankly  discussed  another  con- 
troversial problem,  the  Vietnam  war.  He  emphasized 
that  by  holding  the  line  against  communist  im- 
perialism, our  forces  have  prevented  imminent 
communist  take-over  of  Indonesia,  Malaysia,  Burma, 
India,  and  the  Philippines.  Great  as  is  the  cost,  in 
lives  and  money,  it  would  be  far  greater  in  the  next 
area  of  communist  expansion. 

The  delegation  met  with  Congressman  Tom  Pelly 
and  discussed  the  schism  in  the  Republican  party  in 
Washington  State.  They  also  discussed  the  grave, 
international  monetary  situation.  It  was  mentioned 
that  many  Republicans  are  for  10  per  cent  surtax, 
providing  the  administration  guarantees  to  use  it 
to  meet  existing  obligations  and  deficits. 

AMPAC  delegates  also  conferred  with  Senator 
Warren  G.  Magnuson.  And  the  delegates  were  guid- 
ed through  the  Capitol  by  Senator  Magnuson’s 
assistant,  Mr.  W.  Featherstone  Reid.  The  delega- 
tion also  met  with  Congressmen  Lloyd  Meeds,  and 
Floyd  Hicks,  and  with  the  staffs  of  Congressmen 
Hansen,  May,  Foley,  and  Adams. 

continued  on  page  404 
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TABLETS 

Eauagesic 

(meprobamate  and 
ethoheptazine  citrate  with 

aspirin)  tgEI 

® 

Contraindications:  History  of  sensitivity  or  severe  in- 
tolerance to  aspirin  or  meprobamate. 

Warnings:  USE  IN  PREGNANCY:  Safety  for  use  during 
pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child- 
bearing age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recom- 
mended for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  may  result  in  dependence  or  habituation  in 
susceptible  persons— as  alcoholics,  ex-addicts,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reactions  in- 
cluding epileptiform  seizures.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  If  drowsiness,  ataxia  or  visual 
disturbances  (impairment  of  accommodation  and  visual 
acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution 
patients  against  operating  machinery  or  driving.  After 
meprobamate  overdose,  prompt  sleep,  reduction  of  blood 
pressure,  pulse  and  respiratory  rates  to  basal  levels,  and 
hyperventilation  are  reported.  Give  cautiously  to  patients 
with  suicidal  tendencies.  Treat  attempted  suicide  (has  re- 
sulted in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  immediate  gastric  lavage  and  appropriate 
supportive  therapy  (CNS  stimulants  and  pressor  amines 
as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally 
cause  nausea,  vomiting,  epigastric  distress,  and  rarely 
dizziness.  Overdosage  may  result  in  CNS  depression 
(drowsiness  and  lightheadedness)  or  CNS  stimulation  and 
salicylate  intoxication  (requires  induced  vomiting  or  gastric 
lavage,  specific  parenteral  electrolyte  therapy  for  keto- 
acidosis and  dehydration,  and  observation  for  hypopro- 
thrombinemic  hemorrhage  [usually  requires  whole  blood 
transfusions]).  Meprobamate  may  cause  drowsiness,  ataxia 
and  rarely  allergic  or  idiosyncratic  reactions.  These  re- 
actions, sometimes  severe,  can  develop  in  patients  receiving 
only  1 to  4 doses  who  have  had  no  previous  contact  with 
meprobamate.  Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  macuiopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchymoses, 
peripheral  edema  and  fever  have  been  reported.  If  allergic 
reaction  occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  in- 
clude angioneurotic  edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  such  as  with  epinephrine,  antihistamine 
and  possibly  hydrocortisone.  A few  cases  of  leucopenia, 
usually  transient,  have  been  reported  following  continuous 
use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis,  and  hemolytic  anemia 
have  been  reported;  almost  always,  in  the  presence  of 
known  toxic  agents. 

Composition:  150  mg.  meprobamate,  75  mg.  ethohep- 
tazine citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 

When  pain  evokes  anxiety  and  tension, 
thereby  heightening  patientdiscomfort, 
a simple  analgesic  may  only  touch  on 
part  of  the  problem. 

This  single-prescription,  non-narcotic 
product,  however,  usually  provides 
effective  analgesia  and  helps  put  the 
patient's  mind  at  ease. 


continued  from  page  401 

Medical  representatives  from  each  of  the  seven 
congressional  districts  attended  the  National  Meet- 
ing of  AMPAC,  held  March  9-10  in  Washington 
D.C.  The  meeting  was  reported  to  have  been  stimu- 
lating and  informative.  Highlights  were  talks  by 
Senator  Inouye  of  Hawaii,  and  Senator  Murphy  of 
California.  There  seems  to  be  no  question  that 
physicians  have  an  obligation,  as  educated  citizens 
skilled  in  health  care  and  knowledgeable  in  health 
care  delivery,  to  participate  in  partisan  politics  at 
all  levels,  beginning  in  the  precinct.  Only  by  such 
active  involvement  can  the  country  be  assured 
of  honest,  and  deliberate  leaders. 


Specialty  Sessions 
Planned  for  Annual  Meeting 

Two  scientific  sessions  requiring  pre-registration 
are  planned  for  the  1968  WSMA  Annual  Meeting. 
Belding  H.  Scribner  will  offer  a course  on  “Water 
and  Sodium  Balance.”  Fifteen  to  twenty  Round 
Table  Discussions  will  be  offered  in  order  to  allow 
small  groups  of  physicians  to  discuss  selected  medi- 
cal topics.  Additional  information  will  be  mailed  to 
WSMA  members  at  a later  date  relative  to  register- 


To  fight  TB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


ing  for  the  course  on  Water  and  Sodium  or  for  a 
Round  Table  Discussion  group. 

If  sufficient  quality  scientific  papers  are  offered, 
there  will  be  specialty  sessions  in  anesthesiology, 
internal  medicine,  obstetrics,  ophthalmology,  pedi- 
atrics, psychiatry,  and  surgery.  Several  general 
sessions  also  are  scheduled  including  sessions  on 
organ  transplants,  steroid  and  rejection,  and  gastro- 
enterology. Physicians  planning  to  submit  a scien- 
tific paper  for  consideration  should  send  an  abstract 
of  the  paper  to:  Robert  W.  Simpson,  M.D.,  444 
Ravenna  Blvd.  N.E.,  Seattle,  Washington  98115. 


JOHN  W.  HUFF,  M.D. 


TUBERCULIN, TINE  TEST 

• (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


330-8/6135 


WSA/IA  Scientific  Exhibit 
Committee  to  Meet 

John  W.  Huff,  Chairman  of  the  WSMA  Scientific 
Exhibit  Committee,  indicated  that  the  committee 
will  meet  soon  in  order  to  select  scientific  exhibits 
that  will  be  shown  at  the  1968  Annual  Meeting. 
Closing  date  for  the  receipt  of  completed  scientific 
exhibit  applications  is  April  15,  but  Dr.  Huff  said 
that  late  applications  will  receive  consideration  if 
they  are  received  before  the  committee  meets  in 
late  April. 

The  Aesculapius  Award,  which  consists  of  a $200 
cash  prize  and  a scroll  inscribed  with  the  author’s 
name,  will  be  presented  to  the  physician  who 
develops  the  most  outstanding  exhibit  shown  at 
the  1968  Annual  Meeting. 
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Course  for  General  Practitioners 


Robert  W.  Simpson, 
Chairman  of  the 
WSMA  Scientific  Pro- 
gram Committee,  an- 
nounced that  a pre- 
scribed credit  course 
for  general  practition- 
ers will  he  offered  as 
part  of  the  Scientific 

Program  at  the  1968 
WSMA  Annual  Meet- 
ing in  Seattle.  The 

course  is  scheduled  for 
10:30  to  5:00  Sep- 
tember 23. 

Course  content,  ar- 
ranged by  Russell  N. 
Anderson,  Session 
Chairman,  includes:  “Management  of  Peptic 

Ulcer”,  Robert  Donaldson,  Boston;  “Common  An- 
orectal Problems”,  F.  Gary  Lewis,  Seattle;  Anti- 

biotics—1968”,  David  M.  Perry,  Seattle;  “Common 
Pediatric  Allergy  Problems”  and  “Pediatric  Immuni- 
zations”, Yukio  Kumasada,  Seattle;  “Dyslexia-Recog- 
nition”, James  L.  Tucker,  Seattle;  and  “Specific- 

Language  Disability  From  An  Educators  Viewpoint”, 
Mrs.  Beth  Slingerland,  Seattle. 


Paul  Bornstein  Receives  Faculty  Award 

Paul  Bornstein,  assistant  professor  of  medicine, 
University  of  Washington  School  of  Medicine,  has 
been  chosen  by  Lederle  Laboratories  to  receive  a 
Lederle  Medical  Faculty  Award. 

The  award,  developed  to  assist  young  men  aspir- 
ing to  careers  in  medical  teaching  and  research, 
will  pay  part  of  Dr.  Bornstein’s  salary  for  three 
years  and  includes  $1,500  to  be  spent  at  the 
awardee’s  discretion  toward  furthering  his  academic 
career. 

Dr.  Bornstein  joined  the  medical  faculty  in 
1967  after  five  years  as  research  investigator  with 
the  National  Institutes  of  Health  in  Bethesda,  Mary- 
land. Born  in  Antwerp,  Belgium,  he  is  a graduate 
of  Cornell  University  and  received  his  medical 
degree  in  1958  from  New  York  University.  He 
received  specialty  training  in  internal  medicine 
at  Yale  University. 


Hemorrhages  and  Thrombosis 

A course  on  Hemorrhages  and  Thrombosis  will 
be  presented  May  23,  24  at  the  University  of 
Washington  School  of  Medicine.  The  program  will 
deal  with  modern  concepts  of  hemostasis  and  with 

continued  on  page  406 


ROBERT  w.  SIMPSON,  M.D. 
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FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  bean  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 

Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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the  diagnosis  and  treatment  of  hemorrhagic  disorders 
and  thromboembolic  disease.  The  Hemostasis  Man- 
ual will  be  provided,  problem  cases  will  be  dis- 
cussed, and  laboratory  techniques  will  be  demon- 
strated. 

The  course  is  sponsored  by  Washington  State 
Medical  Association,  Washington  State  Department 
of  Health,  and  University  of  Washington  School 
of  Medicine,  Department  of  Continuing  Education. 

Tuition  fee  is  $50.00  for  physicians,  and  $25.00 
for  technologists.  The  course  is  acceptable  for  ac- 
credited hours  by  the  American  Academy  of  Gen- 
eral Practice. 

Further  information  and  registration  blanks  can 
be  obtained  by  writing:  University  of  Washington 
School  of  Medicine,  Division  of  Continuing  Medical 
Education,  Seattle,  Washington  98105. 

Other  courses  to  be  presented  are:  Clinical  Der- 
matology, May  17,  18;  and  Care  of  the  High-Risk 
Newborn,  June  24-26. 


Dr.  Bucove  Honored 


Honoring  Dr.  Bucove  are  (standing  L-R) : William  E. 
Watts.  Seattle.  WSMA  President-elect:  Robert  B.  Hunter. 
Sedro  Woolley,  Past  WSMA  President;  Jess  B.  Spielholz, 
Olympia,  Chief  of  Health  Services:  Dean  K.  Crystal,  Seat- 
tle, Past  WSMA  President  and  current  member  of  the 
State  Board  of  Health;  Carl  E.  Mudge,  Seattle,  WSMA 
Secretary-Treasurer  and  H.  Wallace  Lane,  Acting  Director, 
State  Department  of  Health.  (Seated  L-R)  are  Dr.  Bucove 
and  Charles  D.  Muller,  Bremerton.  WSMA  President. 


Past  WSMA  presidents  and  current  WSMA  offi- 
cers paid  tribute  to  Bernard  Bucove  at  a dinner 
February  21,  in  Seattle.  Dr.  Bucove  assumed  the 
duties  as  Health  Services  Administrator  for  the  City 
of  New  York,  March  18.  He  resigned  as  State 
Director  of  Health,  a post  he  held  since  1955, 
effective  March  1,  1968,  and  H.  Wallace  Lane, 
Chief,  Diviison  of  Local  Health  for  the  State 
Department  of  Health,  was  named  Acting  Director 
by  the  Governor. 
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CHARLES  D.  MULLER,  M.D. 


For  an  industry  with  a long  range  future  assured 
by  an  increasing  population  and  rising  per 
capita  income,  the  health  care  industry  seems  to 
be  unusually  beset  by  short  term  problems.  Of 
increasing  interest  to  the  Federal  government  and 
the  general  public  are  the  matters  of  physicians’  fees 
and  hospital  costs.  It  has  become  axiomatic  in  con- 
sidering the  problems  of  the  health  care  system 
that  one  cannot  prescribe  for  the  parts  without 
examining  the  whole. 

It  would  seem  impossible  to  consider  the  question 
of  hospital  costs  without  delving  into  the  proper 
aims  and  objectives  of  areawide  planning,  the  most 
efficient  arrangements  for  medical  practice,  and 
matters  of  prepayment  and  insurance.  Perhaps  an 
indication  of  the  complexity  of  the  hospital  costs 
problem  is  in  finding  an  approach.  In  so  doing,  a 
few  basic  themes  will  emerge:  the  need  for  better 
measurements  of  efficiency,  the  need  to  increase 
productivity,  the  need  for  a system  of  incentives 
and  cost  cutting,  and  the  need  to  develop  and 
stimulate  use  of  alternatives  to  in-hospital  care. 
Other  proposals  include  adoption  of  a seven-day 
week,  third-party  coverage  for  out-of-hospital  care, 
and  tapping  an  unrealized  manpower  source— the 
patient. 

Hospital  charges  are  moving  upward.  Perhaps 
this  is  explained  by  the  large  labor  force,  accounting 
for  at  least  70  per  cent  of  hospital  expenditures. 

In  many  ways  this  is  also  reflected  in  the  physi- 
cian’s component  of  charges  and  costs.  This  too  has 
been  escalated  by  office  labor,  equipment,  taxes, 
rent,  heat,  light  and  continuing  education.  The  new 
technological  tools  require  space,  manpower  and 
capital  financing.  There  are  few  physicians  offices 
fully  equipped  with  just  thermometer  and  stetho- 


The Cost  oj  Health  Care 


scope.  To  provide  that  90  per  cent  of  the  medical 
care  that  physicians  render  in  their  offices  requires 
a sizable  armamentarium— the  modern  tools  to  pro- 
vide modern  service.  These  are  some  of  the  facets 
to  the  billing  received  from  a physician  for  pro- 
fessional services.  How  much  is  gross  income?  How 
much  net  income?  No  doubt  this  will  vary  with  type 
of  specialty,  available  surrounding  facilities,  and 
type  of  practice  (solo,  group,  etc.).  My  colleagues 
report  varying  figures  from  20  per  cent  to  70  per 
cent  expenses  with  perhaps  the  median  being  some- 
where about  40  per  cent  to  50  per  cent. 

The  basic  rule  of  supply  and  demand  has  not 
been  repealed.  The  publicity  accompanying  such 
measures  as  Medicare  and  Medicaid  resulted  in  a 
demand  by  part  of  the  consumer  public  for  what  may 
be  unnecessary  medical  care.  Pressures  have  been 
placed  on  services  that  were  already  in  short  supply. 

Another  factor  that  contributed  to  the  increase 
in  physicians’  fees  during  1966  was  the  publicity 
attendant  upon  the  plans  for  administration  of  the 
Medicare  law  and  particularly  the  over-emphasis 
placed  upon  interpretations  of  what  might  be  the 
“customary  and  prevailing  fee.”  Faced  with  such 
publicity  re-examination  of  their  fee  schedules  was 
undertaken  by  most  physicians  to  determine  whether 
they  were  based  on  realistic  cost  factors. 

It  has  been  said  that  next  to  defense  and  educa- 
tion, health  care  has  become  the  most  expensive 
service  the  American  public  buys.  The  fact  is  that 
health  care  took  about  4 cents  out  of  every  American 
dollar  spent  in  1929  and  today  it  takes  6 cents.  But 
most  of  that  increase  took  place  before  1950  and 
most  of  it  is  public  rather  than  private  spending. 
If  measured  against  the  “disposable  income”  (income 
after  taxes),  health  care  costs  take  about  the  same 
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slice  out  of  the  family  budget  that  they  took  in 
1929  or  in  1946.  The  deciding  factor  in  health 
care  spending  in  the  past  was  income— now  it  is 
insurance. 

Forty  years  ago,  when  the  first  comprehensive 
study  of  medical  care  costs  was  made  in  this  coun- 
try, it  was  found  that  the  lower  income  groups  used 
health  care  services  less  than  half  as  much  as  the 
well-to-do.  Today  the  insured,  whatever  their  in- 
comes, use  health  care  services  as  intensively  as  did 
the  well-to-do  of  an  earlier  generation.  Forty  years 
ago  about  30  million  people  had  the  income  to  pay 
for  the  full  health  care  services  then  available. 
Today  one  hundred  fifty  million  Americans  carry- 
voluntary  health  insurance.  As  a result,  the  market 
for  health  care  services  is  about  five  times  what  it 
was  40  years  ago. 


It  is  plain  to  see  that  much  study  and  thought 
must  be  applied  in  the  field  of  health  economics. 
It  is  somewhat  heartening  to  see  that  investigators 
from  outside  the  medical  profession  are  now  faced 
with  the  realities  of  health  economics.  They  have  a 
heavy  responsibility  to  the  American  people.  We 
are  pleased  to  be  able  to  assist  them  in  their 
efforts  through  the  studies  being  performed  by  our 
own  Washington  State  Medical  Education  and  Re- 
search Foundation.  But  we  would  remind  them 
that  theirs  is  a great  responsibility  and  they  will  be 
held  accountable  by  the  American  people— patients 
and  potential  patients,  alike. 

CHARLES  D.  MUELLER,  M.D. 


I 


Si  adel  ^~J~oAjutal 


12001  Ambaum  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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the  spasm 
reactors 
[ your  practice 
deserve 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


>scyamine  sulfate  0.1037  mg. 
opine  sulfate  0.0194  mg. 

iscine  hydrobromide  0.0065  mg. 
mobarbital  (%  gr.)  16.2  mg. 
arning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(Va  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


/PH^OBINS 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH'S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 


45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month  s 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation 

A H Robins  Company.  Richmond,  Va  23220. 
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is  32  years  old! 


Heading  the  group  of  components  in  nTz®  Nasal  Spray 
is  Neo-Synephrine®,  the  leader  among  nasal  deconges- 
tants. After  thirty-two  years,  it  remains  the  standard  by 
which  the  others  are  judged. 

In  colds  and  sinusitis:  Relief  of  nasal  congestion  starts 
with  the  first  spray  of  nTz  which  opens  the  inferior  part 
of  the  common  meatus.  A second  spray,  a few  minutes 
later,  will  shrink  the  turbinates  to  help  provide  sinus 
drainage  and  ventilation.  Dosage  may  be  repeated  every 
three  or  four  hours  for  temporary  relief,  but  overdosage 
should  be  avoided. 


Prescribing 
is  as  simple  as 


nTz 

(contains  Neo-Synephrine) 


More  than  a simple  vasoconstrictor:  nTz  Nasal  Spray 
affords  the  well-known  benefits  of  Neo-Synephrine, 
0.5  per  cent  in  a carefully  balanced  formula  which 
includes: 

f eo-Synephrine  HCI  0.5  per  cent,  a decongestant  of  un- 
excelled efficacy  to  shrink  nasal  membranes  and  allow 
more  comfortable  breathing. 

Thenfadil®  HCI  0.1  per  cent,  a topical  antihistamine  to 
help  relieve  itching  and  rhinorrhea. 

Zephiran®  Cl  1 :5000,  an  excellent  wetting  agent  and  anti- 
septic preservative  to  promote  rapid  spread  of  compo- 
nents to  less  accessible  nasal  areas. 

Available:  nTz  Nasal  Spray  in  squeeze  bottles  of  20  ml.; 
NTz  Solution  in  bottles  of  30  ml.  (1  fl.  oz.)  with  dropper. 


NASAL  SPRAY 


Winthrop  Laboratories,  New  York.  N.Y.  10016 


>ro£^ 


OBITUARIES 


DK.  CHARLES  M.  MACKENZIE,  86,  of  Spokane, 

Washington,  died  January  13,  1968.  Dr.  Mac- 
kenzie was  born  in  Canada.  He  graduated  from 
St.  Louis  College  of  Physicians  and  Surgeons, 
St.  Louis,  Missouri,  in  1923,  and  was  licensed 
in  1925.  Cause  of  death  was  arteriosclerotic 
heart  disease. 

dr.  philip  s.  garnett,  58,  of  Chehalis,  Washing- 
ton, died  January  23,  1968.  Dr.  Garnett  was 
born  in  Washington.  He  graduated  from  Creigh- 
ton University  School  of  Medicine,  Omaha , 
Nebraska,  in  1935,  and  was  licensed  in  1936. 
Cause  of  death  was  carcinoma  of  left  maxilliary 
sinus  with  pulmonary  and  liver  metastases. 

dr.  minard  allison,  74,  of  Monroe,  Washington, 
died  January  10,  1968.  Dr.  Allison  was  born  in 


New  Mexico.  He  graduated  from  Rush  Medical 
College,  Chicago,  Illinois,  in  1921,  and  received 
his  license  the  same  year.  Cause  of  death  was 
bronchopneumonia. 

dr.  Robert  scott  gregg,  93,  of  Edmonds,  Wash- 
ington, died  January  21,  1968.  Dr.  Gregg  was 
born  in  New  York.  He  graduated  from  Harvey 
Medical  College,  Chicago,  Illinois,  in  1903,  and 
was  licensed  in  1925.  Cause  of  death  was  ven- 
tricular fibrillation. 

dr.  thomas  urban  Johnson,  53,  of  Bremerton, 
Washington,  died  January  16,  1968.  Dr.  John- 
son was  born  in  Pennsylvania.  He  graduated 
from  Baylor  University  College  of  Medicine, 
Houston,  Texas  in  1942.  Cause  of  death  teas 
cerebral  vascular  accident. 


USE  ‘POLYSPORIN’ 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 


brand 


‘POLYSPORIT- 

POLYMYXIN  B-BACITRACH 


Caution  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi  Appropriate  measures  should  be  taken  if  this  occurs 


Supplied  in  \'i  oz  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional 
Services  Dept  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N Y. 


OINTMENT 

'Wp  prevent  infection  ii  i*1 
bums,  and  abrasions;® 
aid  in  healing* 


412 

Northwest  Medicine,  April,  1968 


Many  Endorse  Drunk-Driving  Initiative 


Enthusiastic  endorsement  by  many  organizations 
and  individuals  greeted  the  filing  of  Initiative  242, 
designed  to  reduce  loss  of  life  on  the  highways  by 
penalizing  drunk  drivers.  The  initiative,  sponsored 
by  the  Woman’s  Auxiliary  to  Washington  State 
Medical  Association  and  WSMA,  provides  consent 
by  the  driver  to  submit  to  a test  for  alcohol  as 
agreed  upon  when  he  is  granted  a license  giving 
him  the  privilege  to  drive  upon  public  highways. 
The  consent  is  implied.  The  measure  also  lowers 
the  statutory  level  of  blood  alcohol,  as  determined 
by  breath  test  or  other  analysis,  at  or  above  which 
the  driver  is  presumed  to  be  under  the  influence 
of  the  drug. 

Initiative  242  has  been  endorsed  by: 

Governor  Daniel  J.  Evans 
Seattle-King  County  Safety  Council 
Alcohol  Problem  Association 
Western  Insurance  Information  Service 
Washington  Citizens’  Committee  on  Highway 
Safety 

Joint  Committee  on  Highways,  Washington  State 
Legislature 

Democratic  Precinct  Organization  35th  District 
Washington  Traffic  Safety  Commission 
Tacoma-Pierce  County  Safety  Council 
Mr.  Lon  Backman,  Representative,  44th  District 
Mr.  J.  D.  (Dorm)  Braman,  Mayor  of  Seattle 
Mr.  John  J.  O’Connell,  Attorney  General 
Camas-Washougal  Post-Record 
Stanwood  News 
Vancouver  Evening  Columbian 
Seattle  Times 
Seattle  Post-Intelligencer 
Everett  Herald 
Lynnwood  Enterprise 
Tri-City  Herald,  Pasco 
Spokane  Daily  Chronicle 
Centralia  Daily  Chronicle 
Daily  Olympian 
Wenatchee  World 
Seattle  Chamber  of  Commerce 
Washington  State  Council  of  Churches 
United  Presbyterian  Churches  of  Washington 
Washington  Association  of  Chiefs  of  Police  and 
Sheriffs 

K1RO  Radio  and  Television 

Mr.  J.  Scotty  Wallace,  Safety  Council 

Mr.  Ellis  Lind,  Insurance 

Mr.  Ray  Norwood,  Safety  Director,  Boeing 

Senator  A1  Henry 

Senator  Nat  Washington 

Mr.  Dave  Showalter,  Safety  Council 

Mr.  Lloyd  E.  Cooney,  Broadcaster 

Vernon  W.  Towne,  Judge,  Municipal  Court,  Seattle 

and  many  others. 


Development  of  the  initiative  and  its  introduction 
were  approved  by  the  House  of  Delegates  at  the 
meeting  in  Seattle  last  September.  The  Board  of 
Trustees  authorized  expenditure  of  funds  expected 
to  take  care  of  a minor  part  of  the  total  expense  of 
the  campaign.  The  major  portion  will  be  contributed 
by  industrial  firms,  insurance  organizations,  and 
many  interested  individuals. 

Two  major  factors  influenced  the  decision  to 
give  medical  sponsorship  to  the  proposed  law.  First, 
the  medical  profession  has  become  concerned  about 
needless  injury,  loss  of  life,  and  property  damage 
on  the  highways.  Authentic  medical  reports  indicate 
that  alcohol  is  involved  in  at  least  half  of  the  fatal 
accidents.  Second,  attempts  to  obtain  passage  of 
this  type  of  legislation  have  failed  repeatedly  at 
Olympia.  Safety  organizations,  citizens’  committees, 
and  many  individual  physicians  have  supported 
attempts  time  after  time. 

As  a further  gain  it  is  realized  that  an  initiative 
campaign,  directed  to  all  citizens,  will  accomplish 
desirable  education  of  the  public  about  reducing 
highway  hazards. 

The  Initiative  provides  that  an  officer  who  arrests 
a driver  may,  if  he  suspects  excessive  drinking, 
request  the  arrested  person  to  submit  to  a test. 
The  officer  is  required  to  advise  the  driver  of  his 
rights  and  of  the  consequences  of  refusal  to  take 
the  test.  If  the  driver  refuses,  the  officer  cannot 
force  submission  but  can  submit  a sworn  statement 
to  the  Department  of  Motor  Vehicles.  The  De- 
partment must  then  revoke  the  driver’s  license  for 
6 months.  If  passed  by  the  voters  in  the  November 
election,  the  measure  becomes  law  in  30  days  and 
cannot  be  modified  before  the  1971  session  of  the 
Legislature. 

Present  level  of  blood  alcohol  at  and  above  which 
one  is  presumed  to  be  too  intoxicated  to  drive 
safely,  is  0.15  per  cent  (150  mg  per  100  ml).  The 
Initiative  lowers  this  presumptive  limit  to  0.10 
per  cent  or  100  mg  per  100  ml. 

The  signature  campaign  is  well  under  way.  The 
Woman’s  Auxiliary  has  perfected  a state-wide 
organization,  local  captains  have  been  named,  and 
quotas  have  been  assigned.  The  Vehicle  Safety 
Committee  of  WSMA  urges  every  physician  in  the 
state  to  participate  in  the  signature  campaign  and 
follow  up  with  vigorous  support  for  favorable  vote 
in  November. 
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“Breathing's  a snap  again”  he  said  gingerly. 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 

in  sinusitis,  colds,  U.R.  I. 

Dimetapp  Extents  bs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1, 15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


(COMPLIMENTS  OF  DIMETAPP) 

Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


/H+ROBINS 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  James  R.  Kircher,  M.D.,  Burley 

secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  June  26-29,  1968,  Sun  Valley 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


JAMES  R.  KIRCHER,  M.D. 


The  dilemmas  posed  by  this  question  frequently 
require  each  physician  to  search  for  proper  an- 
swers. It  is  increasingly  apparent  that  there  exists  a 
plethora  of  self-designated  “experts”  who  are  more 
than  willing  to  be  our  spokesmen.  These  presump- 
tious  individuals  range  from  persons  whose  training 
is  foreign  to  the  understanding  of  the  problems  of 
medicine— and  more  particularly  the  patients’  prob- 
lems—to  physicians  who  have  been  proselyted  and 
perhaps  perverted  in  their  sense  of  professional 
responsibility  by  these  so-called  “experts.” 

Assuming  that  we  are  unwilling  to  allow  these 
extraneous  representatives  to  speak  for  us,  it  is 
imperative— individually  and  collectively— for  us  to 
more  effectively  and  energetically  support  our  pro- 


Dr.  Kircher’s  President’s  Page  is  part  of  the  address  he 
presented  at  the  annual  Winter  Clinics,  March  1-3,  McCall, 

Idaho. 
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Who  is  to  Speak 
for  Medicine? 

fessional  organizations.  In  short,  our  spokesmen 
must  be  physicians  who  can  properly  and  accurately 
present  our  viewpoints. 

How  our  individual  views  can  be  amalgamated 
into  those  of  the  profession  is  a question  which 
confronts  most  of  us  at  times.  I believe  the  answer 
is  to  be  a more  active  member  of  organized  medi- 
cine—and  not  just  a dues-giving  member. 

Unless  we  express  our  opinions  through  estab- 
lished methods  and  channels,  and  at  the  proper 
time,  our  thoughts  and  efforts  will  fall  on  barren 
ground.  In  this  manner  these  opinions  can  become 
a part  of  the  total  picture  of  medicine’s  interest  in 
today’s  problems. 

Acting  through  our  local  component  society,  our 
State  Association,  and  ultimately  exerting  our  influ- 
ence upon  the  policies  of  our  parent  American 
Medical  Association  is  the  proper  and  logical  answer 
to  the  question -WHO  IS  TO  SPEAK  FOR  MEDI- 
CINE? ■ 


Officers  and  Councilors  Meet 


Officers  and  Councilors  of  the  Idaho  Medical 
Association  met  January  25,  26,  in  Boise.  Members 
approved  a new  contract  for  Civilian  Health  and 
Medical  Program  for  the  Uniformed  Services 
(CHAMPUS)  that  provides  for  “usual  and  custo- 
mary fees.” 

Further  study  was  ordered  on  a situation  involv- 
ing physician-optometrist  relations. 

Members  heard  and  approved  a new  Industrial 
Accident  Fee  Schedule  presented  by  the  Industrial 
Medical  Committee.  James  J.  Coughlin,  Boise, 
Chairman,  and  members  of  the  Committee  were 
complimented  for  their  accomplishment. 

Motion  was  made  that  the  Relative  Value  Guide 
of  1965  be  updated  by  the  Medical  Economics  and 
Fee  Schedule  Committee,  and  that  the  House  of 
Delegates  be  asked  to  approve  the  printing  of  copies 
of  the  guide  for  distribution  to  members. 

Preparation  of  a resolution  was  ordered  that 
would  establish  the  Board  of  Health  Advisory  Com- 
mittee as  a “standing  committee.” 

Purchase  of  a postage  meter,  and  mailing  of  the 
Idaho  Health  Memo  to  weekly  newspapers  were 


approved. 

Members  agreed  to  expand  the  size  of  the  Board 
of  Directors  of  the  Idaho  Medical  Political  Action 
Committee  to  include  a member  from  each  of  the 
11  component  societies. 

A proposed  amendment  that  would  modify  mem- 
bership status  of  physicians  who  are  delinquent  in 
paying  their  dues  was  referred  to  the  Bylaws  Com- 
mittee. The  submitted  proposal  provided  that  these 
physicians  be  reinstated  for  a designated  amount  of 
payment  on  back  dues. 

A report  of  the  meeting  of  the  Mediation  and 
Public  Relations  Committee  was  read  by  Frank  W. 
Crowe,  Boise,  Chairman  of  that  committee.  The 
report  cited  plans  for  a survey  of  professional  lia- 
bility coverage  in  Idaho. 

Other  action  by  members  included:  to  refer  to 
an  attorney  for  interpretation  and  recommendation, 
the  proposed  legislation  pertaining  to  the  confi- 
dentiality of  certain  hospital  records,  and  a sug- 
gestion that  two  state  laws  be  amended  to  permit 
physicians  to  serve  on  county  hospitals’  boards  of 
trustees. 


Carter  V.  Beghfol  Appointed 


Carter  V.  Beghtol  has  been  appointed  by  Gov- 
ernor Don  Samuelson  to  membership  on  the  Idaho 
State  Board  of  Health.  Dr.  Beghtol  will  fill  the  vac- 
ancy created  by  the  resignation  of  Paul  M.  Ellis, 
Wallace,  who  had  served  as  the  Board’s  chairman 
since  the  agency  was  created  in  1957.  Mrs.  Fran 


Blomquist,  Caldwell,  was  elected  Chairman. 

Dr.  Beghtol  is  a member  of  the  Association’s 
Indian  Health  Advisory  Committee,  and  served  as 
a delegate,  representing  the  North  Idaho  District 
Medical  Society,  at  the  73rd  annual  meeting  of 
IMA  in  1965.  Dr.  Beghtol  lives  in  Orofino. 


LIFESAVING  BRACELETS 


More  than  170,000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  the  words 
“Medic  Alert”  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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Medical-legal  Program 

How  to  Prepare  and  Prove  Medical  Evidence,  a 
medical-legal  program,  was  presented  April  13,  at 
the  Boise  College  Student  Union  Building,  Boise, 
under  sponsorship  of  the  Idaho  Medical  Association 
and  the  Idaho  Continuing  Legal  Education  Organi- 
zation. The  purpose  of  the  program  was  to  increase 
understanding  between  physicians  and  lawyers  con- 
cerning the  physician’s  role  in  trial  for  a lawsuit. 

Three  physicians  and  three  attorneys  from  the 
San  Francisco  bay  area  portrayed  figures  involved  in 
preparing  for  trial  a case  involving  a construction 
accident.  The  program  has  been  presented  to  more 
than  10,000  California  lawyers,  according  to  Mr. 
Robert  E.  Bakes,  Boise  attorney,  who  directed  the 
program. 


Physician  Volunteer 

Rifle  and  machine  gun  fire  at  5 a.m.  on  January 
31,  signalled  the  beginning  of  a heavy  Viet  Cong 
attack  on  Hoi  An,  12  miles  south  of  Da  Nang, 
where  Lauren  M.  Neher,  Jerome,  was  serving  his 
second  tour  of  duty  as  a Volunteer  Physician  for 
Viet  Nam. 

Dr.  Neher  reported  that  the  hospital,  where  he 
was  stationed  was  under  direct  attack.  His  inter- 
preter had  been  taken  captive  but  later  managed 
to  escape  after  feigning  a crippled  leg.  Dr.  Neher 
said  that  the  attacking  Viet  Cong  drove  hundreds 
of  pack-bearing  men,  women  and  children  ahead  of 
them  as  a human  shield. 

Dr.  Neher ’s  60-day  tour  of  duty  ended  March  12. 


personals 

Loren  D.  Bliekenstaff,  Boise,  is  co-author  of  a 
book  “Fatigue  Fractures,”  that  recently  has  been 
published.  Dr.  Bliekenstaff  was  chief  of  orthopedic 
surgery  at  Fort  Ord,  California,  when  he  wrote  the 
book  with  James  M.  Morris,  assistant  professor  of 
orthopedic  surgery  at  the  University  of  California 
School  of  Medicine  at  San  Francisco. 

The  St.  Anthony  Jaycees  presented  their  Dis- 
tinguished Service  Award  for  1967  to  A.  Lloyd 
Barrott.  Dr.  Barrott  was  president  of  the  Idaho 
Heart  Association  in  1967. 

Lester  J.  Petersen,  Rexburg,  is  Chairman  of  the 
annual  Madison  County  Heart  Fund  Drive  and  Rex 
G.  Mabey,  is  in  charge  of  Rexburg  business  district 
contribution  collection. 

continued  on  page  420 
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(by  Air  to  Winnetka,  Illinois) 

North  Shore  Hospital  in  Winnetka,  Illinois, 
is  only  an  airline  ticket  away  for  psychiatric 
patients  who  can  benefit  by  hospitalization  in 
a milieu  created  to  spur  recovery  through  the 
application  of  comprehensive  and  sophisticated 
treatment  regimens. 

The  hospital,  established  in  1901,  is  situated 
on  spacious  grounds  on  the  shores  of  Lake 
Michigan.  An  older  and,  therefore,  less  frugally 
constructed  institution,  it  has  none  of  the  for- 
bidding aspects  often  evident  in  newer  facilities 
but  is,  rather,  expansive  in  lay-out  and  comfort- 
able in  appointments.  Located  in  one  of  the  most 
beautiful  suburban  communities  in  America,  it 
is  only  minutes  away  from  O’Hare  airfield  in 
Chicago. 

A private  rather  than  a public  treatment 
center,  the  hospital  enjoys  the  advantages  that 
accrue  to  such  an  operation,  free  as  it  is  to  pursue 
therapeutic  goals  without  any  overriding  concern 
except  patient  recovery. 

A trend  in  private  mental  hospital  in  recent 
years  has  been  the  shift  away  from  the  closed 
medical  setting.  North  Shore  Hospital,  a pioneer 
in  this  movement,  has  a mixed  staff,  serving 
physicians  in  private  practice  who  follow  their 
patients  into  the  hospital.  At  the  same  time,  a 
qualified  house  staff  provides  continuity  of  care 
and  helps  establish  the  necessary  therapeutic 
milieu.  Today,  the  hospital,  has  40  psychiatrists 
and  other  medical  specialists  in  attendance. 

The  private  psychiatric  facility  traditionally 
has  been  a pace  setter  in  care  of  the  mentally  ill. 
A factor  which  continues  to  make  this  possible 
is  the  rapid  growth  of  medical  insurance,  offered 
now  without  discrimination  against  the  psychi- 
atric patient.  The  acceptance  of  the  fee-for- 
service  concept  by  referring  governmental  agen- 
cies also  stimulates  good  psychiatric  service. 

The  hospital  is  a member  of  the  Illinois  Blue 
Cross  and  is  authorized  to  accept  dependents  of 
active  and  retired  military  personnel.  It  also  has 
been  approved  by  Social  Security  Administration 
for  Medicare  patients  who  can  benefit  from 
short  term  therapy  in  an  accredited  private 
psychiatric  hospital. 

The  outstanding  institutions  of  care  for  the 
emotionally  ill  are  well  known  nationally  and, 
in  turn,  serve  an  unrestricted  geographic  area. 
Located  at  the  hub  of  America,  North  Shore 
Hospital,  in  effect,  receives  patients  at  this  end 
of  their  “flight  into  health,”  only  a few  hours 
away  from  home. 

Telephone  or  write  to  Charles  H.  Jones,  MD— 
Superintendent  & Psychiatrist  - in  - Chief,  North 
Shore  Hospital,  225  Sheridan  Road,  Winnetka, 
Illinois,  Telephone  (312)  466-8440. 
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with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synth  roid? 

sodium  levothyroxine,  flint 

animal  gland  products  are  still  widely  used  today. 
Synthroid  (sodium  levothyroxine J,  however , offers 
important  advantages  in  the  treatment  of 
thyroid  deficiency  and  related  conditions. 


CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100%  pure  thyroid 
hormone  ...  a drug  of  definite  and  uniform  composition, 
more  soluble  in  body  fluids  and  more  readily  absorbed  than 
desiccated  thyroid.  Each  batch  is  assayed  by  chemical  and 
physical  measurement.  There  is  no  need  for  biologic  stand- 
ardization because  SYNTHROID  (sodium  levothyroxine)  is 
pure,  fully  potent,  and  does  not  deteriorate  in  storage  or  in 
humid  conditions.  Your  patients  consistently  receive  the 
dosage  you  prescribe. 

predictably  smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there  is  little 
possibility  of  a metabolic  surge  that  can  compromise  cardiac 
function.  After  absorption  and  protein  binding,  SYNTHROID 
(sodium  levothyroxine)  is  released  at  aphysiologiciate  assuring 
a smooth  response  with  a higher  degree  of  safety.  Expect  PBI  readings 
in  the  range  of  6-10  meg. %.  Count  on  these  and  other  param- 
eters to  be  predictable  in  relation  to  dosage.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins.  Other 
thyroid  medicaments  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 

competitively  priced 

Patient  costs  are  competitive  with  the  cost  of  animal  gland 
products.  And  in  comparison  to  the  other  synthetic  thyroid 
hormone,  SYNTHROID  (sodium  levothyroxine)  costs  ap- 
proximately half  as  much. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause 
diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  con- 
tinued weight  loss.  Medication,  in  such  cases,  should  be  stopped  for  2—6 
days,  then  resumed  at  a lower  dose  level.  In  patients  with  diabetes  mellitus, 
careful  observations  should  be  made  for  changes  in  insulin  or  other  anti- 
diabetic drug  dosage  requirements.  In  cases  of  adrenal  insufficiency,  the 
dysfunction  must  be  corrected  prior  to,  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  It  should  be  administered  with  caution  to 
patients  with  heart  disease. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  Effects:  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  palpitations,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed.  Myxede- 
matous patients  with  heart  disease  have  died  from  abrupt  increases  in  dos- 
age of  thyroid  drugs.  Reduction  in  dosage  followed  by  a more  gradual  up- 
ward adjustment  will  usually  result  in  a more  accurate  indication  of  the 
patient's  dosage  requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  Administer  tablets  as  a single  daily  dose, 


indications 

SYNTHROID  (sodium  levothyroxine)  tablets  are  specific  re- 
placement therapy  in  diminished  or  absent  thyroid  function 
when  indicated  by  diagnostic  test  criteria  in  primary,  hypo- 
pituitary,  pediatric,  and  geriatric  hypothyroidism,  and  for 
reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  is  especially  useful  in 
confirming  your  diagnosis  when  a diminished  level  of 
thyroid  is  implicated,  because  it  precludes  variability  in 
response  often  encountered  with  desiccated  thyroid. 

unexcelled  dosage  flexibility 

Available  in  six  strengths.  T ablets  are  scored  and  color-coded 
for  dosage  convenience.  SYNTHROID  (sodium  levothy- 
roxine) INJECTION  is  also  available. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 

APPROXIMATELY  EQUIVALENT  TO  1 gr.  THYROID  U.S.P. 

Synthroid 

sodium  levothyroxine,  FLINT 

preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every 
30  days  until  proper  metabolic  balance  is  attained.  Final  maintenance  dosage 
will  usually  range  from  0.2— 0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two  month  intervals  by  0.1  mg.  until  the  optimum  main- 
tenance dose  is  reached  (0.1— 1.0  mg.  daily).  The  initial  dose  for  children 
with  cretinism  or  severe  hypothyroidism  is  the  same  as  for  adult  myxedema, 
but  all  intervals  of  change  should  be  made  every  two  weeks. 
SYNTHROID  (sodi  um  levothyroxine)  Injection  may  be  administered  intra- 
venously utilizing  200 — 400  meg.  of  a solution  containing  100  meg.  per  ml. 
If  significant  improvement  is  not  shown  the  following  day,  a repeat  injection 
of  100—200  meg.  may  be  given. 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg., 
scored  and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg., 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F.  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.  as  a diluent. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


anticostive* 


Continued  from  page  417 

Jimmie  C.  Starek  has  established  his  practice  in 
a newly  constructed  clinic  in  Parma,  which  had 
been  without  a physician  for  nearly  three  years. 
Some  400  citizens  turned  out  for  recent  dedication 
ceremonies. 


hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


An  American  flag  that  has  flown  over  the  nation’s 
capitol  is  now  hanging  in  the  office  of  the  Idaho 
Medical  Association  through  the  courtesy  of  Rep. 
George  V.  Hansen,  and  O.  D.  Hoffman,  Rexburg, 
President-elect  of  the  Association. 

Arch  T.  Wigle,  Pocatello,  presided  at  a meeting 
of  representatives  of  Idaho’s  voluntary  health  agen- 
cies, February  24,  in  Boise.  Dr.  Wigle  is  President 
of  the  Idaho  Health  Association. 

David  A.  Weeks,  Boise,  has  been  elected  Presi- 
dent of  the  Ada  County  Chapter  of  the  Idaho  Young 
Republican  Federation. 


NEXT  MONTH 

Announcement  and  Program 

“ the  most  pleasant  of  all  medical  meetings ” 

Idaho  Medical  Association 

76th  Annual  Meeting 

June  26-2 9 

Sun  Valley,  Idaho 


488-7-6062 
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X-Ray  of  the  Month 
on  Page  385 

X-ray  demonstrates  multiple  healed  left  rib  frac- 
tures. The  heart  and  mediastinum  are  shifted  to  the 
right.  The  stump  of  the  air  filled  main  stem  bronchus 
is  visible.  This  was  confirmed  by  bronchogram 
following  surgical  reanastomosis  of  the  severed 
bronchus.  The  lung  expanded  and  returned  to 
essentially  normal  appearance. 

Diagnosis:  Traumatic  fracture  of  the  right  main 
stem  bronchus  with  total  pulmonary  collapse. 


Correspondence  continued  from  page  339 

Covering  the  Globe 

This  letter  was  written  in  response  to  routine 
inquiry  about  disposition  of  plates  used  in  publica- 
tion of  a scientific  article.  Mrs.  Bryant’s  excellent 
article  on  dermatoglyphics  appeared  in  the  issue  of 
November , 1966.  Ed. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  your  note.  If  it  is  still  possible, 
I would  appreciate  the  cuts  from  my  article  returned. 

It  may  interest  you  to  know  that  to  date  reprint 
requests  have  been  answered  from  21  states  and  15 
countries  including  the  U.S.S.R.,  South  Africa, 
Czechoslovakia,  Austria,  Wales,  Israel,  Australia 
. . . effectively  covering  the  globe! 

JEAN  I.  BRYANT 


GJ7jasy  on 

the<7Qudiet... 

c]7Jasy  on 
the  £Tfy[other 

GAGATablets  Elixir Vq)Vq) 
Gjpor  cl[ron  C]^)eficiency  Qydnemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N.Y.  10016 


brand  of  FERROUS 


on 

GLUCONATE 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OPENING  FOR  GENERAL  PRACTITIONER—111  Medical  Center, 
northwestern  Washington.  Economic  outlook  excellent. 
Medical  Center  established  in  same  location  many  years. 
Write  Box  17-C.  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


MEDICAL  CENTER  IN  WESTERN  WASH.-Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hsopital.  Cle  Elum;  F.  J.  Rogalski,  M.D  : 
or  C.  C.  Parlova,  M.D.,  Cle  Elum.  Wash.  98922. 


NEUROSURGEON— For  68-man  Permanente  Clinic  serving 
the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D..  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
68-man  clinic  of  specialists  associated  with  250-bed  hospital; 
8-man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Per- 
manente Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 


INTERNIST  & PEDIATRICIAN— For  a specialist  medical  group 
associated  with  a prepaid  health  plan;  $21,800  if  board 
eligible.  $23,000  if  certified.  Partnership  after  2 years  if 
mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  A.  Hurtado,  M.D.,  (Medicine);  P.  Hurst. 
M.D.  (Pediatrics).  The  Permanente  Clinic,  5055  N.  Greeley 
Ave.,  Portland,  Ore.  97217. 


OPENING  FOR  GENERAL  PRACTITIONER— Established  GP  (18- 
years)  in  N.W.  Washington  near  Tacoma  and  Seattle  needs 
2nd  GP.  Adequate  office  space.  Lab,  x-ray,  EKG,  and  phy- 
siotherapy in  office.  Ob  necessary,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital,  new  hospital 
under  construction.  Partnership  opportunity.  Write  Box 
10-A,  Northwest  Medicine.  500  Wall  St.,  Seattle,  Wa.  98121. 


WANTED  GENERAL  PRACTITIONER-T°  practice  in  association 
with  five  other  physicians.  Attractive  salary  and  retire- 
ment system  with  excellent  sick  and  annual  leave  bene- 
fits. Well  staffed  medical  program.  Office-type  practice 
with  varied  pathology.  Unfurnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  Near  Med- 
ford, Oregon,  a growing  medical  center,  in  heart  of  beau- 
tiful Rogue  River  Valley  with  unlimited  outdoor  recre- 
ational opportunities.  Nondiscrimination  in  employment. 
For  additional  information  write.  Director,  VA  Domi- 
ciliary. White  City,  Oregon  97501. 


PHYSICIANS  & PSYCHIATRISTS— Immediate  opportunities 
with  Washington  State  Department  of  Institutions.  Posi- 
tions available  in  progressive  mental  hospital  programs. 
An  opening  for  one  physician  at  State  Penitentiary.  In- 
stitutions located  near  metropolitan  areas.  Oustanding 
year-round  recreational  opportunities.  Physicians  $15,336- 
$18,636.  Psychiatrists  $16,908-$20,556.  Starting  salary  based 
on  position  and  qualifications.  Liberal  fringe  benefits. 
Eligibility  for  Washington  State  licensure  required.  Write 
Personnel  Office,  Department  of  Institutions,  P.O.  Box 
768,  Olympia,  Wa.  98501. 


GENERAL  PRACTITIONER— For  suburban  clinic.  Every  fourth 
weekend  off.  Call  two  nights  per  week.  Four  weeks  vaca- 
tion per  year.  Write  Box  15-A,  Northwest  Medicine,  500 
Wall  St.,  Seattle,  Wa.  98121. 


SUNNY  SMOG-FREE  NEVADA— Needs  physicians  and  psychia- 
trists. Year-round  unlimited  recreation  and  no  state  income 
or  corporation  taxes.  Apply,  Nevada  State  Personnel  Divi- 
sion, Carson  City,  Nevada  89701. 


OPENING  FOR  TWO  GP'S  AND  AN  INTERNIST-To  join  estab- 
lished GP  in  new  Med. -Dent.  Center  by  Aug.  1.  1968.  Lo- 
cated in  rapidly  expanding  community  20  miles  east  of 
Seattle.  Additional  GP's  and  specialists  added  as  needed. 
Write  Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  FOR  SALE-Yearly  gross  $62,000;  9 room 
modern  office  in  fine  residential  area,  EKG,  lab.,  x-ray. 
Rent  $200  monthly;  5 minutes  to  two  modern  hospitals. 
Available  July  1,  1968.  Write  Mrs.  S.  Bissell,  315  N.  Hillcrest 
Dr..  Yakima,  Wa.  98902. 


POST-INTERNSHIP,  GP  AND  OB-GYN  OPENINGS-Four  and 

one-half  days  work  a week  with  assured  coverage  three 
week-ends  out  of  four  in  this  Ocean  Resort  area.  Equal 
opportunity  and  salaries  negotiable;  vacation  and  fringe 
benefits.  Open  for  profit-sharing  or  private  practice  after 
one  year’s  service.  All  equipment  and  facilities  furnished. 
For  further  information  please  contact:  R.  A.  Bussabarger, 
M.D.,  New  Riverview  Clinic,  Raymond,  Wa.  98577,  phone 
(206)  942-2453. 


GENERAL  PRACTITIONER  NEEDED-To  take  over  busy  prac- 
tice from  August  15  to  November  1.  Illness  makes  a 
temporary  arrangement  essential  and  the  conditions  in 
Raymond  makes  a permanent  association  desirable.  Please 
call  collect;  R.  A.  Bussabarger,  M.D.,  New  Riverview 
Clinic,  Raymond,  Wa.  98577,  phone  (206)  942-2453  or 

942-2255. 


INTERNIST— For  Cedar  Hills,  suburban  Portland.  Board 
eligible  or  certified  internist  or  pediatrician  to  replace 
associate  who  is  leaving.  Competitive  minimum  plus 
percentage.  Early  equal  partnership.  St.  Vincent  Hospital 
erecting  new  building  two  minutes  from  office.  Fine 
schools.  Second  fastest  growing  county  in  west.  Young 
executives,  electronic  workers.  Portland  bedroom  area. 
Established  ten  years,  thirteen  thousand  charts.  Norris  H. 
Perkins,  M.D.,  10108  S.W.  Park  Way,  Portland.  Ore.  97225. 
phone  (503)  292-3556. 


BUSY  GENERAL  PRACTICE— Lakewood  Clinic  Building  at 
a give  away.  Rotate  time  off  with  3 other  physicians. 
Share  x-ray,  other  facilities  with  6 GP's  and  specialists. 
Contact  Mr.  Angus  Campbell,  10011  Gravelly  Lake  Dr., 
S.W.,  Tacoma,  Wa.  98499,  phone  (206)  588-4433. 


TWO  GP'S  NEAR  TACOMA— Need  third  GP  for  association 
Salary  to  begin  if  desired.  Rotate  time  off  with  three 
other  physicians.  New  150-bed  open  staff  hospital  in  town. 
Call  us  collect  (206)  TH  5-6695  during  office  hours  between 
11  and  4. 


GENERAL  PRACTICE  NORTH-END  SEATTLE— Complete  office 
and  x-ray  for  sale.  Solo  practice.  Gross  $60,000  a year. 
Four  hospitals  near  by.  Retiring  when  new  physician 
fully  introduced.  Write  Box  16-A,  Northwest  Medicine, 
500  Wall  St.,  Seattle,  Wa.  98121. 
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ORTHOPEDIST— For  65-man  clinic  serving  the  Kaiser  Health 
Plan  in  Oregon.  Starting  income  $30,000;  substantial  in- 
creases for  10  years.  Insurance  benefits,  retirement  pro- 
gram. N.  W.  Frink,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


OPHTHALMOLOGIST— For  65-man  clinic  servicing  the  Kaiser 
Health  Plan  of  Oregon.  Starting  income  $30,000;  sub- 
stantial increases  for  10  years.  Insurance  benefits,  retire- 
ment program.  N.W.  Frink,  M.D.,  The  Permanente  Clinic. 
5055  N.  Greeley,  Portland,  Ore.  97217. 


SURGICAL  PRECEPTORSHIPS-For  one  or  two  year  appoint- 
ments. American  Board  credit  if  three  year  residency 
completed.  Oregon  license  required  2nd  year  but  not  the 
1st.  If  foreign  graduate,  ECFMG  and  permanent  visa  re- 
quired. Salary  $800  per  month.  N.  W.  Frink,  M.D.,  The 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


HOOD  RIVER  MEDICAL  GROUP  DESIRES  INTERNIST-Or  GP. 

with  interest  in  internal  medicine,  to  associate  with  surgeon 
and  general  practitioners.  Good  hospital,  new  intensive 
coronary  care  unit.  Beautiful  place  to  live,  60  miles  from 
Portland.  Call  collect  (503)  386-3711,  or  write  Hood  River 
Medical  Group,  305  Cascade  Ave.,  Hood  River,  Ore.  97031. 


OPENING  FOR  TWO  GENERAL  PRACTITIONERS-The  present 
M.D.  is  leaving.  His  practice  was  established  14  years,  with 
an  average  of  60  patients  daily.  The  office  is  located  in 
the  fastest  growing  community  of  Salem,  Oregon.  It  is 
within  10  minutes  of  two  hospitals.  For  further  information 
contact  Mr.  A.E.  Johnson,  Four  Corners  Pharmacy,  135 
Lancaster  Dr.,  N.E.,  Salem,  Ore.  97301,  or  call  (503)  364-7727 
collect. 


UROLOGIST— The  Permanente  Cilnic  seeks  a third  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $24,000. 
Walter  Berlin,  M.D.  The  Permanente  Clinic,  5055  N.  Gree- 
ley, Portland,  Ore.  97217. 


TILLAMOOK  OREGON  GP  OPPORTUNITY-Deceased  physi- 
cian’s office  equipment  and  reception  room  furniture  for 
sale.  Practice  grossed  $60,000  to  $70,000  a year.  Area 
urgently  needs  a replacement.  For  further  information 
contact  Mrs.  J.  I.  Codd.  2513-4th  St.,  Tillamook.  Ore.  97141. 


SITUATION  WANTED 


INTERNIST— A§e  53,  board  eligible,  university  trained, 
subspecialty — endocrinology.  Seeks  association  with  multi- 
specialty group  or  clinic.  Northern  California  or  Northwest 
area.  Write  Box  18-A,  Northwest  Medicine,  500  Wall  St., 
Seattle,  Wa.  98121. 


INTERNIST-CARDIOLOGIST— Board  eligible.  Washington  State 
license.  Age  33,  married,  one  child.  Seeks  group  practice 
or  hospital  position.  Write  Box  14-A,  Northwest  Medicine, 
500  Wall  St.,  Seatle,  Wa.  98121. 


GENERAL  SURGEON  DESIRES  LOCATION-39-year-old  mission- 
ary physician,  board  certified  in  surgery,  returning  to 
Northwest  in  July,  desires  location.  Contact  Murore 
Hospital,  DS  131,  Bujumbura,  Burundi,  Africa. 


SERVICE 


WONDER  CURE— For  "Cold  Shoulders”  caused  by  rough 
drafts.  Abstracts  and  data  transformed  into  top  notch  im- 
pressive articles  by  experienced  writer  with  extensive 
medical  research  background.  For  professional  polishing, 
consult  Manion  Medical  Manuscripts,  (206)  778-9018  or 
write  to  3227  Hazel  Road,  Alderwood  Manor,  Wa.  98036. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hosiptal 
with  medically  trained  or  experience  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg.. 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


OFFICE  SPACE 


DESIGN  AWARD  CLINIC— 2 new  offices  with  built-in  cabi- 
nets, still  available.  Carpeting,  drapes  furnished.  Near 
Stevens  Hospital  in  State’s  most  vigorous  growth  area. 
Rental  adjustment  to  start.  Manager,  2411  - 5th  St.,  S.E., 
Edmonds,  Wa.  98020,  778-4333. 


UNFINISHED  OFFICE  SPACE— In  a new  clinic  building  across 
the  street  from  Overlake  Memorial  Hospital,  Bellevue, 
Wash.  GL  4-8111. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  M^.  2-4350, 
Seattle  98104. 


MEDICAL-DENTAL  CENTER,  RICHLAND,  WASH.-Suite  now 

available  to  interested  medical  doctor.  Formerly  occupied 
by  a general  surgeon.  900  sq.  ft.,  modern,  all  utilities  fur- 
nished and  fully  air  conditioned.  One  block  from  Kadlec 
Hospital.  Adjoining  suites  occupied  by  urologist,  orthopedic 
surgeon,  internist,  oral  surgeon,  orthodontist,  pedodontist 
and  general  dentists.  Contact  V.  G.  Snyder,  D.D.S.,  712 
Swift  Blvd.,  Richland,  Wa.  99352. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


MEDICAL  OFFICE  FOR  RENT— Next  to  Ballard  Community 
Hospital.  Modern  medical  building  with  all  utilities  in- 
cluded, all  other  offices  occupied.  Call  SU  2-5830,  Seattle. 


PRIME  MEDICAL  OFFICE  SPACE-Available  in  new  building. 
Everett,  Wa.,  Ken  Schilaty  Assoc.,  3702  Colby,  Everett,  Wa. 
98201,  Phone  259-1011. 


OFFICE  FOR  LEASE— Fully  equipped,  Renton  area.  Write 
Box  17-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


MEDICAL-DENTAL  BUILDING— Being  built,  Bremerton’s  West 
Side.  Suite  and  decor  to  your  specifications  if  selected 
soon.  Pharmacy  to  be  in  building.  Contact  H.  J.  Ralkowski. 
D.D.S.,  920  No.  Callow,  Bremerton,  WA  98313,  phone  206) 
ES  3-1800. 


REAL  ESTATE 


CONDOMINIUM-TYPE  APARTMENT  UNITS  — Three  or  four 
units  available  and  will  finish  to  suit  buyer.  Good  oppor- 
tunity for  rental  when  not  occupied  by  owner.  Small 
down  payment,  easy  terms.  Waterfornt  location.  Year- 
round  recreation.  Secluded  bay,  14  miles  from  Schweitzer 
Basin  Ski  Area.  Write  Schweitzer  Land  Co.,  E.  9309  Trent 
Ave.,  Spokane,  Wa.  99216,  phone  (509)  926-1481. 
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Meetings  OF  MEDICAL  SOCIETIES 


Alaska  State  Med.  Association — Annual 
Meeting,  June  5-8,  Anchorage-West- 
ward Hotel,  Anchorage,  Alaska. 


AM  A Annual — San  Francisco,  June  16- 
20,  1968;  New  York,  July  13-17,  1969; 
Chicago,  June  21-25,  1970. 


AMA  Clinical — Miami  Beach,  Dec.  1-4, 
1968;  Denver,  Nov.  30-Dec.  3,  1969; 
Boston,  Nov.  29-Dec  2,  1970. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Oct.  1-4,  1968,  Portland 
Memorial  Coliseum;  House  of  Dele- 
gates, April  19-21,  1968,  Gearhart. 


American  Physicians’  Society  for  Physi- 
ologic Tension  Control — Vancouver, 
B.C.,  May  16-19,  1968. 

Pres.,  Herman  A.  Dickel,  Portland 
Sec.,  Robert  E.  Rhinehart,  Portland 


Washington  State  Medical  Association 
—Sept.  22-25,  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — June  26-29, 
1968,  Sun  V alley;  July  2-5,  1969, 
Sim  Valley;  July  1-5,  1970,  Sun 
Valley. 


Medical  Society  of  United  States  and 
Mexico — Oct.  29,  Nov.  2,  1968,  Phoe- 
nix, Ariz. 

Sec.,  Virginia  Bryant,  Phoenix, 
Ariz. 


North  Pacific  District  Branch,  Ameri- 
can Psychiatric  Association — Annual 
meeting,  April  20-21,  1968,  Harrison 
Hot  Springs  Hotel,  B.C. 


North  Pacific  Pediatric  Society — Sept. 
14-17,  1968,  Empress  Hotel,  Victoria, 
B.C. 

Pres.,  Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — June 
14-15,  Olympic  Hotel;  Annual  Meet- 
ing, Oct.  10-11,  Hyatt  House,  Seattle. 
F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


Pacific  Northwest  Radiological  Society 
— Annual  Meeting,  May  3,  4,  5, 

1968,  Olympic  Hotel,  Seattle. 

Pres.,  Wayne  A.  Chesledon,  Seattle, 
Wash. 

Sec.,  M.  Marvin  Wallace.  Bellevue 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  1968,  San  Fran- 
cisco. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec..  Van  Vleck  Chambers.  Palo 
Alto,  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar— Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Jack  B.  Miller,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April. 
Oct.) 

Pres.,  P.  H.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — Port- 
land, 2nd  Friday  (Feb.,  Apr.,  Oct., 
Dec.) 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — Univer- 
sity Club,  Portland,  2nd  Wednesday, 
October-April. 

Pres.,  Robert  S.  Miller,  Beaverton 
Sec.,  Irving  J.  Horowitz,  Portland 


Ore.  Soc.  Obst.  & Gynec. — Portland, 
Heathman,  3rd  Fri.  (Oct.,  Nov., 
Jan.  through  May). 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— Portland,  3rd  Friday  (except 
June,  July,  Aug.). 

F*res.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — 3rd 
Monday  (Sept. -May)  Congress  Ho- 
tel, Portland. 

Pres.,  Ira  Clary,  Portland 
Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday. 

Pres.,  Robert  J.  Meechan.  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday,  Jan.-May,  Sept. -Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept. -May).  Annual  meeting,  May 
10-11. 

Pres.,  Edward  Wayson,  Portland 
Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Acad.  Ophth  & Oto. — 3rd 
Tues.  (Oct.-Apr.)  Seattle;  May,  Ev- 
erett. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc.— Annual  Fall  Assem- 
bly, Sept.  13,  14;  3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynnwood 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc. — Annual  Meeting, 
Oct.  10-11,  1968,  Hyatt  House,  Se- 
attle; Spring  Meeting,  June  14-15, 
1968,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society— Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club— 3rd  Tuesday 
(Sept.-May).  Annual  Meeting,  May 
4. 

Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin.  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 
Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair,  Seattle 


Washington  Academy  of  General  Prac- 
tice, Annual  Meeting,  May  2-3,  1968, 
Tyee  Motor  Inn,  Olympia. 

Pres.,  William  Mead,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle. 

Pres.,  Richard  L.  Pokorny,  Seattle 


Wash.  St.  Soc.  of  Allergy — May  17-18, 
1968,  Vancouver,  B.C.  Annual  Meet- 
ing, Sept.  23,  1968,  Seattle. 

Pres.,  John  Cohen,  Tacoma 
Sec.,  Stanley  Zeitz,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May). 

Pres.,  Leland  Lugar.  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr..  Yakima 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-BanthTne-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same-patient.  Duo- 
denal normality  is  now  evident. 
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• in  diagnosis 

• in  treatment 


Pro-Ban  thine, 

propantheline  bromide 


calms  the  gastrointestinal  tract 


For  fifteen  years  Pro-Ban  thine  has  been  the 
most  widely  used  anticholinergic  agent  in 
disorders  of  gastrointestinal  motility  and 
gastric  hypersecretion.  More  recently  Pro- 
Banthlne  has  reestablished  its  pharmaco- 
logic effectiveness  in  diagnostic  procedures 
using  intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph12  repro- 
duced above,  the  gastrointestinal  tract  was 
relaxed  with  Pro-Banthine.  The  duodenum 
was  intubated.  Pro-Banthine  in  a dose  of  60 
mg.  intramuscularly  was  used  to  assure 
prompt  aperistalsis  and  double-contrast  vis- 
ualization was  achieved  with  ordinary  bar- 
ium and  air. 

The  same  pharmacologic  efficiency  has 
proved  of  pronounced  value  in  such  condi- 
tions as:  peptic  ulcer,  pylorospasm,  biliary 
dyskinesia,  functional  hypermotility  and  ir- 
ritable colon. 

Contraindications : Glaucoma  or  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary  hesi- 


tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 
of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and,  for 
parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T.:  Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology, 


Research  in  the  Service  of  Medicine 
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CUTTER 


In  shock— 
When  time 


E X C H LIBRARY 

COLLEGE  OF  PHY. 

OF 

PHILADELPHIA 

19  S.  2 2 N D ST. 

PHILADELPHIA  PA 

19  103 

is  precious... 


It’s  time  for  Plasmanate0 

PLASMA  PROTEIN  FRACTION  [HUMAN]  5%  SOLUTION,  U.S.P. 


No  blood  typing  needed 

In  the  “hurry-up”  condition  of  shock,  you  can  help 
reverse  circulatory  collapse  with  the  immediate 
administration  of  Plasmanate.  This  human  blood 
protein  fraction  has  no  history  of  coagulation  defect 
or  hepatitis  transmission.  Nor  does  it  upset  cross- 
matching  if  future  whole  blood  transfusions  are  re- 
quired. Plasmanate  is  the  quick,  safer  way  to 
normalize  plasma  volume  in  shock  therapy. 

Plasmanate  is  a 5 % solution  of  selected  human  plasma 
proteins  with  stabilizers  in  a buffered,  balanced  elec- 
trolyte solution.  Contains  88%  serum  albumin,  7% 


alpha  globulin,  5%  beta  globulin.  Significant  elec- 
trolytes are  110  mEq.  sodium,  50  mEq.  chloride  and 
a maximum  of  2 mEq.  potassium  per  liter. 

Each  flask  is  heat-treated  at  60°  C.  for  10  hours  against 
the  possibility  of  transmitting  the  hepatitis  virus. 
Administration:  Plasmanate  should  be  administered  by 
intravenous  route  only.  For  full  details,  please  examine 
literature.  Precautions:  Should  be  administered  cau- 
tiously in  patients  with  normal  or  increased  blood 
volume.  Package  directions  contain  indications  and  all 
known  contraindications.  In  new  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with  ready- 
to-use  administration  set. 


World  Leader  in  Human  Plasma  Fractions 
CUTTER  JloJuHuita'Uel  • Berkeley,  California  94710 
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Who  Investigates  Drugs?  (editorial) 

Incaparina  to  Harlem  ( editorial ) 

Accidental  Injury 

JULIAN  A.  WALLER,  M.D.,  Berkeley,  California 

C/F  Kids  Make  Good  Campers,  The  Congenitally  Malformed  XV 
ROBERT  A.  CAMPBELL,  M.D.,  JULIA  L.  GRACH,  M.D.,  SHIRLEY 
BUXTON,  A.C.S.W.,  PRISCILLA  KILLBOURN,  Ph.D..  Portland,  Oregon 


May  1968 


Rupture  of  the  Diaphragm  Due  to  Blunt  Trauma 

CHARLES  R.  CAVANAGH,  JR.,  M.D.,  G.  EDWARD  SCHNUG,  M.D., 
GEORGE  W.  GIRVIN,  M.D.,  DEE  J.  MeGONIGLE,  M.D.,  Spokane, 
Washington 

Pancreatitis  II 

THOMAS  TAYLOR  WHITE,  M.D.,  Seattle,  Washington 
JEAN  E.  MURAT.  M.D.,  Lvon,  France 
ALAN  MORGAN,  M B.,  Cardiff,  Wales 


M ediastinoscopy 

A.  C.  TORGERSON,  M.D.  and  R.  D.  PINKHAM,  M.D. 
Seattle,  Washington 

X-Ray  of  the  Month 

WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 
An  Eye  Opener 

CHARLES  D.  MULLER,  M.D.,  Bremerton,  Washington 
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Communication— A Necessity 

JAMES  R.  KIRCHER,  M.D.,  Burley,  Idaho 


OREGON  MEDICAL  ASSOCIATION 

Medical  Board  Licenses  40  Doctors 

Mid-Year  Meeting  of  the  House 

Eighth  Annual  Dillehunt  Memorial  Lecture,  June  1 

Nominating  Committee  Solicits  Recommendations 


WASHINGTON  STATE  MEDICAL  ASSOCIATION 

Beverly  Smith  Named  WSNA  Executive  Director 
Proposed  Amendment  to  Article  IV 
Stroke  Survey  Planned  by  Regional  Medical  Program 
Deadline  Set  for  Memorials,  Resolutions,  Amendments  to 
Constitution,  Bylaws 


IDAHO  MEDICAL  ASSOCIATION 
76th  ANNUAL  MEETING— SEE  PAGES  433-437 
Idaho  News  Notes 


Books,  438  Notes,  444  Obituaries,  510  General  News,  530 
Classified,  531  Medical  Meetings,  532  Directory  of  Advertisers,  533 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 

IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTR 2 3 ) 


noRTtoiDGST  m^>icine 

Established  January  1903  • Owned  by  Northwest  Medical  Publishing  Association 

Published  monthly  under  direction  of  the  Board  of  Trustees 


-EDITORIAL  ADVISORY  BOARD- 
Chairman:  Arthur  J.  Seaman,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 
Portland.  Ore.  97201 


Carl  G.  Ashley,  M.D., 

1400  S.W.  5th  Ave.,  Portland,  Ore.  97201 

Ray  L.  Casterlixe,  M.D. 

3 Myrtle  St.,  Medford,  Ore.  97501 
David  H.  Dillard,  M.D. 

1959  X.E.  Pacific  Street,  Seattle,  Wash.  98105 
J.  Thomas  Dowling,  M.D. 

325  9th  Ave.,  Seattle,  Wash.  98104 
Myron  R.  Grover,  Jr.,  M.D. 

3181  S.W'.  Sam  Jackson  Park  Road, 

Portland,  Ore.  97201 
Max  W.  Hemingway,  M.D. 

600  Harriman  St.,  Bend,  Ore.  97701 
Robert  B.  Hunter,  M.D. 

700  Murdock,  Sedro  Woolley,  Wash.  98284 
Leonard  D.  Jacobson,  M.D. 

132  E.  Broadway,  Eugene,  Ore.  97401 
John  N.  Lelx,  M.D. 

1959  X.E.  Pacific  Ave.,  Seattle,  Wash.  98105 


Joseph  L.  Miller,  Jr.,  M.D. 

1920  XTAV.  Johnson  St.,  Portland,  Ore.  97209 
Paul  F.  Miner,  M.D. 

622  Eastman  Building,  Boise,  Idaho  83702 
Clare  G.  Peterson,  M.D. 

3181  S.W.  Sam  Jackson  Park  Road 
Portland,  Ore.  97201 
Heyes  Peterson,  M.D. 

Ill  West  39th  St.,  Vancouver,  Wash.  98660 
Wendell  Petty,  M.D. 

145  E.  Oak  St.,  Shelley,  Idaho  83274 
Carl  P.  Schlicke,  M.D. 

312  W.  8th  Ave.,  Spokane,  Wash.  99204 
Robert  S.  Smith,  M.D. 

312  W.  Idaho  St.,  Boise,  Idaho  83702 
Donald  H.  Willlams,  M.D. 

Faculty  of  Medicine 
University  of  British  Columbia, 

Vancouver  8,  B.C. 


-BOARD  OF  TRUSTEES- 
President:  Jon  V.  Straumftord,  M.D. 


812  Exchange 

Charles  R.  Cavaxagh,  Jr.,  M.D. 

West  508  6th  Ave.,  Spokane,  Wash.  99204 
P.  Blair  Ellsworth,  M.D. 

1106  S.  Blvd.,  Idaho  Falls,  Idaho  83401 
R.  Wayne  Espersen,  M.D. 

Veterans  Administration  Hospital 
Roseburg,  Ore.  97470 
John  R.  Hahn,  M.D. 

Arlington,  Wash.  98223 


St.,  Astoria,  Ore.  97103 

Robert  W.  Hoffman,  M.D. 

1001  Broadway,  Seattle,  Wash.  98122 

Willard  M.  Peterson,  M.D. 

542  Main  South,  Twin  Falls,  Idaho  83301 

Franklin  J.  Underwood,  M.D. 

1920  X.W.  Johnson  St.,  Portland,  Ore.  97209 

William  T.  Wood,  M.D. 

212  S.  11th,  Coeur  d’Alene,  Idaho  83814 


Editor 

Herbert  L.  Hartley,  M.D. 

Managing  Editor 

Mrs.  Carol  Colmax 


-STAFF- 

Advertising  Supervisor 
Mrs.  Zola  Abney 


Spanish  Editors 
Joaquin  G.-Mira,  M.D. 

Juan  F.  Cordova,  M.D. 


Address  all  correspondence  to  northwest  medicine,  500  wall  street,  Seattle,  wash.  98121  (206)  623-03' 


MANUSCRIPTS  Acceptance  is  usually  contingent  upon  exclusive 
publication.  Manuscripts  should  conform  to  standards  outlined 
in  a printed  list,  available  on  request.  These  requirements,  and 
the  possibility  of  duplicating  material  in  course  of  preparation, 
make  editorial  consultation  advisable.  Authors  are  requested, 
therefore,  to  correspond  with  the  editor  before  starting  manuscript 
preparation. 

NEWS  Deadline  for  news  copy  is  the  10th  of  the  month  preceding 
date  of  issue. 

CLOSING  AND  PUBLISHING  DATES  Set  copy  and  plates  must  be 
received  by  the  5th  of  the  month  preceding  date  of  issue.  North- 
west Medicine  is  published  on  the  2nd  Saturday  of  each  month. 
Send  plates  to: 

PACIFIC  PRINTING  CO. 

1945  Yale  Place  East 
Seattle,  Washington  98102 


DISPLAY  ADVERTISING  Advertising  Representative:  Melvin  B.  Tyh, 
693  Sutter  Street,  San  Francisco,  California  94102 
(415)  776-9400 

RATES  Standard  PAC  forms  available  on  request. 

CLASSIFIED  ADVERTISING  All  classified  advertisements  are  set 
the  style  of  this  journal  with  a bold  face  headline.  Each  line 
charged  at  $1.50.  Copy  must  be  received  by  the  advertisi 
supervisor  at  the  editorial  office  not  later  than  15th  of  mor 
preceding  date  of  issue.  Proof  is  not  shown.  Copy  of  ad 
it  appeared  in  the  journal  accompanies  billing. 

SUBSCRIPTIONS  Distribution  restricted  to  members  of  the  med 
profession  and  those  in  closely  allied  fields.  Subscriptions  receiv 
through  medical  association  will  begin  month  membership 
comes  effective.  $7.50  per  year  (honorary  association  membe 
residents,  interns,  medical  students,  $3.00  per  year);  single  cop 
$.75  ($9.00  for  foreign  countries). 


CHANGE  OF  ADDRESS  Notice  of  change  of  address  must  be  given  at  least  six  weeks  prior  to  date  change  will  become  effective.  Notice  should 
directed  to  circulation  manager  at  the  editorial  office.  Include  old  and  new  address  as  well  as  statement  whether  or  not  change  is  permanent.  Duplica 
cannot  be  sent  to  replace  copies  undelivered  through  failure  to  notify  change  of  address. 

Second-class  postage  paid  at  Seattle,  Washington  Copyright  1968  by  Northwest  Medical  Publishing  Associat 


Wf™ 


Wm 


mmesm 


■•t. 


JUNE  26-29. 1968 
SEVENTYSIXTH 
ANNUAL  SESSION 


Invitation  to 

It  is  my  privilege  to  invite  physicians  of  the 
Northwest  to  join  members  of  the  Idaho  Medical 
Association  at  our  76th  annual  meeting  at  Sun 
Valley,  June  26-29,  1968. 

If  you  have  yet  to  attend  this  meeting,  a pleasant 
experience  awaits  you.  We  take  pride  in  presenting 
a substantial  scientific  program  and  a unique  blend 
of  social  and  recreational  offerings  in  an  unrivaled 
setting. 

In  addition  to  outstanding  scientific  lecturers 
speaking  on  such  subjects  as  antibiotics,  urinary 
problems,  orthopedics,  heart  disease,  radiotherapy, 
general  surgery  and  cerebral  palsy,  special  reports 
on  Congress  and  the  activities  of  the  American 
Medical  Association  will  be  presented. 

The  Idaho  Formula— part  scientific  and  part  fun— 
The  Idaho  formula— part  scientific  and  part  /un- 
trapshooting,  fishing  or  relaxation  with  your  family. 
The  Trail  Creek  Barbecue  is  again  on  the  schedule, 
as  is  the  Basque  Dinner  and  the  Sun  Valley  Buffet. 
Informality  prevails  except  at  the  annual  banquet, 
the  meeting’s  only  black  tie  event. 

We  hope  that  you  will  be  with  us. 


James  R.  Kircher,  M.D. 

Burley,  Idaho 
President 

Idaho  Medical  Association 


Seventy  Sixth  Annual  Meeting 


The  calibre  of  the  special  guest  speakers  and 
scientific  lecturers  who  have  agreed  to  take  part 
in  the  76th  annual  meeting  of  the  Idaho  Medical 
Association  is  gratifying  to  the  members  of  the  pro- 
gram committee. 

With  excellent  speakers  in  urology,  surgery,  orth- 
opedic surgery,  cardiology,  medicine  and  radiology, 
a balanced  and  informative  session  is  assured. 

We  are  also  very  pleased  with  the  social  and 
recreational  events  which  have  been  arranged  with 
the  cooperation  of  the  Officers  and  Councilors  and 
the  officers  of  the  Woman’s  Auxiliary  to  the  Idaho 
Medical  Association. 

We  hope  that  you  will  join  us  in  what  promises 
to  be  an  interesting,  educational  and  delightful 
annual  meeting. 
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Sun  ^Valley . . . 


featured  speaker 

The  Idaho  Medical  Association  takes  pride  in 
presenting  distinguished  speakers  on  a broad  range 
of  subjects  at  the  76th  annual  meeting. 

The  Association  will  be  honored  by  the  appear- 
ance of  Dwight  L.  Wilbur,  San  Francisco,  California, 
as  featured  speaker.  Dr.  Wilbur  will  be  making 
his  first  state  association  visit  after  assuming  office 
as  the  123rd  President  of  American  Medical  Asso- 
ciation. 

Special  Guest  Speakers  will  include  Ernest  B. 
Howard,  Chicago,  Illinois,  Assistant  Executive  Vice 
President  of  the  American  Medical  Association,  who 
will  discuss  AMA  activities,  and  Representative 
George  V.  Hansen,  Idaho’s  Second  District  Con- 
gressman, who  will  speak  on  health  care  legislation 
in  Congress. 

Mrs.  Clifton  C.  Long,  Jr.,  Ozark,  Arkansas,  Presi- 
dent of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  will  be  a special  guest. 


Dwight  L.  Wilbur,  M.D. 

San  Francisco,  California 
123rd  President 
American  Medical  Association 


Idaho  Medical  Association 


fecial  guest 


Mrs.  Clifton  C.  Long,  Jr. 

Ozark,  Arkansas 

President,  Women’s  Auxiliary  to  the 
American  Medical  Association 
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Guest 

Speakers 


U.  S.  Representative 
Second  District,  Idaho 


“ Health  Care  and  the  90th 
Session  of  Congress” 


Ernest  B.  Howard,  M.D. 


Assistant  Executive 
Vice  President 

American  Medical  Association 

“ What  is  going  on  at  the 
American  Medical  Association 


THE  IDAHO  FORMULA 
PART  SCIENTIFIC-PART  FUN 


Registration 

Lobby,  The  Lodge,  Daily,  June  26-20.  Members 
X’o  Fee;  Non-Members,  $25.00;  Non-Physicians, 
$10.00. 


Welcome  to  Sun  Valley  Buffet 

Continental  Dining  Room,  The  Challenger  Inn, 
preceded  by  cocktail  party,  Opera  House 
Island,  June  26. 


Featured  Speaker 

Dwight  L.  Wilbur,  M.D.,  San  Francisco,  Calif. 
President,  AMA,  Opera  House,  June  28 
Guest  Speakers 

Ernest  B.  Howard,  M.D.,  Chicago,  Illinois,  Assist- 
ant Executive  Vice  President,  AMA.  Opera  House, 
June  27. 

Mr.  George  V.  Hansen,  Idaho  Second  District 
Congressman,  Opera  House,  June  29. 

Scientific  Lectures 

Opera  House,  Mornings,  June  27,  28,  29. 

House  of  Delegates 

The  Lodge,  June  26,  June  28. 

Technical  Exhibits 

Opera  House  Exhibition  Hall.  Daily,  June  27, 
28,  29. 


Basque  Dinner 

The  Lodge  Terrace,  June  27. 

Trail  Creek  Barbecue 

Following  outdoor  cocktail  party  at  Trail  Creek, 
June  28. 

President's  Banquet 

The  Lodge  Dining  Room,  June  29.  Black  tie.  The 
meeting’s  only  dress-up  event. 

Special  Events 

Physicians  Golf  Tournament  and  Trap  Shoot, 
Tennis  Tournament,  Auxiliary  Golf  and  Bridge 
Tournaments,  Afternoons,  June  27-29. 

Reservations 

Advance  reservations  confirmed.  Write  to  Sun 
Valley,  Reservations,  Sun  Valley,  Idaho  83353. 
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76th  Annual  Meeting  Idaho  Medical  Association 
Sun  Valley,  June  26-29,  1968 


Scientific  Lecturers 


ROBERT  G.  PETERSDORF, 

m.d.,  Seattle,  Washington, 
Professor  and  Chairman, 
Department  of  Medicine, 
University  of  Washington 
School  of  Medicine 

Epidemiology,  Diagnos- 
is and  Treatment  of 
Urinary  Tract  Infec- 
tions 

Fever  of  Unknown  Ori- 
gin 

What’s  New  in  Anti- 
biotic Therapy 


LESLIE  R.  BENNETT,  M.D., 

Los  Angeles,  California, 
Professor  of  Radiology, 
The  Center  for  the  Health 
Sciences,  University  of 
California,  Los  Angeles 

Brain  Scanning  as  a 
Screening  Procedure 
What  Can  a Lung  Scan 
Tell  You? 

Radioactive  Iodine 
Treatment  of  Hyper- 
thyroidism 


WILLIAM  R.  DUNCAN,  M.D., 

Seattle,  Washington,  Clin- 
ical Instructor,  University 
of  Washington  School  of 
Medicine 

Rotational  Deformities 
of  the  Lower  Extrem- 
ities in  Childhood 
Conservative  Manage- 
ment of  Spiral  Frac- 
tures of  the  Tibia  and 
Fibula 

The  Clinical  Manifes- 
tations of  Cerebral 
Palsy 

HENRY  J.  L.  MARRIOTT, 

m.d.,  St.  Petersburg,  Flori- 
da, Director  of  Clinical 
Research,  The  Rogers 
Heart  Foundation 

Auscultation  1968 
Management  of  Con- 
ducting Disturbances 
Complicating  Myo- 
cardial Infarction 
Digitalis  Dysrhythmo- 
genesis 


ROBERT  W.  BUXTON,  M.D., 

Baltimore,  Maryland,  Pro- 
fessor of  Surgery,  Univer- 
sity Hospital,  University 
of  Maryland  School  of 
Medicine 

Duodenal  Ileus ; Reflex 
Pancreatitis  and  Me- 
senteric Angina 
Fluid  Electrolyte  Prob- 
lems in  Simple  Intes- 
tinal Obstruction 
Hyperparathy  roidism ; 
Its  Surgical  Problems 


JACK  LAPIDES,  M.D.,  Anil 
Arbor,  Michigan,  Profes- 
sor of  Surgery,  Section  of 
Urology,  University  of 
Michigan  Medical  School 

The  Cystometric  Exam- 
ination 

U rologic  T herapy  in 
Spinal  Cord  Infury 
Renal  Function  Tests  in 
Clinical  Practice 
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RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


Medical  and  applied  virology.  By  Murray  Sanders,  M.D., 
Medical  Director,  Gray  Research  Foundation,  Inc.,  Ft. 
Lauderdale,  Florida  and  Edwin  H.  Lennette,  M.D.,  Ph  D., 
Chief,  Viral  and  Rickettsial  Disease  Laboratory,  California 
Dept,  of  Public  Health,  Berkeley,  Calif.  405  pp.  Illustrated. 
Price  $18.00.  Warren  H.  Green,  Inc.,  St.  Louis,  Missouri. 
1968. 

Ultrasonic  techniques  in  biology  and  medicine.  Editors — 
B.  Brown,  B.  Sc.,  Ph.D.,  and  D.  Gordon,  MB., 

D. M.R.,  D.M.R.D.,  Sen.  M.I.E.E.E.  264  pp.  Illustrated. 

Price  $14.75.  Charles  C Thomas,  Springfield,  111.,  1968. 

Cholingeric  mechanisms.  Published  by  New  York  Academy 
of  Sciences.  Pp.  383-936.  Illustrated.  (Series  of  papers). 
Published  October  31,  1967. 

Essentials  of  toxicology.  By  Ted  A.  Loomis,  Ph.D.,  M.D., 
Professor  of  Pharmacology  and  State  Toxicologist,  Uni- 
versity of  Washington  School  of  Medicine,  Seattle,  Wash. 
162  pp.  Illustrated.  Price  $6.50.  Lea  & Febiger,  Philadelphia, 
Pa.  1968. 

Exploration  of  the  abdomen.  By  John  W.  Bassett,  B.S., 
M.D.,  Assistant  in  Surgery,  University  of  Oregon  Medical 
School,  Portland,  Ore.  109  pp.  Illustrated.  Price  $6.75. 
Charles  C Thomas,  Springfield,  111.  1967. 

Infectious  diseases:  Their  evolution  and  eradication.  Com- 
piled and  edited  by  Aidan  Cockburn,  M.D.,  Medical- 
Dental  Director,  Mayor’s  Committee  for  Human  Resources 
Development,  Detroit,  Mich.  405  pp.  Illustrated.  Price 
$18.50.  Charles  C Thomas,  Springfield,  111.  1967. 

Current  therapy  1968.  Edited  by  Howard  F.  Conn,  M.D. 
898  pp  Price  $14.00.  W.  B Saunders  Company,  Philadel- 
phia, Pa.  1968. 

Studies  of  the  development  and  decay  of  the  human  frame. 
By  Joseph  Trueta,  M.D.  FRCS  FACS,  Nuffield  Professor 
Emeritus  of  Orthopaedic  Surgery,  University  of  Oxford. 
386  pp.  Illustrated.  Price  $18.00.  W.  B.  Saunders  Company, 
Philadelphia,  Pa.  1968. 

Surgery  of  the  aged  and  debilitated  patient.  Edited  by 
John  H.  Powers,  M.D.,  Surgeon-in-Chief  Emeritus,  The 
Mary  Imogene  Basset  Hospital,  Cooperstown,  New  York. 
611  pp.  Illustrated.  Price  $19.00.  W.  B.  Saunders  Company, 
Philadelphia,  Pa.  1968. 

Drugs  in  current  use.  Edited  by  Walter  Modell,  M.D., 
F.A.C.P.,  Associate  Professor,  Clinical  Pharmacology,  Cor- 
nell University  Medical  College.  152  pp.  Price  $2.75.  Spring- 
er Publishing  Company,  Inc.,  New  York.  1968. 

Historic  derivations  of  modern  psychiatry.  Edited  by  Iago 
Galdston,  M.D.,  Chief  of  Psychiatric  Training,  State  of 
Connecticut.  241  pp.  Illustrated.  Price  $12.50.  The  Blakiston 
Div.,  McGraw-Hill  Book  Co.,  New  York.  1967. 

Planning  for  hospital  expansion  and  remodeling.  By  Mr. 
Donald  C.  earner,  Executive  Vice  President,  Memorial 
Hospital,  Long  Beach,  Calif.,  with  a foreword  by  Mr.  Ray 

E.  Brown,  Dir.,  Graduate  Program  in  Hospital  Admin- 
istration, Duke  University,  Durham,  North  Carolina.  112 
pp.  Illustrated.  Charles  C Thomas,  Springfield,  111.  1968. 

Principles  of  x-ray  diagnosis.  By  David  H.  Trapnell,  M.A., 
M.D.,  (Cantab)  M.R.C.P.,  F.F.R.,  D.M.R.D.  Consultant 

radiologist,  Westminster  Hospital,  London.  291  pp.  Illustrat- 
ed Price  $25.50.  Appleton-Century-Crofts,  New  York.  1967. 

books  continued  on  page  443 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/ allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relief  of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal -anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth -dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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She  relies 
on  your 
eptive 
advice 


i 


She  can  expect  to 
continue  Oracon  for  years 

ORACON 

16  White— Ethinyl  Estradiol.  0.1  mg.  Tablets:  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol.  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 

Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen -progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible- 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing. spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching,  l’ost-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis. pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX,  and  X); 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values); 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1 , the 
patient  starts  medication  on  Day  5 of  t he  cycle  and  takes 
one  white  tablet  daily  f rom  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing 6 lull  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  F.ach  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month's 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  se\eral  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 
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in  the  Pakette®  dispenser 

Oracon 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets,  5 Pink— Dimethi- 
aterone,  25  mg  , and  Ethinyl  Estradiol,  01  mg  Tablets 
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Blood  coagulation  simplified.  By  F.  Nour-Eldin,  Ph.D., 
M.B.,  B.Ch.,  L.M.S.S.A.,  M.C.Path.  Consultant  Clinical 
Pathologist,  Shenley  and  Harperbury  Hospitals,  Herts; 
Formerly  University  Department  of  Haematology,  Royal 
Infirmary,  Manchester;  Blood  Transfusion  Centre,  Brent- 
wood, and  Department  of  Clinical  Pathology,  South  Mead 
Hospital.  Bristol  160  pp.  Illustrated.  Price  $4.90.  Appleton- 
Century-Crofts.  New  York.  1968. 


Material  in  biomedical  engineering.  (NY  Academy  of  Sci- 
ences publication)  Editor-in-Chief  Edward  M.  Weyer, 
Consulting  Editor,  Sumner  N.  Levine  and  many  co- 
authors. 359  pp.  Illustrated.  Pub.  1/1/68. 


mudnaae 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Bioelectrodes.  (NY  Academy  of  Sciences  publication) 
Editor-in-Chief  Edward  M.  Weyer,  Consulting  Editor  Wal- 
ter Feder  and  many  co-authors.  287  pp.  Illustrated.  Pub. 
2/1/68. 


Ciba  Foundation  Study  Group  No.  30:  The  Balkan  Nephro- 
pathy. In  honour  of  Professor  Dr.  Frano  Bulic,  Edited  by 
G.E.W.  Wolstenholme  and  Julie  Knight.  125  pp.  Illus- 
trated. Price  $3.50.  Little,  Brown  and  Company,  Boston. 
1968. 


Ciba  Foundation  Symposium:  Communication  in  Science; 
Documentation  and  Automation.  Edited  by  Anthony  De 
Reuck  and  Julie  Knight.  288  pp.  Illustrated.  Price  $12.50, 
Little,  Brown  and  Company,  Boston.  1968. 


Ciba  Foundation  Symposium:  Health  of  Mankind.  Edited 
by  Gordon  Wolstenholme  and  Maeve  O’Connor.  312  pp. 
Illustrated.  Price  $12.00.  Little,  Brown  and  Company, 
Boston,  1968. 


Ciba  Foundation  Symposium:  Cell  Differentiation.  Edited 
by  A.  V.  S.  De  Reuck,  and  Julie  Knight.  272  pp.  Illus- 
trated. Price  $12.00.  Little,  Brown  and  Company,  Boston, 
1968. 


Planning  clinical  experiments.  By  Kenneth  R.  Cox,  M.B., 
M.S.  (Melb.),  F.R.C.S.,  F.R.A.C.S.,  F.A.C.S.  First  Assistant 
to  the  Professor  of  Surgery,  University  of  Melbourne, 
Honorary  Assistant  Surgeon,  Royal  Melbourne  Hospital. 
Honorary  Surgeon,  Preston  and  Northcote  Hospital  Medi- 
cal Advisor,  Australian  Cancer  Society,  Melbourne,  Aus- 
tralia. 312  pp.  Illustrated.  Price  $14.75.  Charles  C Thomas. 
Springfield,  111.  1968. 


A continual  rememberance:  Letters  from  Sir  William  Osier 
to  his  friend  Ned  Milburn — 1865-1919.  By  Howard  L.  Hol- 
ley, B.S.,  M.D.,  Professor  of  Medicine,  Director  of  Rheuma- 
tology, University  of  Alabama  in  Birmingham,  The  Medi- 
cal Center,  Birmingham,  Alabama.  With  a foreword  by 
John  W.  Scott,  M.A.,  M.D.,  Bond  Head,  Ontario.  132  pp. 
Illustrated.  Price  $6.75.  Charles  C Thomas,  Springfield. 
111.  1968. 


Injuries  of  the  Eye,  the  Lids,  and  the  Orbit;  Diagnosis  and 
Management.  By  David  Paton,  M.D.,  F.A.C.S.  and  Morton 
F.  Goldberg,  M.D.  161  pp.  Illustrated.  Price  $4.75.  W.  B. 
Saunders  Co.,  Philadelphia,  Pa.  1968. 


Distribution,  Retention,  and  late  effects  of  thorium  diox- 
ide. Published  by  The  New  York  Academy  of  Sciences. 
Pages  523-858.  Illustrated.  Published  December  11,  1967. 


Principles  and  Practice  of  Podiatry.  Editor  Frank  Wein- 
stein, D.S.C.,  F.A.C.F.R.,  and  contributors.  508  pp.  Illus- 
trated. Price  $22.50.  Lea  & Febiger,  Philadelphia,  Pa.  1968. 


Each  tablet  contains: 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  121  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephcdrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  oj  100  and  1000  tablets. 


MUDRANE  GG  — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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NOTES: 


Guy's  Hospital  Gazette  for  2 March  1968  carries  the 
following  letter  to  the  editor: 

"Sir:  It  might  interest  your  readers  to  learn  that  a 
direct  descendent  of  Richard  Bright,  Miss  Pamelia  Bright, 
A.R.R.C.,  worked  at  Guy's  earlier  this  year  as  a private 
nurse.  Miss  Pamelia  Bright  is  a nursing  sister  of  some 
distinction,  also  an  author,  and  has  appeared  on  television. 
Her  books  include  'Life  in  Our  Hands'  (one  of  the  few  books 
to  tell  the  experience  of  a nursing  sister  during  the  war) , 
'The  Day's  End'  and  her  last  book  'Poor  Man's  Riches'  which 
dealt  with  the  Arab  refugee  problem.  Miss  Bright  went  out 
to  Israel  during  the  Israeli  war  to  nurse  the  Jews,  and  she 
was  attached  to  a burns  unit.  Her  sister,  formerly  Miss 
Joan  Bright,  although  not  a nurse,  served  during  the  war  and 
among  other  places  went  to  Yalta,  finishing  up  at  the  end  of 
the  war  in  Berlin.  For  her  services  she  was  awarded  the 
O.B.E. " 

The  letter  was  signed  by  F.  J.  Pitts,  Streatham. 


Primary  responsibility  for  the  life  of  a dying  patient 
who  is  a potential  organ  donor  should  be  in  the  hands  of 
someone  other  than  a member  of  the  transplantation  team, 
says  J.  Russell  Elkinton  in  an  editorial  in  the  Annals  of 
Internal  Medicine  for  March.  He  suggests  that  minimum 
neurological  criteria  of  irreversible  death  be  met  so  that 
the  patient  may  be  considered  to  have  died  before  the  trans- 
plantation rather  than  afterward.  Minimum  time  for  flat 
electroencephalogram  is  placed  at  four  hours,  but  this 
should  be  extended  to  24  hours  if  barbiturates  are  involved 
or  the  patient  is  hypothermic,  and  to  several  days  in  the 
case  of  young  children. 


Jesuit ' s Powder  was  the  name,  in  1630,  of  ground  bark 
of  the  cinchona  tree — but  physicians  of  the  old  world  who 
were  given  reports  from  Lima,  Peru  would  have  none  of  it. 
William  J.  Fitzgerald,  writing  in  the  New  York  State 
Journal  of  Medicine,  March  15,  says  they  were  suspicious 
and  skeptical  of  a remedy  that  had  only  ecclesiastical 
backing,  particularly  that  of  the  Jesuits.  Later  an 
apothecary's  apprentice,  in  England,  used  Peruvian 
bark  as  a secret  medicine,  cured  many  of  malaria,  includ- 
ing Charles  II  who  knighted  him  and  forced  his  acceptance 
as  a member  by  the  Royal  College  of  Physicians. 

H.L.H. 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.  c mestranol  0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 
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Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Contraindications:  1.  Patients  with 
thrombophlebitis  or  with  a history  of 
thrombophlebitis  or  pulmonary  embo- 
lism. 2.  Liver  dysfunction  or  disease. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  or- 
gans. 4.  Undiagnosed  vaginal  bleeding. 
Warnings:  1.  Discontinue  medica- 
tion pending  examination  if  there  is 
sudden  partial  or  complete  loss  of 
vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia  or  migraine. 

If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medica- 
tion should  be  withdrawn.  2.  Since 
the  safety  of  NORINYL-1  (norethin- 
drone 1 mg.  with  mestranol  0.05 
mg.)  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended 
that  for  any  patient  who  has  missed 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen. 

If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility 
of  pregnancy  should  be  considered  at 
the  time  of  the  first  missed  period. 

3.  Detectable  amounts  of  the  active 
ingredients  in  oral  contraceptives 
have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the 
infant  has  not  been  determined. 

Precautions:  1.  The  pretreatment 
physical  examination  should  include 
special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou 
smear.  2.  Endocrine  and  possibly 
liver  function  tests  may  be  affected 
by  treatment  with  NORINYL-1. 
Therefore,  if  such  tests  are  abnormal 
in  a patient  taking  NORINYL-1  it  is 
recommended  that  they  be  repeated 
after  the  drug  has  been  withdrawn 
for  two  months.  3.  Under  the  in- 
fluence of  estrogen-progestogen 
preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  con- 
ditions that  may  be  influenced  by 
this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac  or  renal 
dysfunction,  require  careful  observa- 
tion. 5.  NORINYL-1  should  be 

used  with  caution  in  patients  with  a 
history  of  cerebrovascular  accident. 

6.  In  relation  to  breakthrough  bleed- 
ing, and  as  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional 
causes  should  be  borne  in  mind.  In 
cases  of  undiagnosed  vaginal  bleed- 
ing, adequate  diagnostic  measures 
are  indicated.  7.  Patients  with  a 
history  of  psychic  depression  should 
be  carefully  observed  and  the  drug 
discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible 
influence  of  prolonged  NORINYL-1 
therapy  on  pituitary,  ovarian, 
adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease 
in  glucose  tolerance  has  been  ob- 
served in  a small  percentage  of 
patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic 
patients  should  be  carefully  observed 
while  receiving  NORINYL-1  therapy. 


10.  Because  of  the  occasional  occur- 
rence of  thrombophlebitis  and 
pulmonary  embolism  in  patients 
taking  oral  contraceptives,  the 
physician  should  be  alert  to  the 
earliest  manifestations  of  the  dis- 
ease. 11.  Because  of  the  effects  of 
estrogens  on  epiphyseal  closure, 
NORINYL-1  should  be  used  judi- 
ciously in  young  patients  in  whom 
bone  growth  is  not  complete.  12.  The 
age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although 
treatment  with  NORINYL-1  may 
mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  ad- 
vised of  NORINYL-1  therapy  when 
relevant  specimens  are  submitted. 

Side  effects  observed  in  patients 
receiving  oral  contraceptives:  The 

following  adverse  reactions  have 
been  observed  in  patients  receiving 
oral  contraceptives:  nausea,  vomit- 
ing, gastrointestinal  symptoms  (such 
as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting, 
change  in  menstrual  flow,  amenor- 
rhea, edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlarge- 
ment and  secretion),  change  in  weigh 
(increase  or  decrease),  changes  in 
cervical  erosion  and  cervical  secretion 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  post-treatment, 
premenstrual-like  syndrome,  changes 
in  libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervousnes 
dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema  nodo 
sum,  hemorrhagic  eruption,  itching. 
The  following  occurrences  have  been 
observed  in  users  of  oral  contracep- 
tives (a  cause  and  effect  relationship 
has  been  neither  established  nor  dis- 
proved) : thrombophlebitis,  pulmonar 
embolism,  neuro-ocular  lesions. 

The  following  laboratory  results 
may  be  altered  by  the  use  of  oral 
contraceptives:  increased  sulfo- 
bromophthalein  and  other  hepatic 
function  tests,  coagulation  tests 
(increase  in  prothrombin.  Factors 
VII,  VIII,  IX  and  X),  thyroid  func- 
tion (increase  in  FBI  and  butanol 
extractable  protein-bound  iodine  and 
decrease  in  T;l  values),  metyrapone 
test,  pregnanediol  determination. 


norethindrone  an  original  steroid  from 

SYNTEXE3 
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Here's  why 

Norinyl-1  makes 
medical  sense. 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms ...  (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with 
Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Spermatozoa  appear  healthy,  active,  freemoving. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn- 
barkeit of  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  patient  treated  with  Norinyl-1. 


Norethindrone  in  Norinyl-1  accelerates  secretory  phase,  sup- 
presses glandular  and  vascular  development. 


(norethindrone  lmg,  c mestranol  0.05mg.) 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 
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EDITORIAL 


Who  Investigates  Drugs ? 


Congressman  Wendell  Wyatt  of  Oregon  has  intro- 
duced a bill  that  would  take  evaluation  of 
new  drugs  out  of  the  hands  of  the  Food  and  Drug 
Administration,  transferring  the  responsibility  to  the 
National  Academy  of  Sciences.  If  enacted,  the  law 
would  separate  science  from  enforcement,  an  ar- 
rangement that  seems  reasonable. 

When  the  scientific  aspect  of  FDA  responsibility 
was  limited  to  determination  of  possible  harm,  there 
was  relatively  little  difficulty.  Enforcement,  the 
function  of  police  departments,  is  necessarily  con- 
cerned with  preventing  harm.  But  there  is  some 
question  about  a police  department  that  also  tries 
to  determine  effectiveness.  And  there  is  a more 
serious  question  about  a police  department  that  uses 
its  power  to  obstruct  scientific  progress.  The  FDA 
has  obstructed  scientific  progress  and  now  there  is 
difficulty. 

It  is  seldom  possible  to  learn  anything  by  not  in- 
vestigating. When  investigation  of  dimethyl  sulfox- 
ide (DM SO)  was  stopped,  there  may  or  may  not 
have  been  adequate  reason  for  the  order  to  stop. 
There  has  not  been  adequate  reason  to  continue  the 
order.  Continuation  of  non-investigation  is  enforce- 
ment that  becomes  ugly  as  it  ignores  the  scientific 
method  and  insists  on  display  of  its  unreasoning 
power.  If  a drug  is  dangerous,  the  fact  should  be 
determined.  Its  dangerousness  or  lack  of  dangerous- 
ness can  only  be  determined  by  investigation.  No 
determination  can  be  made  by  bureaucratic  fiat. 
Presumed  danger  of  DM  SO  has  been  the  only 


reason  given  for  the  order  to  stop  investigation. 
There  is  no  need  to  make  further  determination  of 
effectiveness.  It  has  been  found  effective  in  a num- 
ber of  conditions,  by  a number  of  investigators, 
perhaps  not  as  miraculously  as  some  have  claimed 
but,  without  doubt,  effective  enough  to  be  useful 
when  prescribed  by  physicians.  Implied,  however, 
in  FDA  action  is  a belief  that  physicians  cannot  be 
trusted  to  use  it  in  a manner  that  will  obviate  harm. 
Therefore,  its  development  has  been  stopped  in 
order  to  keep  physicians  from  harming  their  pa- 
tients. Apparently  it  does  not  matter  to  FDA  that 
drugs  of  much  greater  potential  for  harm  are  in 
regular  use  on  the  basis  of  prescription  by  physicians. 

By  interfering  with  investigation,  the  FDA  has 
demonstrated  virtual  dictatorship  over  the  intro- 
duction and  production  of  drugs.  The  FDA  is  now 
demanding  similar  control  over  the  introduction  and 
production  of  medical  devices.  Bureaucracy  of  such 
dimensions  is  less  in  keeping  with  democracy  than 
with  some  other  forms  of  government.  There  should 
be  limits  beyond  which  the  most  benign  of, police 
departments  should  not  be  permitted  to  go  in  a 
democracy.  If  bureaucracy  is  not  controlled,  it  will 
control,  and  democracy  is  destroyed,  little  by  little. 

Putting  drug  investigation  into  the  hands  of  the 
National  Academy  of  Sciences  might  leave  some- 
thing that  continues  to  look  like  bureaucratic  con- 
trol but  it  would  at  least  put  it  into  hands  presumed 
to  be  dedicated  to  the  scientific  method.  The 
change  would  be  refreshing.  ■ H.  L.  H. 


Incaparina  to  Harlem 


By  frequent  repetition  of  the  question,  “Who 
knows?*’  Cortez  F.  Enloe,  Jr.  has  challenged 
physicians,  dietitians,  and  nutritionists  to  look  home- 
ward at  the  unsolved  problems  of  nutrition  in 
America.  His  editorial  appeared  in  the  March  issue 
of  Nutrition  Today. 

The  questions  raised  concern  the  implantation  in 
childhood  of  preferences  for  good  foods,  sending 
youngsters  to  school  without  breakfast,  nutritional 
status  of  young  people  during  the  most  stressful 
period  of  life,  middle  class  obesity,  adequacy  of 
provision  for  the  elderly,  and  influence  of  the  under- 
nourishment of  poverty  on  behaviour  of  residents 
of  city  slums.  It  appears  that  these  and  other  ques- 
tions about  nutrition  should  be  enough  to  whet  the 
intellectual  appetites  of  an  army  of  scientists. 

The  admonition  to  look  homeward  may  have  been 
a gentle  suggestion  that  some  of  the  effort  devoted 


to  nutritional  research  in  foreign  countries  might 
better  be  directed  to  studies  in  our  own  country. 
The  questions  raised  have  not  been  answered.  Young 
physicians  contemplating  a career  in  research  should 
find  this  a fascinating  field. 

Unfortunately,  much  of  the  money  invested  in 
nutritional  research  has  supported  studies  in  under- 
privileged countries  where  spectacular  deficiencies 
can  be  found  in  profusion.  Nutritional  deficiencies 
in  this  country  may  be  considerably  more  important 
in  our  highly  integrated  society  than  more  striking 
manifestations  in  a less  complex  situation. 

Incaparina  has  been  shipped  to  many  underprivi- 
leged countries  where  protein  deficiency  has  its 
dire  effects,  but  is  anyone  shipping  incaparina  to 
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Fact  and  Fiction  About  Accidental  Injury 


JULIAN  A.  WALLER,  M.D.,  Berkeley,  California 


Accidental  injury  commonly  is  still  thought  of  in  a prescientific  manner 
and  has  as  yet  benefited  only  rarely  from  rational  consideration.  Data  have  been 
collected  inadequately  or  not  at  all.  Injury  is  still  being  considered  as  due  to 
sinfulness,  carelessness,  thoughtlessness,  or  inattention,  and  not  as  the  result  of 
a concurrence  of  forces.  A single  factor  may  produce  multiple  effects  and  a 
single  effect  may  result  from  the  combined  operation  of  several  factors.  Alcohol 
remains  a major  factor  in  highway  and  nonhighway  injury.  Alcohol,  even  in  low 
concentration  in  the  blood,  impairs  ability  to  cope  with  hazardous  conditions 
but  most  persons  injured  after  drinking  have  high  concentrations  and  are  problem 
drinkers.  Such  problem  drinkers  frequently  can  be  identified  by  the  number  of 
arrests,  number  of  “ accidents ” after  drinking  or  involvement  with  community 
service  agencies.  But  alcohol  does  not  necessarily  operate  alone.  Control  of  the 
problem  of  accidental  injury,  therefore,  cannot  be  achieved  by  panacea. 


Some  of  the  commonly  held 
beliefs  about  injury  have 
been  found  to  be  totally  erron- 
eous, for  example,  the  belief  that 
injury  is  less  likely  to  occur  if 
one  is  thrown  clear  of  a crash. 
Others,  however,  contain  an  ele- 
ment of  truth  to  which  have 
been  added  conjecture,  hypothe- 
sis and  opinion.  Unfortunately, 
the  public,  and  many  profession- 
als in  the  field  of  injury  control 
often  are  unable  to  distinguish 
between  the  two.  Before  long, 
a single,  well  demonstrated  fact, 
accompanied  by  a series  of  cur- 
rently unproven  and  perhaps 
even  illogical  explanatory  theo- 
ries, is  accepted  as  a completely 
proven  set  of  related  facts.  The 
end  result  is  a population  of 
mermaids  and  centaurs,  crea- 
tures that  seem  plausible  if 
viewed  only  in  passing,  but  that 


Paper  was  presented  at  14th  Annual 
Pacific  Northwest  Occupational  Health 
Conference,  Portland,  Oregon,  Novem- 
ber 14,  1967. 


do  not  stand  up  under  scrutiny. 
We  cannot  be  satisfied  with 
such  combinations  of  fact  and 
fancy  if  we  are  to  collect  infor- 
mation accurate  enough  to  per- 
mit development  of  effective 
controls. 

Rather  than  simply  providing 
an  expose  of  some  of  yesterday’s 
concepts  that  have  not  with- 
stood the  test  of  time,  I wish  to 
examine  some  of  the  basic  inter- 
relationships of  factors  leading 
to  injury  and  death  in  order  to 
suggest  how  erroneous  patterns 
of  belief  develop  and  how  they 
can  be  avoided. 

extra-rational  notions 

A basic  roadblock  to  better 
understanding  of  cause  and  con- 
trol of  injury  is  the  concept  of 
accidents.  William  Haddon,  Jr. 
stated  that  the  field  of  injury 
control  “includes  the  only  sub- 
stantial, remaining  categories  of 
human  morbidity  and  mortality 
still  viewed  by  most  laymen  and 


professionals  alike  in  essentially 
prescientific  terms.  The  tradi- 
tional wisdom  perpetuates  terms 
and  concepts  formerly  applied 
to  much  of  human  experience. 
‘Luck,’  ‘chance,’  ‘accident,’  and 
other  extra-rational  notions  still 
survive  from  times  when  . . . 
plagues,  earthquakes,  ‘natural 
disasters,’  and  other  terrifying 
phenomena  scourged  a mankind 
that  had  no  rational  understand- 
ing either  of  their  sources  or  of 
the  means  for  dealing  with 
them.”1  Dr.  Haddon  further 
notes  that  at  the  beginning  of 
the  19th  century  mankind  was 
equally  ignorant  about  both  bio- 
logical and  environmental  haz- 
ards, but  that  our  knowledge 
about  the  former  now  far  ex- 
ceeds that  of  the  latter,  within 
which  lie  the  causes  for  what  we 
commonly  refer  to  as  “acciden- 
tal” injury. 

Much  traditional  wisdom  re- 
garding cause  of  injury  is  dis- 
played in  the  book  of  Job.  The 
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notions  of  acts  of  God  and  of 
restitution  for  immoral  behavior 
are  interwoven  literally  into  a 
one  to  one  relationship  between 
cause  and  effect.  This  concept 
has  been  carried  into  modern 
times  with  varying  degrees  of 
sophistication,  but  with  no  sig- 
nificant change  in  basic  under- 
standing. Statements  abound 
that  injury  is  the  end  result  of 
sinfulness,  carelessness,  thought- 
lessness, inattention,  and  other 
terms  that  suggest  a degree  of 
moral  irresponsibility.  Our  traf- 
fic laws,  “accident  reports,”  and 
courts,  in  similar  fashion,  refer 
to  following  too  closely,  failure 
to  yield  right-of-way,  and  other 
terms  and  concepts  that  place 
the  major  emphasis  on  individ- 
ual responsibility. 

Compare  this  pattern  of  think- 
ing with  scientific  definitions 
about  the  causation  of  injury. 
Again  quoting  Dr.  Haddon,  “the 
etiologic  basis  [of  injury]  is  the 
various  forms  of  energy  ex- 
change which  must  occur  in 
excess  of  body  injury  thresholds 
. . . The  forms  of  energy  in- 
volved in  producing  so-called 
accidental  injuries  of  all  types, 
and  without  which  they  cannot 
occur,  include  thermal  energy, 
ionizing  radiation,  mechanical 
energy,  electrical  energy,  and 
chemical  energy,  each  in  a va- 
riety of  forms.”1  So  stated,  the 
primary  emphasis  in  reducing 
the  injury  toll  is  shifted  from 
flagellation  of  human  failure 
and  avoidance  of  the  “accident” 
to  the  entire  range  of  efforts 
prior  to,  during,  and  after  the 
event  in  order  to  affect  the  ex- 
change of  energy,  the  injury 
threshold,  and  the  outcome  of 
the  injury. 

data  of  non-science 

A second  stumbling  block  to 
better  understanding,  and  there- 


fore to  better  control,  has  been 
the  pattern  of  collection  of  data 
about  injury.  Many  communi- 
ties do  not  collect  data.  In  the 
few  communities  where  infor- 
mation about  injuries  has  been 
collected,  the  following  patterns 
usually  can  be  found: 

a.  Information  is  available 
only  on  the  number  of  injuries, 
perhaps  subdivided  according  to 
place  of  occurrence,  type  of 
event  (such  as  single  vehicle 
crash  or  collision  with  a pedes- 
trian), or  age  or  sex  of  those 
injured. 

b.  Information  about  the  num- 
ber of  injuries  is  subdivided  ac- 
cording to  “causes”  such  as 
smoking  in  bed,  playing  with 
matches,  or  following  too  closely. 

Because  the  basic  assumption 
persists  that  injury  usually  is  the 
end  result  of  failure  of  moral 
controls,  and  because  it  is  com- 
mon knowledge  that  almost 
everyone  is  at  least  occasionally 
guilty  of  such  human  short- 
comings, it  generally  has  been 
assumed  that  injuries  can  hap- 
pen to  almost  anyone,  or  that 
injuries  are  randomly  distrib- 
uted. Therefore,  the  communi- 
cations media  issue  warnings  to 
the  public  that  injury  is  the  re- 
sult of  reduced  vigilance,  lapses 
in  “defensive  driving”  patterns, 
or  other  individual  error. 

Concurrently,  the  concept  of 
accident  proneness  is  maintained 
by  many,  representing  a glim- 
mer of  recognition  of  the  now 
well  demonstrated  fact  that  in- 
juries are  not  distributed  in  com- 
pletely random  fashion.  How- 
ever, this  concept  is  frequently 
interwoven  with  the  unproven 
theory  that  those  who  are  more 
likely  to  be  injured  are  simply 
average  people  who,  because  of 
more  frequent  slips  in  their 
moral  controls,  are  literally 
bringing  upon  themselves  the 


wrath  of  God.  Examples  in- 
clude the  traffic  law  violator, 
the  young  driver,  or  the  suicidal 
person.  These  concepts  of  acci- 
dent proneness  do  not  hold  up 
under  rigorous  scientific  scru- 
tiny. Some  highly  special  groups 
with  greater  than  average  risk 
are  being  identified,  but  they  do 
not  fit  into  the  accident  prone- 
ness concept  as  has  been  de- 
fined. 

grave  doubt  on  previous  theories 

Recently  investigators  on  oc- 
casion have  attempted  to  sort 
out  and  evaluate  other  impor- 
tant variables  that  may  inter- 
vene in  the  occurrence  and  ex- 
tent of  injury.  I refer  to  such 
variables  as  amount  and  type 
of  exposure  to  hazards,  medical 
and  social  variables,  for  exam- 
ple, chronic  medical  conditions, 
marital  status,  and  other  meas- 
ures of  social  interaction  and 
stress,  characteristics  of  the 
equipment  used  or  of  the  en- 
vironment within  which  it  is 
used,  and  availability  of  assist- 
ance after  injury.  The  fact  that 
intervening  variables  play  a role 
in  the  occurrence  and  extent  of 
injury,  casts  grave  doubt  on  the 
concept  of  a one  to  one  relation- 
ship between  cause  and  effect. 

In  sharp  contrast  to  the  con- 
cept of  one  to  one  relationships 
are  the  realities  of  causation  as 
demonstrated  by  sound  scientific 
analysis.  They  are:  a.  that  a 
single  cause  can  have  more  than 
one  effect,  and  b.  that  a single 
effect  can  have  more  than  one 
cause. 

These  two  relationships  have 
profound  implications  with  re- 
spect to  the  direction  of  control 
efforts.  If  a single  cause  can 
have  more  than  one  effect, 
modifying  that  cause  may  influ- 
ence not  only  the  area  we  hope 
to  change  but  also  other  areas. 
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For  example,  efforts  to  identify 
drivers  with  alcoholism  may 
markedly  alter  the  nature  and 
scope  of  alcoholism  rehabilita- 
tion programs.  Conversely,  if  a 
single  effect  results  from  more 
than  one  cause,  it  is  apparent 
that  measures  proposed  as 
panaceas  can  be  expected  to 
fall  far  short  of  their  goals. 

Many  older  drivers  have  writ- 
ten to  me  with  indignation  after 
seeing  statements  that  higher 
than  average  “accident”  rates 
are  found  both  among  very 
young  and  very  old  drivers.  The 
gist  of  their  argument  is  that 
young  drivers  have  high  rates 
because  they  are  careless,  but 
that  older  drivers  are  careful, 
cautious,  and  sincere.  Further- 
more, they  have  avoided  crashes 
for  many  years,  namely  their 
middle  years  of  life  when  risk 
of  crashing  is  lowest.  Therefore, 
my  data  must  be  wrong.  They 
fail  to  realize,  of  course,  that 
both  groups  may  have  high  rates 
but  for  completely  different 
reasons,  neither  of  which,  inci- 
dently,  may  be  the  result  of 
carelessness  as  commonly  de- 
fined. 

public  is  confused 

The  general  public  has  been 
much  confused  by  many  com- 
ments during  the  past  two  years 
about  causes  of  injury.  They 
had  previously  been  led  to  be- 
lieve that  80  or  90  per  cent  of 
highway  crashes  are  caused  by 
people,  and  they  have  therefore 
assumed  that  other  factors  must 
necessarily  play  a minor  role. 
Now  they  are  told  that  vehicular 
and  roadway  factors  are  impor- 
tant, so  they  automatically  as- 
sume that  this  means  human 
factors  are  less  important.  They 
fail  to  understand  that  both  can 
function  together  to  bring  about 
injury. 


We  live  in  an  interesting 
world  of  contradiction,  where 
we  seem  willing  to  accept  in- 
formation that  a biological 
agent,  such  as  a virus,  may  ini- 
tiate an  acute  infection,  congeni- 
tal defects,  and  certain  forms  of 
cancer.  But  both  laymen  and 
professionals  alike,  including 
some  physicians,  are  unwilling 
to  apply  similar  logic  to  environ- 
mental problems,  such  as  injury, 
regarding  multiple  effects  of  sin- 
gle environmental  agents,  and 
multiple  agents  initiating  single 
effects.  The  sooner  we  face  up 
to  this  similarity  of  patterns  with 
respect  to  both  biological  and 
environmental  problems,  the 
sooner  we  will  be  able  to  re- 
place the  fictions  about  injury 
causation  and  control  with  facts 
permitting  rational  and  effective 
attack  upon  the  problem. 

a major  factor 

The  relationship  between  the 
use  of  alcohol  and  the  occur- 
rence of  injury,  one  of  the  most 
important  with  respect  to  injury 
control,  provides  an  excellent 
example  of  each  of  the  concepts, 
both  scientific  and  prescientific, 
described  earlier. 

There  is  now  little  doubt 
that  alcohol  plays  a major  role 
in  highway  injury,  and  probably 
in  nonhighway  injury  as  well. 
In  addition,  a rapidly  growing 
body  of  scientific  data  has  pro- 
vided overwhelming  evidence 
that  the  majority  of  persons  in- 
jured after  using  alcohol  are 
problem  drinkers.  Much  of  the 
scientific  community  is  well 
aware  of  these  two  facts.  The 
public  is  not.  Many  of  the  in- 
jury control  professionals  are 
not. 

As  long  ago  as  1934,  when 
chemical  tests  for  alcohol  in 
body  tissues  were  first  used, 
Miles  referred  to  a study  indi- 


cating that  alcohol  was  present 
in  substantially  over  a third  of 
persons  who  died  as  a result  of 
injury  on  the  highway  and  else- 
where.2 He  further  noted  that 
police  reports  of  crashes  indi- 
cated alcohol  to  be  present  only 
7 to  10  per  cent  of  the  time. 
Studies  by  Heise®  and  Holcomb' 
in  the  same  decade  showed  alco- 
hol to  be  present,  commonly  in 
blood  alcohol  concentrations  of 
at  least  100  mg/100  ml°  and 
frequently  substantially  higher, 
in  about  half  of  persons  killed 
in  highway  crashes.  Holcomb 
also  showed  that  only  about 
one  in  ten  drivers  on  the  road 
who  had  not  been  involved  in 
a crash  had  been  drinking,  and 
only  about  two  in  100  had  a 
concentration  of  100  mg  or 
higher.  In  the  three  decades 
since  this  work  was  done  the 
picture  has  not  changed  one 
iota. 

alcohol  in  nonhighway  injury 

The  few  studies  of  alcohol 
and  nonhighway  injury  suggest 
a similar  pattern.  For  example, 
the  Sacramento  County  Coro- 
ner’s office,  which  has  routinely 
been  determining  blood  alcohol 
concentrations  on  all  coroner’s 
cases  age  15  or  older  who  died 
within  6 hours,  reported  that 
alcohol  was  present  in  49  per 
cent  of  127  persons  who  died  of 
nonhighway  injury  in  1964-1965, 
and  that  42  per  cent  had  con- 
centrations of  100  mg/100  ml 
or  higher.5  Concentrations  in 
this  range  were  found  in  71  per 
cent  of  persons  who  died  of 
“accidental”  poisoning,  58  per 


*In  order  to  reach  a blood  alcohol  con- 
centration of  100  mg/lOOml,  a 155 
pound  person,  drinking  between  one 
and  two  hours  after  an  average  meal, 
would  have  to  consume  7 \'2  ounces  of 
80  proof  liquor  (5  drinks  containing  1'2 
ounces)  within  that  one  hour. 
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cent  of  those  killed  by  fire,  and 
45  per  cent  of  persons  who 
drowned.  Recent  reports  about 
the  role  of  alcohol  in  private 
plane  crashes  show  comparable 
distributions  of  blood  alcohol 
concentrations.  In  contrast, 
among  1.101  persons  in  Sacra- 
mento who  died  of  so-called 
“natural  causes/  such  as  heart 
disease  or  stroke,  14  per  cent 
had  alcohol  present,  and  7 per 
cent  had  concentrations  of  100 
mg  or  higher.  Even  these  pro- 
portions, I suspect,  are  higher 
than  might  be  expected  in  the 
general  population. 

Nevertheless,  in  1946,  on  the 
basis  of  routine  statistical  re- 
ports from  police  jurisdictions, 
National  Safety  Council  publi- 
cations indicated  alcohol  to  be 
present  in  18  per  cent  of  high- 
way fatalities,  and  no  mention 
was  made  of  the  role  of  alcohol 
among  those  killed  by  nonhigh- 
way injury.6  By  1966,  as  a result 
of  the  special  studies  of  high- 
way deaths.  National  Safety 
Council  publications  reported 
that  alcohol  is  present  in  half 
of  such  deaths,  but  still  did  not 
suggest  that  drinking  played 
any  role  in  the  initiation  of  other 
categories  of  injury.6  Even  with 
respect  to  highway  injury,  most 
communities  still  do  not  rou- 
tinely perform  tests  to  determine 
blood  alcohol  concentrations 
among  those  injured  or  killed, 
and  estimates  based  on  routine 
“accident”  reports  of  frequen- 
cy with  which  alcohol  is  present 
therefore  are  deceptively  low. 

Laboratory  studies  also  have 
been  important  in  the  develop- 
ment of  knowledge  and  con- 
cepts about  injury.  They  have 
made  a substantial  contribution 
to  knowledge  about  the  effects 
of  alcohol,  but  misinterpretation 
of  their  meaning  has  also  re- 
sulted in  an  unfortunate  misdi- 


rection of  the  attack  on  the 
problem.  Experimental  data 
show  that  some  persons  begin 
to  be  adversely  affected  in  their 
ability  to  perform  tasks  relevant 
to  highway  safety  at  blood  alco- 
hol concentrations  as  low  as 
30  to  50  mg/ 100  ml,  concen- 
trations that  are  easily  attain- 
able through  usual  social  drink- 
ing, and  that  all  persons  are 
affected  at  concentrations  of  100 
mg  and  higher.  These  studies 
also  have  demonstrated  that 
most  persons  are  adversely  af- 
fected by  alcohol  long  before 
such  skilled  observers  as  physi- 
cians and  police  officers  can 
decide  that  they  are  under  the 
influence  of  alcohol  or  in  some 
cases,  even  that  they  have  been 
drinking. 

the  wrong  conclusions 

The  data  say  no  more  than 
this,  but  the  public  and  most 
of  the  professionals  have  added 
traditional  wisdom  to  develop 
a set  of  erroneous  conclusions. 
I suspect  this  development  went 
as  follows: 

a.  A majority  of  drivers  who 
drink  combine  the  two  activities 
at  least  occasionally  (a  hypothe- 
sis, incidentally,  that  has  now 
been  substantiated  in  a few 
surveys). 

b.  Most  people  who  drink  are 
social  drinkers. 

c.  Blood  alcohol  concentra- 
tions at  which  people  begin  to 
be  adversely  affected  are  within 
the  social  drinking  range. 

d.  Therefore,  most  highway 
crashes  must  involve  social 
drinking. 

It  is  important  to  note  that 
many  of  the  experiments,  and 
our  attitude  regarding  the  prob- 
lem of  alcohol  and  injury  came 
just  after  repeal  of  prohibition, 
and  that  some  of  the  loudest 
voices  about  the  extent  of  the 


problem  have  come  from  those 
who  opposed  repeal.  Conse- 
quently, discussions  of  the  prob- 
lems created  by  the  impaired 
driver  have  been  the  exception, 
and  those  about  the  problem  of 
the  drinking  driver  have  been 
the  rule,  with  the  implicit  as- 
sumption that  drinking  and  im- 
pairment are  synonymous  with 
respect  to  injury  causation. 

This  argument  reaches  its 
fullest  flower  in  statements  such 
as  the  following,  distributed  for 
the  purpose  of  public  educa- 
tion:7 

“A  drinker  who  is  approaching 
or  has  reached  a state  of  ‘anes- 
thesia’ is  certainly  an  accident- 
producing  hazard  on  streets  and 
highways.  But,  such  an  imbiber 
who  has  trouble  walking,  who  can- 
not understand  his  own  native  lan- 
guage, or  is  so  sleepy  that  he  is 
almost  unconscious,  is  seldom 
found  behind-the-wheel.  Even  if 
such  a thick-tongued  and  thor- 
oughly confused  drinker  is  trying 
to  operate  a motor  vehicle,  his 
erratic  behavior  frequently  offers 
some  degree  of  protection  to 
others.  Drivers  and  pedestrians 
are  quick  to  notice  that  the  ‘drunk' 
is  weaving  slowly  down  the  road 
and  they  avoid  him  like  poison. 

As  far  as  safety  is  concerned,  the 
real  highway  delinquent  appears 
to  be  the  so-called  social  drinker. 
The  driver  who  has  had  just 
enough  alcohol  ...  to  release  inhi- 
bitions, who  has  reached  the  stage 
of  apparent  stimulation  or  has  a 
false  sense  of  well-being  is  the  one 
that  forms  the  significant  link  in 
the  causal  chain  of  many  traffic 
accidents.  Since  his  moral  code 
is  temporarily  relaxed,  the  driver 
with  ‘only  a few’  tends  to  abandon 
normal  precautions.” 

What  are  the  facts?  In  one 
of  my  recent  studies6  of  1,200 
highway  fatalities  that  occurred 
in  a period  of  several  years  only 
one  out  of  five  persons  who  had 
been  drinking  had  a blood  alco- 
hol concentration  under  100 
mg/ 100  ml.  Among  deaths  from 
nonhighway  injury  described 
earlier  only  one  of  seven  fatali- 
ties who  had  been  drinking  had 
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a concentration  under  100  mg. 
Similar  data  have  been  available 
since  1934.  There  has  been  re- 
markable consistency  in  data  re- 
ported since  that  time.  The 
social  drinker  usually  is  not  the 
“real  highway  delinquent.” 

In  order  that  these  data  also 
should  not  be  misinterpreted,  it 
is  important  to  note  that  some 
persons  do  get  into  trouble  at 
low  alcohol  concentrations  and 
that  I am  specifically  not  sug- 
gesting that  there  is  no  hazard 
associated  with  such  concentra- 
tions. An  increasing  body  of 
evidence  points  to  the  fact  that 
the  teenage  driver,  who  has 
limited  experience  with  either 
drinking  or  driving,  may  be  sub- 
stantially impaired  at  low  blood 
alcohol  concentrations,  and  that 
the  elderly  person,  who  fre- 
quently already  has  impairment 
from  chronic  medical  condi- 
tions, may  be  disproportionately 
affected  by  small  amounts  of  al- 
cohol. Relatively  small  amounts 
of  alcohol  in  combination  with 
drugs,  theoretically  at  least,  may 
also  affect  other  persons  who, 
without  drugs,  might  continue 
to  function  safely  with  low  alco- 
hol concentrations. 

Additional  data,  starting  with 
a study  by  Bjerver,  Goldberg 
and  Linda9  in  1951,  provide  sub- 
stantial evidence  that  problem 
drinking  rather  than  social  drink- 
ing is  the  predominant  pattern 
among  persons  with  high  alco- 
hol concentrations  who  comprise 
the  majority  of  those  injured,  or 
who  have  injured  others,  after 
drinking.  In  one  recent  study,11’ 
we  found  histories  of  previous 
arrests,  usually  for  misuse  of 
alcohol,  or  fatty  degeneration  of 
the  liver,  or  both,  in  almost  three 
quarters  of  a group  of  fatally 
injured  drivers,  passengers,  and 
pedestrians  age  25  or  older  with 
blood  alcohol  concentrations  of 


150  mg/100  ml  or  higher.  In 
contrast,  less  than  a quarter  of 
persons  who  died  with  no  alco- 
hol present  had  such  stigmata 
of  problem  drinking. 

In  another  study,11  we  found 
that  81  per  cent  of  a group  of 
150  drunken  drivers  were  previ- 
ously known  to  at  least  one  com- 
munity service  agency  because 
of  a problem  related  to  misuse 
of  alcohol,  and  62  per  cent  had 
at  least  two  previous  arrests  in- 
volving alcohol.  Together  these 
150  men  had  a total  of  almost 
1,000  arrests.  Similar  patterns 
were  found  for  drivers  involved 
in  crashes  after  drinking  but 
who  had  not  been  arrested.  In 
marked  contrast,  only  3 per  cent 
of  an  equal  number  of  drivers 
with  clean  driving  records  dur- 
ing the  previous  three  years  had 
two  or  more  alcohol  arrests,  and 
their  total  of  arrests  was  only  56. 

multiple  effects  of  a single  factor 

The  effects  of  blatant  alcohol- 
ism, other  than  those  relating  to 
injury,  have  been  known  by  the 
public  for  many  years.  These 
include  problems  with  job,  with 
interpersonal  relationships,  and 
greater  likelihood  of  tuberculo- 
sis and  other  diseases.  What 
the  public— and  many  health 
workers— have  not  realized,  and 
still  do  not  realize,  is  that  the 
majority  of  problem  drinkers— 
about  95  per  cent,  in  fact— are 
not  skid  road  bums  but  are  more 
or  less  functioning  members  of 
society.  As  one  police  officer 
humorously  commented,  “if  we 
could  identify  the  crook  simply 
by  looking  at  his  face  we  would 
have  no  problem.” 

It  is  becoming  apparent  that 
one  of  the  additional  and  ex- 
tremely important  effects  of 
problem  drinking  is  a greater 
propensity  toward  injuring  one- 
self and  others,  not  only  in  so- 


called  accidents  but  also  by 
suicide  and  homicide.  It  is  ap- 
parent that  problem  drinkers 
usually  do  not  respond  to  cor- 
rective measures  aimed  for 
changing  'behavior  of  social 
drinkers,  and  this  makes  an  ef- 
fective attack  on  injury  toll  more 
complex.  Other  approaches  that 
include  consideration  not  only 
of  the  role  of  alcohol  but  also  of 
the  broader  issue  of  problem 
drinking  have  a better  chance 
to  succeed. 

Equally  important  are  meas- 
ures aime  d for  identifying 
problem  drinking  among  per- 
sons involved  in  highway 
crashes  or  violations.  These 
measures  may  provide  an  ex- 
cellent mechanism  for  screening 
the  general  population  and 
identify  hidden  problem  drink- 
ing. We  have  estimated,  that 
it  would  be  possible  within  a 
ten-year  period  to  identify  be- 
tween half  and  three  quarters 
of  the  entire  population  of  prob- 
lem drinkers  in  California  sim- 
ply by  examining  those  arrested 
for  drunken  driving  or  those  in- 
volved in  a crash  after  drinking. 

single  effect  from  multiple  factors 

Conversely,  it  is  possible,  even 
in  injuries  where  drinking  is  in- 
volved, to  show  how  factors 
other  than  alcohol  and  alcohol- 
ism can  contribute  to  injury  and 
death.  Most  of  the  examples 
noted  are  concerned  with  high- 
way injury  but  also  are  applica- 
ble to  other  injury.  Recent  work 
by  Selzer12  has  suggested  that 
some  persons  with  alcoholism 
have  characteristics  associated 
with  greater  likelihood  of  in- 
volvement in  crashes  while  other 
do  not.  I suspect  that  teenagers 
who  experiment  with  alcohol  be- 
fore or  while  driving  may  differ 
in  certain  emotional  and  peer 
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group  relationships  from  those 
who  do  not. 

Simultaneously,  vehicular  and 
roadway  factors  interact.  Per- 
sons who  are  able  to  compensate 
for  stresses  and  inadequacies  of 
poor  roadway  and  vehicle  de- 
sign and  maintenance  when 
sober  may  be  unable  to  compen- 
sate after  drinking,  and  conse- 
quently may  crash.  The  end 
result  is  not  just  attributable  to 
alcohol  but  to  the  combination 
of  inadequacies  of  the  person 
and  the  environment. 

As  much  may  be  achieved  by 
simplifying  the  environment  as 
by  telling  people  not  to  drink 
before  driving.  Buxbaum  and 
Colton13  have  shown  that  vehicle 
inspection  programs  are  asso- 
ciated with  large  and  significant 
decreases  in  highway  fatality 
rates,  even  after  considering 
many  intervening  variables  that 
might  explain  at  least  part  of  the 
difference.  Some  of  the  newer 
freeway  systems  experience 
crash  rates  one-half  to  one-third 
those  of  older  roadway  patterns. 

Emphasis  has  been  placed— 
and  deservedly  so— on  environ- 
mental factors  that  may  con- 
tribute to  the  occurrence  of  in- 
jury once  the  event  has  been 
initiated.  On  the  highway,  spec- 
tacular reductions  in  injury  have 
resulted  from  better  equipment, 
such  as  collapsible  steering 
wheels,  improved  windshields, 
seat  belts  and  shoulder  harness 
(provided  they  are  used),  break- 
away signposts,  median  barriers 
and  other  vehicular  and  road- 
way structures  that  affect 
amount  and  distribution  of  me- 
chanical energy  reaching  the 
hody  in  a crash.  Modifications 
of  power  lawn  mower  blades, 
glass  doors,  and  ski  bindings 
have  resulted  in  similar  shifts 
in  energy  exchange  with  respect 
to  nonhighway  injury. 


Finally,  data,  still  rather 
scanty  in  amount,  are  beginning 
to  point  to  inadequacies  of 
emergency  care  that  may  turn 
survivable  injuries  into  fatal 
ones.  We  have  shown,  for  in- 
stance, that  rural  crashes  in 
California  result  in  four  times  as 
many  fatalities  per  one  hundred 
people  injured  as  do  urban 
crashes  despite  the  fact  the  in- 
juries resulting  in  death  in  the 
rural  areas  are  less  severe.11 

Here,  too,  alcohol  plays  a role. 
Both  crashes  in  rural  areas  and 
those  involving  alcohol  are  espe- 
cially likely  to  involve  only  a 
single  vehicle  and,  therefore, 
may  not  be  discovered  as  quick- 
ly. Those  involving  alcohol  also 
are  more  likely  to  occur  at  night 
when  discovery  may  be  less 
prompt  and  also  when  emer- 
gency facilities  are  not  function- 
ing with  optimum  effectiveness. 
This  problem  also  applies  with 
respect  to  the  timing  of  non- 
highway injuries  associated  with 
alcohol. 

Many  victims  not  only  must 
cope  with  their  injuries  but  with 
underlying  poor  health  because 
of  their  alcoholism.  Failure  by 
a physician  to  recognize  that 
these  persons  have  been  drink- 
ing or  that  they  are  persons  with 
alcoholism  may  mean  they  will 
be  given  the  wrong  anesthesia, 
that  the  correct  reason  for 
altered  consciousness  is  over- 
looked, or  that  vague  and  seri- 
ous symptoms  are  not  recog- 
nized to  be  the  direct  effects  of 
alcohol  or  of  withdrawal  symp- 
toms. Frequently  such  persons 
also  have  been  taking  drugs,  in 
many  cases  for  the  treatment  of 
alcoholism  or  emotional  dis- 
orders. 

A blood  alcohol  determination 
should  be  performed  routinely 
on  all  injured  persons  when  they 
arrive  at  the  emergency  room. 


A concentration  of  100  mg/ 100 
ml  or  higher  should  raise  sus- 
picion of  problem  drinking. 
This  procedure  should  not  be 
limited  just  to  those  injured  on 
the  highway  since  increasing 
evidence  points  to  the  part  alco- 
hol and  problem  drinking  play 
in  private  plane  crashes,  drown- 
ings,  burns,  falls,  poisoning,  and 
gun  accidents.  The  medical  pro- 
fession can  make  a particular 
contribution  by  promoting  cer- 
tification and  periodic  evalua- 
tion of  laboratories  and  person- 
nel responsible  for  performing 
alcohol  tests. 

The  many  factors  just  dis- 
cussed point  out,  not  only  that 
alcohol  is  a major  contributor 
to  the  occurrence  of  injuries, 
but  also  that  it  does  not  func- 
tion alone  in  the  injury  se- 
quence. Furthermore,  it  should 
be  apparent  that  distinction 
must  be  made  between  factors 
that  contribute  to  the  initiation 
of  an  event  and  those  that  result 
in  injury  or  death.  There  is 
rather  consistent  evidence  that 
alcohol  is  involved  in  the  occur- 
rence of  severe  crashes  much 
more  often  than  it  is  in  run-of- 
the-mill  crashes.  Its  role  in  the 
latter  is  also  important,  however, 
because  run-of-the-mill  crashes 
are  much  more  common.  Lastly, 
the  information  presented  clear- 
ly points  to  the  fact  that  many 
different  types  of  measures  are 
appropriate  in  order  to  reduce 
the  toll  from  injuries  attributed 
to  alcohol,  or,  for  that  matter, 
to  any  other  single  variable. 
Conversely,  no  single  measure 
will  solve  the  entire  problem  or 
even  a large  part  of  the  prob- 
lem. If  I succeed  in  conveying 
only  one  point,  it  should  be  that 
panacea  is  one  of  the  fictions  of 
accidental  injury  control.  ■ 

2151  Berkeley  Way  (94704) 
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abstract  o 


Se  piensa  del  daho  causado  por  accidente  en 
una  manera  precientifica  y todavia  no  se  le  ha 
dado  una  consideracion  racional.  No  se  han 
caleccionado  datos  o se  han  coleccionado 
inadequadamente.  El  dano  por  accidente 
todavia  se  le  considera  debido  a maldad, 
descuido,  des  preocupacion  o desatencion  y no 
a la  concurrencia  de  fuerzas.  Un  solo  factor 
pttede  producir  efectos  multiples  y un  solo  efecto 
puede  resultar  de  la  operacion  combinada  de 
varios  factores.  El  alcohol  permanece  el  factor 
principal  en  los  danos  por  accidenies  en  la  car- 


retera  y fuera  de  ella.  El  alcohol  aun  en  baja 
concentracion  en  la  sangre,  disminuye  la  abili- 
dad  para  controlar  emergencies  o para  enfren- 
tarse  con  condiciones  peligrosas  que  impoiulrian 
un  problema  pequeho  para  los  sobriof.  Los 
bebedores  consuetudinarios  en  una  poblacion  se 
pueden  identificar  frecuentemente  por  el  numero 
de  arrestos,  el  numero  de  “accidentes”  o su 
encuentro  con  las  agendas  de  servicio  de  la 
comunidad.  Pero  el  alcohol  no  necesariamente 
opera  solo.  El  control  del  problema  de  los  danos 
por  accidentes  no  se  puede  conseguir  con 
panacea. 
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C/F  Kids  Make  Good  Campers 

The  Congenitally  Malformed  XV 


ROBERT  A.  CAMPBELL,  M.  D./J  U L I A L.  GRACH,  M.D./SHIRLEY  BUXTON,  A.C.S.W., 
PRISCILLA  KILBOURN,  Ph.D.,  Portland,  Oregon 


Children  with  Cystic  Fibrosis  (C/F)  are  good  campers.  In  the  past  two  years 
summer  camp  sessions  for  school  age  C/F  children  were  held  at  Mt.  Hood 
Kiwanis  Camp  for  Handicapped  Children.  The  children  demonstrated  easy 
adaptability  to  the  camp  program  and  tolerated  vigorous  outdoor  activity  re- 
markably well.  In  addition  to  apparent  enhancement  of  their  physical  well 
being,  the  camp  provided  an  opportunity  for  these  youngsters,  while  receiving 
optimal  medical  care,  to  do  all  the  things  other  kids  do. 


Cystic  Fibrosis  (C/F)  is  not 
the  disease  it  was  once. 
The  genes  haven't  changed,  but 
the  children  are  doing  better 
than  ever  before.  Mist  aerosol 
and  physical  therapies,  antibio- 
tics and  enzyme  replacement 
contribute  to  patient  well  being. 
Less  well  recognized  but  prob- 
ably as  important  has  been  a 
gradual  change  in  attitude  to- 
ward C/F.  When  the  diagnosis 
is  made  today,  a series  of  con- 
structive long-term  therapeutic 
plans  are  initiated  and  steadily 
pressed  forward.  Hand  wringing 
and  therapeutic  paralysis  are 
anachronistic.  The  aggressive 
posture  has  paid  off. 

they  live  longer 

Cold,  hard,  mortality  tables 
show  the  life  expectancy  of  the 
child  with  C/F  has  dramatically 
increased  in  little  over  a decade. 
Generalists  and  internists  inter- 
ested in  chronic  lung  disease  are 
taking  care  of  increasing  num- 
bers of  college  age  and  adult 
patients  with  C/F.  The  medical 
validity  of  the  arduous  daily 
therapeutic  regimen  to  which 
the  child  and  his  parents  will- 
ingly or  unwillingly  submit, 
thus,  appears  confirmed. 


With  limited  but  important 
tactical  victories  in  the  fight  to 
preserve  normal  function  of  the 
C/F  child’s  body,  the  luxury  of 
devoting  attention  to  his  devel- 
oping psyche  and  the  quality  of 
daily  life  has  assumed  strategic 
importance.  Reminded  many 
times  a day  that  he  has  disease, 
the  C/F  child’s  sphere  of  experi- 


ence may  be  excessively  con- 
stricted by  oppressive  over-pro- 
tection. Feelings  of  being  dif- 
ferent may  dampen  his  life  ex- 
perience. A miasmatic  atmo- 
sphere of  guilt,  anxiety,  covert 
hostility7  or  frank  rejection  may 
cloud  the  emotional  windows 
through  which  the  C/F  child 
perceives  the  world. 
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The  C/F  family  is  truly  bless- 
ed if  the  genetic  expression  of 
the  child’s  disease  is  mild,  if  in- 
terpersonal interactions  are  en- 
sheathed  with  durable  affection, 
if  family  standards  for  frustra- 
tion tolerance  are  high,  if  opti- 
mism is  visceral  and,  finally,  the 
monthly  bank  statements  are  not 
dotted  with  penalties  for  over- 
drafts. 

opportunities  to  help 

Fortunately,  a good  many  of 
the  parent-child  family  prob- 
lems are  situational  in  origin. 
C/F  parents,  as  a group,  deserve 
commendation  for  their  courage, 
willingness,  and  steadfastness  in 
the  face  of  an  unpredictable 
long-term  outlook,  severe  eco- 
nomic hardship  and,  if  they  lose 
their  child  in  the  end,  security 
only  in  the  knowledge  that  they 
did  their  best. 

Supportive  efforts  by  the 
family  physician  to  encourage 
normalization  of  the  child’s 
activities,  though  these  may 
be  resisted  at  first,  can  be 


of  remarkable  therapeutic  value 
to  both  mind  and  body.  He  can, 
by  engaging  the  hearts  and  en- 
listing the  skills  of  professional 
and  lay  community  resource 
personnel  (medical  social  work- 
ers, career  recreationalists,  serv- 
ice club  officers ) direct  the 
C/F  child  to  enrollment  in  a 
variety  of  existing  recreational 
and  enrichment  programs.  More- 
over, de  novo  C/F  oriented 
projects  may  spontaneously 
arise  out  of  sheer  interest  and 
enthusiasm  resulting  from  con- 
tact with  C/F  children.  The 
C/F  child  may  then  become  in- 
creasingly involved  in  such  ex- 
citing activities  as  swim  pro- 
grams, going  to  sporting  events 
or  working  on  science  and  na- 
ture projects  at  the  local  mu- 
seum and  even  attending  a 
summer  camp. 
the  possibility  explored 

In  the  summers  of  1966  and 
1967  the  staff  of  the  University 
of  Oregon  Medical  School  Care, 
Teaching  and  Research  Center 


for  Cystic  Fibrosis  initiated  a 
one  week  camping  experience 
for  C/F  children.  Facilities  of 
the  Mt.  Hood  Kiwanis  Camp 
for  Handicapped  Children  were 
generously  provided  by  the  Ki- 
wanis Club  of  Portland.  The 
Oregon  Chapter  of  the  National 
Cystic  Fibrosis  Research  Foun- 
dation sponsored  the  sessions 
and  provided  logistical,  moral 
and  financial  support  wherever 
it  was  needed. 

The  Kiwanis  Camp,  located 
about  60  miles  east  of  Portland, 
is  nestled  in  a majestic  pine  for- 
est not  far  from  Mt.  Hood.  At 
an  elevation  of  3000  feet,  the 
Camp  is  surrounded  by  bub- 
ling  brooks,  a water  fall,  moun- 
tain lakes  and  hiking  trails.  The 
forest  abounds  with  chipmunks, 
mountain  bluejays,  deer,  croaky 
frogs  and  invisible  bears.  A 
large,  rough-hewn  lodge 'is  the 
hub  of  the  Camp  out  from 
which  radiate  satellite  buildings 
and  activity  areas.  A heated 
swimming  pool  and  a pond 
stocked  with  rainbow  trout  are 
nearby.  Game  areas  for  badmin- 
ton, croquet,  archery,  rifle  range 
and  a baseball  diamond  fan  out 
to  the  edge  of  the  forest. 
doubts  and  worries 

Never  having  done  this  be- 
fore there  were  no  guidelines 
the  staff  could  follow  in  antici- 
pating problems.  The  altitude 
and  possible  exertional  hazards, 
the  dry  air,  children  sleeping 
together  in  large  numbers,  the 
distance  from  an  emergency  hos- 
pital setting,  and  the  need  for  a 
sizeable  number  of  professional 
volunteers  led  the  planning 
committee  almost  to  abandon- 
ing the  idea  before  it  got  started. 

With  the  establishment  of  a 
volunteer  staff  nucleus,  planning 
moved  ahead  rapidly  in  such 
areas  as  emergency  medicine, 
dietetics,  counselor  training,  rec- 
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reation  schedule,  daily  medical 
care  program,  finance,  transpor- 
tation and,  as  always,  summer 
camp  forms.  A little  “emergency 
hospital”  was  established  and 
equipped  in  one  of  the  annex 
buildings.  All  the  resuscitative 
items  necessary  to  treat  shock, 
respiratory  failure  and  even 
spontaneous  pneumothorax  were 
installed.  Much  of  the  equip- 
ment was  loaned  by  Portland 
medical  suppliers.  Excellent 
food  donations  were  made.  Free 
camperships  were  established 
for  those  unable  to  pay. 

Perhaps  the  most  gratifying 
experience  of  all  was  the  re- 
sponse to  call  for  volunteers. 
Some  had  to  be  turned  away. 
The  volunteer  camp  staff  in- 
cluded three  physicians,  five 
nurses  and  student  nurses,  a 
medical  social  worker,  a career 
recreationalist,  five  college  level 
counselors  and  helpers,  and 
three  high  school  counselors. 
The  cook  and  the  maintenance 
man  received  pay  for  their  serv- 
ices. Volunteer  visiting  staff  in- 
cluded a folk  singing  group 
(with  guitars),  a uniformed 
forest  ranger  ( with  Smokey 
Bear-  movies),  an  astronomer 
(with  reflector  telescope),  a 
magician  (with  top  hat),  a 
swimming  instructor  (with  Jant- 
zen  swim  suit),  an  amateur  na- 
turalist (with  handbook),  and 
a lady  judo  instructor.  The  ratio 
of  children  to  full-time  staff  was 
about  2:1. 

they  came  from  three  states 

School  age  boys  and  girls  be- 
tween 6 and  13  years  from  Ore- 
gon, Washington,  and  Idaho  at- 
tended Camp.  The  respiratory 
disability  of  the  children  varied 
from  mild  to  moderately  severe. 
One  of  the  most  severely  af- 
fected children  was  a boy  with 
asthma.  Because  of  the  kapok 
in  some  sleeping  bags  and  the 


cotton  liners  in  the  bunk  mat- 
tresses he  had  to  sleep  in  the 
shower  room  on  a cot.  It  was 
apparently  a small  inconveni- 
ence and,  because  of  his  wit  and 
charm,  he  soon  convinced  the 
rest  of  the  boys  that  it  was  a 
symbol  of  status.  One  early  ad- 
olescent C/F  boy  had  developed 
aketotic  diabetes  mellitus  only 
two  months  before  the  onset  of 
Camp.  He  tested  his  urine  speci- 
mens and  administered  his  own 
insulin  under  supervision.  At 
campfire,  the  last  night,  he  re- 
ceived the  “Best  All  Around 
Camper”  award. 
the  daily  regimen 

The  daily  medical  program 
consisted  of  administering  an 
aerosol  containing  isoproterenol 
and  phenylephrine  to  each  child 
on  arising.  Thorough  postural 
drainage  was  followed  by  clap- 
ping and  vibration.  All  of  the 
volunteer  staff,  previously  in- 
structed in  the  Department  of 
Physical  Therapy  at  the  Medical 
School,  performed  the  physical 
therapy.  This  was  done  before 
the  warm  fireplace  in  the  lodge. 
Antibiotics,  enzymes  and  vita- 
mins were  administered  to  each 
child  in  accordance  with  the  in- 
structions of  the  family  doctor 
which  has  been  sent  along  with 
the  child.  The  atmosphere  in  the 
lodge  before  breakfast  was  a 
rather  chaotic  and  bizarre  blend 
of  aerosol  compressor  noises, 
coughing  children,  medication 
and  thermometer  rounds,  odors 
of  bacon  and  pancakes  emanating 
from  the  kitchen  and  logs  crack- 
ling and  popping  in  the  fire- 
place. Suddenly  the  work  was 
done  and  everyone  was  at  his 
place  at  the  tables.  A song  was 
sung  and  the  youngsters  began 
to  eat  with  gusto. 

During  the  day  additional 
medications  were  given  to  each 
child  as  needed  and  a repeat 


performance  of  aerosol  and 
physical  therapy  was  provided 
just  before  supper.  Tempera- 
tures were  taken  daily  and  ob- 
servations on  the  characteristics 
of  the  stool  were  made  when- 
ever possible  to  ascertain  the 
adequacy  of  pancreatic  enzyme 
replacement.  While  treatments 
were  cut  to  what  was  consid- 
ered a minimum  the  children 
were  encouraged  to  hike,  run, 
swim  and  jump  rope  (each  re- 
ceived a jump  rope ) and  to  sing 
lustily  whenever  the  occasion 
demanded,  which  was  often. 
The  camp  song  was  “Sound  of 
Music”. 

Quantitative  bacteriological 
surveillance  of  the  childrens’ 
sputa  was  made  from  refriger- 
ated specimens  rushed  to  the 
city  at  the  beginning  and  end  of 
the  camp  sessions.  Although  the 
children,  segregated  by  sex,  slept 
in  large  groups,  no  respiratory 
illnesses  oceured.  No  change  in 
sputum  flora  or  evidence  for 
cross-infections  with  Pseudo- 
monas aeruginosa  or  Hemophi- 
lus influenzae  was  noted. 

Diet  plan  consisted  of  a high 
caloric,  moderately  low  fat  diet 
which  could  be  supplemented 
by  salmon  and  huckleberries, 
fresh  caught  rainbow  trout  and 
crawdads.  Midmoming  and 
afternoon  snacks  that  consisted 
of  juice,  pop,  salted  crackers 
and  pretzels  were  placed  in 
strategic  locations  for  ad  lib 
consumption. 
applied  psychology 

The  entire  camp  staff  was 
keyed  to  the  psychological  needs 
of  the  children.  The  watch 
words  were  to  be  approachable, 
warm  and  above  all  be  a good 
listener.  Children  were  allowed 
to  ventilate  their  fears  and  anxi- 
eties about  themselves,  their  re- 
lationships with  their  peers  and 
parents.  Emotional  material 
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bubbled  up  naturally  and  casu- 
ally according  to  the  child’s  lik- 
ing. During  a hike  one  pre-ad- 
olescent girl  confided  her  con- 
cern to  her  nurse  counselor 
about  growing  up.  Probing  ques- 
tions such  as  “can  I get  mar- 
ried?”, “dare  I tell  my  husband 
1 have  Cystic  Fibrosis?”  and 
“should  I hide  from  him  when 
I take  my  treatments”  had  to  be 
answered.  The  blue  sky  and  the 
tall,  straight  trees  were  condu- 
cive to  gentle  candor. 

The  lodge  was  packed  to  the 
rafters  on  parent’s  night.  People 
were  acting  like  they  hadn’t  seen 
each  other  for  at  least  a year. 
The  children’s  own  entertain- 
ment, somewhat  less  profes- 
sional than  the  Ed  Sullivan 
Show,  had  a better  audience. 


How  did  the  campers  and 
their  parents  react  to  the  Camp 
experience? 

The  children  lived  Camp  with 
a vengenance.  Their  exercise 
tolerance  surprised  the  entire 
staff  and  clinically  their  lungs 
seemed  cleaner  from  the  vigor- 
ous demands  put  on  them.  The 
last  day  the  children  all  voted  to 
stay  another  week.  The  camp 
staff  greeted  the  idea  with  mix- 
ed feelings. 

it  was  rewarding 

Said  the  parents— “It  meant  a 
lot  to  us  to  know  John  was  being 
well  cared  for.”  “We  could  pay 
attention  to  our  other  children 
a little  bit.”  “All  she  talks  about 
is  Camp.”  “For  the  first  time  in 
his  life  he  takes  his  treatments 


without  complaining.”  “He  had 
never  been  away  from  home  be- 
fore.” 

The  time  came  for  the  kids  to 
roll  up  their  sleeping  bags  and 
to  gather  up  their  compressors, 
nebulizers  and  shoe  boxes  full  of 
medicine.  They  wrapped  their 
frozen  trout  in  plenty  of  news- 
papers and  headed  home  to  their 
mist  tents  with  the  injunction  to 
breathe  deeply  and  sing  lustily 
every  day.  ■ 

3181  S.W.  Sam  Jackson  Park 
Road  97201  (Dr.  Campbell) 

chemical  nomenclature 
Generic  Trade 

isoproterenol  Isuprel 

phenylephrine  Neo-Synephrine 


abstracto 

Ninos  con  fibrosis  cistica  son  buenos  cam- 
peadores.  En  los  dos  ultimos  ahos,  se  ban  Uevado 
a cabo  sesiones  campestres  de  verano  para  ninos 
de  edacl  escolar  con  fibrosis  cistica,  en  el  parque 
campestre  de  los  Kiwanis  en  el  cerro  Hood.  Los 
ninos  clemostratron  facil  adaptabilidad  al  pro- 


grama  campestre  y toleraron  tremendamente 
bien  la  actividad  vigorosa  al  aire  libre.  Ademas 
del  aumento  aparente  de  su  conclicion  fisica,  el 
campo  proporciono  a estos  pequenos  la  oport- 
nidad  de  hacer  todas  las  cosas  que  otros  ninos 
hacen  mientras  que  recivian  cuidado  medico 
optimo. 


INFLATION 

Another  obvious  cause  of  inflation  is  the  persistent  refusal  of  either  the  legislative 
branch  or  the  executive  branch  of  the  Federal  government,  despite  much  lip  service  to 
the  ideal,  to  make  any  serious  attempt  to  practice  economy  in  public  spending.  Most 
private  individuals  could  cheerfully  spend  a good  deal  more  than  they  earn,  but  arc 
obliged  to  adjust  their  spending  to  their  incomes. 

William  Henry  Chamberlin 
The  Freeman,  February  1968 
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Rupture  of  the  Diaphragm  Due  to  Blunt  Trauma 


CHARLES  R.  CAVANAGH,  JR.,  M.D./G.  EDWARD  SCHNUG,  M.D. 
GEORGE  W.  G I R V I N,  M.D./D  EE  J.  McG  O N I G L E,  M.D.,  Spokane,  Washington 


Sudden,  increase  in  intraabdominal  pressure  due  to  crushing  or  high  velocity 
impact  injury  may  be  sufficient  to  cause  rupture  of  the  diaphragm.  Stomach, 
spleen,  omentum,  liver  or  kidney  may  herniate  into  the  chest.  Dangerous  bleed- 
ing from  lacerated  spleen  is  frequent.  Percussion  note  in  the  affected  side  of  the 
chest  may  be  dull  or  hyperresonant,  breath  sounds  may  be  absent,  there  may  be 
shift  of  the  mediastinum  and  there  may  be  respiratory  lag  on  the  affected  side. 
A sign  not  previously  reported  is  audibility  of  sounds  high  in  the  left  chest  when 
air  is  injected  through  a Levine  tube  in  the  stomach.  Surgery  may  be  required 
immediately  but  may  be  delayed  if  the  patient  is  not  in  imminent  danger. 


The  diaphragm,  tough  and 
well  protected  as  it  is,  can 
be  ruptured  by  blunt  trauma 
that  creates  a tidal  wave  of  in- 
creased pressure  in  the  abdo- 
men. Size  and  location  of  the 
rent  produced  are  determined 
by  magnitude  and  direction  of 
the  force  applied,  degree  of  con- 
traction of  the  diaphragm,  de- 
gree of  distention  of  the  stom- 
ach and  colon,  and  degree  of 
closure  of  the  glottis.  Moderate 
trauma  has  produced  rupture 
but  severe  crushing  injury  or 
high  velocity  impact  have  usual- 
ly been  involved.  Automobile 
collisions  produce  the  most 
cases.  The  condition  will,  there- 
fore, be  seen  more  frequently 
in  the  future  if  present  trends  in 
highway  accidents  are  allowed 
to  continue. 


Rupture  of  the  diaphragm  by 
blunt  trauma  is  more  lethal  than 
laceration  associated  with  open 
or  penetrating  wounds  for  two 
reasons:  first,  the  open  wound 
may  permit  more  prompt  deter- 
mination of  the  situation  or  the 
rupture  may  be  obvious;  and 
second,  associated  injuries  are 
frequently  more  severe  with 
blunt  trauma  due  to  the  crush- 
ing forces  usually  sustained. 

Weakest  area  of  the  dia- 
phragm is  its  posterolateral  por- 
tion on  the  left.  This  is  the  area 
torn  most  frequently.  The  right 
diaphragm  is  protected  to  con- 
siderable extent  by  the  right 
kidney  and  the  large,  smooth, 
upper  surface  of  the  liver.  Left- 
side ruptures  outnumber  the 
right  by  a ratio  of  ten  to  one. 


The  tear  extends  into  the  peri- 
cardium in  a significant  number 
of  cases.  If  trauma  is  severe 
enough,  damage  may  also  ex- 
tend into  the  heart  and  great 
vessels. 

If  the  rent  is  large,  abdominal 
contents  enter  the  chest  immedi- 
ately. If  small,  the  tear  may  be 
plugged  temporarily  by  adjacent 
viscera  or  the  omentum.  How- 
ever, the  tendency  is  for  the 
plug  to  work  its  way  slowly  into 
the  chest  because  of  negative 
pressure  in  the  chest  and  posi- 
tive pressure  in  the  abdomen. 

On  the  left  side,  the  omentum, 
stomach,  colon,  small  bowel,  and 
the  spleen  may  migrate.  On  the 
right,  the  liver  and  kidney  her- 
niate first  and  may  be  followed 
by  omentum  and  other  viscera. 
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Fig.  1.  Chest  X-ray  of  Case  2,  taken  at  time  of  admission.  Note  marked 
elevation  of  left  diaphragm  with  compression  of  the  overlying  lung,  mediastinal 
shift  toward  right  side,  and  markedly  dilated  stomach. 


Herniation  of  the  spleen  is  com- 
mon and  can  be  dangerous. 
Trauma  sufficient  to  cause  rup- 
ture of  the  diaphragm  is  usually 
sufficient  to  lacerate  the  spleen 
with  resulting  serious  hemor- 
rhage that  can  be  rapidly  fatal. 

natural  history 

Three  stages  in  development 
of  diaphragmatic  rupture  have 
been  observed:  initial,  latent, 
and  obstructive.  They  were  de- 
scribed clearly  in  the  sixteenth 
century  by  Ambroise  Pare.  His 
patient  was  an  army  captain 
who  recovered  after  being  shot 
through  the  chest— the  initial 
stage.  After  recovery  he  began 
to  complain  of  recurrent  colic 
after  eating— the  latent  stage. 


Some  eight  months  after  the 
injury  he  had  a severe  attack  of 
colic  and  died— the  obstructive 
phase.  Autopsy  disclosed  a 
markedly  distended  segment  of 
colon  that  had  herniated  through 
a small  rent  in  the  diaphragm. 

Until  quite  recently,  most 
cases  have  been  diagnosed  or 
treated  in  the  latent  or  obstruc- 
tive stages.  Obviously  these 
were  the  less  critically  injured 
patients  whose  associated  in- 
juries did  not  kill  them  in  the 
initial  stage.  It  must  be  assumed 
that  many  cases  have  been  unre- 
ported because  they  died  within 
a short  time  and  were  not  diag- 
nosed. We  found  two  such  cases 
in  a study  of  traumatic  deaths 
occurring  in  a two  year  period 


at  Sacred  Heart  Hospital  in  Spo- 
kane. Early  diagnosis  and  ade- 
quate surgery  would  undoubt- 
edly save  many  of  these  victims. 

diagnosis 

When  first  seen  most  patients 
are  in  shock  and  have  obviously 
sustained  severe  trauma  to  the 
trunk.  Nearly  all  have  rib  frac- 
tures. Fractures  of  the  pelvis, 
lumbar  spine,  and  femur,  are 
common.  Coma  due  to  head  in- 
jury is  frequent  and  is  the  most 
frequent  cause  of  death,  even  in 
cases  treated  properly.  Respon- 
sive patients  complain  of  pain  in 
the  upper  abdomen,  chest,  and 
shoulder,  on  the  affected  side. 
Nearly  all  are  dyspneic  during 
the  first  twenty-four  hours. 
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Fig.  2.  X-ray  of  Case  2,  taken  11  days  after  admission,  demonstrates  that 
the  fundus  of  the  stomach  has  definitely  herniated  through  diaphragm  into  chest. 


The  inv  olved  side  of  the  chest 
may  be  dull  or  hyperresonant  to 
percussion.  If  the  diaphragm  is 
elevated,  the  displaced  viscera 
do  not  contain  gas,  or  the  chest 
is  filled  with  blood,  the  note  will 
be  dull.  If  hollow  viscera  pres- 
ent are  filled  with  gas,  the  note 
may  be  hvperresonant.  If  stom- 
ach or  bowel,  or  both,  are  incar- 
cerated or  strangulated,  disten- 
tion can  be  severe.  The  result- 
ing picture  can  resemble  that  of 
tension  pneumothorax.  With 
large  tears,  mediastinal  shift  may 
be  obvious  and  respiratory  lag 
may  be  seen  on  the  affected 
side. 

We  inserted  a Levine  tube 
into  the  stomach  in  one  of  our 


cases  and  could  hear  loud 
splashes  and  tinkles  while  in- 
jecting air.  The  sounds  were 
audible  an  inch  or  two  below 
the  clavicle  and  appeared  to 
arise  immediately  behind  the 
chest  wall.  Although  not  men- 
tioned in  the  literature,  this  sign 
was  impressive. 

Chest  X-ray  may  reveal  ele- 
vation of  the  diaphragm,  medi- 
astinal shift,  loculated  gas  above 
the  diaphragm,  or  fluid  in  the 
pleural  space.  Barium  swallow 
may  demonstrate  an  abnormally- 
located  stomach  or,  occasionally7, 
obstruction  at  the  cardio-esoph- 
ageal  junction  if  there  is  angu- 
lated  incarceration.  Barium 


enema  may  confirm  displace- 
ment of  the  colon. 

Only  hazy  density  may  be 
seen  above  the  diaphragm,  if 
the  patient  survives  the  initial 
phase  without  diagnosis.  Barium 
enema-air  contrast  studies  may- 
be helpful  if  the  rupture  is  on 
the  left.  When  the  tear  is  on  the 
right,  the  liver  may  be  mistaken 
for  tumor.  Since  there  is  no  sac 
about  the  herniated  viscera, 
pneumoperitoneum  may  be 
helpful.  The  injected  air  appears 
in  the  chest  immediately. 

treatment 

Treatment  of  shock,  relief  of 
pain,  immobilization  of  frac- 
tures and  gastric  decompression 
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Fig.  3.  Case  2 during  surgery.  Note  that  a portion  of  the  left  lobe  of  liver, 
spleen,  stomach,  and  omentum,  and  a portion  of  the  splenic  flexure  of  the  colon 
have  herniated  through  the  rent  in  the  diaphragm  into  the  thoracic  cavity. 


are  first  in  order  of  importance 
in  the  initial  stage.  Tracheotomy 
and  pressure  assisted  breathing 
may  be  required  if  respiratory 
distress  is  severe.  Immediate 
surgery  may  be  unavoidable  if 
there  are  perforated  viscera, 
rupture  of  solid  organs  with 
hemorrhage,  strangulating  ob- 
struction, or  markedly  dimin- 
ished respiratory  reserve.  Other- 
wise, the  nature  of  the  compli- 
cating injuries  may  determine 
the  optimum  time  for  surgical 
repair.  It  should  be  done  as 
soon  as  the  patient’s  condition 
indicates  that  he  will  tolerate 
surgery  well. 

Most  surgeons  prefer  a trans- 
thoracic approach  but  asso- 


ciated intra-abdominal  injuries 
may  make  the  abdominal  or 
combined  approach  necessary. 
Oblique  position  of  the  patient, 
with  preparation  of  both  chest 
and  abdomen,  affords  good  ex- 
posure and  permits  extension  of 
the  incision  when  required.  Re- 
pair of  the  diaphragm  is  best 
accomplished  in  two  layers, 
using  non-absorbable  suture  ma- 
terial. 

CASE  REPORTS: 

Case  1.  A 59-year-old,  white  male 
was  admitted  to  Sacred  Heart  Hos- 
pital, Spokane,  August  3,  1959. 
He  had  sustained  crushing  injury 
of  the  chest,  with  rib  fractures, 
three  years  prior  to  admission,  in 
a bulldozer  accident.  He  was 
treated  by  adhesive  strapping.  He 
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had  complained  of  left  upper 
quadrant  pain  since  the  accident. 
It  had  become  more  severe  in  the 
three  months  preceding  admission. 
The  pain  radiated  to  the  left 
shoulder  and  was  increased  by  ly- 
ing down.  Chest  X-ray  demon- 
strated elevation  of  the  left  dia- 
phragm with  obliteration  of  the 
costophrenic  angle. 

At  operation  through  an  ab- 
dominal incision,  he  was  found  to 
have  an  old  traumatic  rupture  of 
the  diaphragm  with  about  one  foot 
of  colon,  involving  the  splenic  flex- 
ure, in  the  chest.  The  herniation 
was  reduced  easily.  The  spleen  had 
accompanied  the  colon  and  had 
become  adherent  in  the  chest  ne- 
cessitating its  removal.  The  dia- 
phragm was  closed  in  two  layers. 
The  patient’s  recovery  was  un- 
eventful. 

Case  2.  A 20-year-old  white  male 
was  found  unconscious,  beside  his 


Fig.  4.  Chest  X-ray  of  Case  3 taken  at  time  of  discharge  following  initial 
admission  to  hospital.  Although  the  picture  presents  no  specific  diagnostic- 
features  of  a ruptured  diaphragm,  it  is  felt  in  retrospect  that  the  X-ray  when 
considered  along  with  this  man’s  history  should  have  alerted  us  to  the  possi- 
bility of  a ruptured  diaphragm  at  this  time. 


wrecked  truck,  December  13, 
1965.  He  was  taken  to  a nearby 
community  hospital  where  he  was 
found  to  have  a depressed  skull 
fracture.  He  was  in  considerable 
respiratory  distress  and  breath 
sounds  were  absent  in  the  lower 
left  chest.  Tracheotomy  was  done 
and  the  depressed  fragment  was 
elevated.  He  had  recovered  con- 
sciousness by  the  third  day  when 
his  condition  permitted  transfer  to 
Sacred  Heart  Hospital  with  pro- 
visional diagnosis  of  ruptured  dia- 
phragm. X-ray  at  the  time  of  ad- 
mission showed  the  diaphragm 
elevated  to  the  level  of  the  left 
third  rib  anteriorly  and  some  dis- 
placement of  the  mediastinum  to 
the  right,  Figure  1.  There  was  ten- 
derness over  the  sternum.  In  spite 
of  these  findings  confirming  the 
diagnosis  of  rupture  of  the  dia- 
phragm, he  appeared  to  be  in  no 
immediate  danger.  Delayed  re- 
pair was  elected.  On  the  four- 
teenth postaccident  day,  a barium 


swallow  gave  further  confirma- 
tion of  the  diagnosis,  Figure  2. 
Transthoracic  exploration,  Janu- 
ary 3,  1966,  revealed  that  the 
stomach  and  spleen  had  herniated 
through  an  oblique  rent  in  the  left 
diaphragm,  Figure  3.  Both  were 
reduced  with  ease  and  the  dia- 
phragm was  repaired  without  dif- 
ficulty. The  patient  made  an  un- 
eventful recovery. 

Case  3.  A 43-year-old  white  male 
was  admitted  to  Sacred  Heart  Hos- 
pital May  5,  1965,  shortly  after 
an  automobile  accident  in  which 
he  had  sustained  severe  injury  to 
his  right  chest.  His  blood  pressure 
was  110/80,  pulse  120,  respira- 
tions 40,  and  there  was  obvious 
splinting  of  the  right  side  of  the 
chest.  There  were  bony  crepitus, 
absent  breath  sounds,  and  tym- 
panitic percussion  note  on  the 
right.  X-ray  demonstrated  an  air- 
fluid  level  with  50  per  cent  col- 
lapse of  the  lung.  Subsequent 

466 

Northwest  Medicine,  May,  1963 


films  showed  fractures  of  the  4th, 
6th,  7th,  8th,  9th,  and  11th  ribs. 
Initial  treatment  consisted  of  tube 
thoracotomy,  and  transfusion  of 
one  unit  of  whole  blood.  Twelve 
hours  later  a film  showed  com- 
plete obliteration  of  lung  mark- 
ings and  shift  of  the  mediastinum 
toward  the  affected  side.  He  im- 
proved considerably  after  bronch- 
oscopy and  tracheotomy.  He  was 
able  to  leave  the  hospital  within 
a few  days.  A chest  film,  taken 
on  the  day  of  discharge,  showed 
full  expansion  of  the  right  lung 
but  that  there  was  considerable 
opacification  at  the  base,  the  cause 
of  which  was  not  obvious,  Figure  4. 

He  complained  of  persistent 
cough  and  mild  shortness  of  breath 
during  the  next  several  months.  He 
was  readmitted  eight  months  after 
the  accident  for  diagnostic  pneu- 
moperitoneum. Rupture  of  the 
diaphragm  was  suspected.  The 
provisional  diagnosis  was  confirm- 
ed when  air  injected  intraperi- 


Fig.  5.  Case  3 at  time  of  thoracotomy,  showing  large  herniation  of  liver  into  the 
chest. 


toneally  appeared  immediately  in 
the  chest.  At  thoracotomy,  the  en- 
tile right  lobe  of  the  liver  and 
considerable  omental  tissue  were 
found  to  have  herniated  through 
a large  rent  in  the  right  diaphragm, 
Figure  5.  They  were  easily  re- 
turned to  the  abdomen.  The  dia- 
phragm was  closed  with  inter- 
rupted silk  sutures,  Figure  6.  The 
patient  made  an  uneventful  re- 
covery. His  symptoms  were  en- 
tirely relieved. 

Case  4.  A 47-year-old  housewife 
was  unconscious  after  an  automo- 
bile accident  and  was  taken  to  a 
nearby  community  hospital  in 
shock.  Chest  films  suggested  rup- 
ture of  the  diaphragm.  Dextran 
was  started  and  she  was  trans- 
ferred immediately  to  Sacred 
Heart  Hospital.  By  the  time  she  ar- 
rived she  had  recovered  con- 
sciousness but  she  was  pale,  her 
skin  was  cold  and  her  blood  pres- 
sure was  60/0.  Pulse  was  120  and 


thready.  There  was  bony  crepitus 
over  the  entire  left  chest,  the 
trachea  was  displaced  to  the  right 
and  percussion  indicated  shift  of 
the  mediastinum.  There  was  res- 
piratory lag  on  the  left.  Percus- 
sion note  on  the  left  anteriorly  was 
hyperresonant.  Breath  sounds  were 
distant  in  the  upper  chest  and 
absent  in  the  lower.  There  was 
tenderness  in  the  upper  left  quad- 
rant of  the  abdomen  but  no  sign 
of  peritoneal  irritation.  There  was 
also  marked  tenderness  of  the  bony 
pelvis. 

Films  sent  with  the  patient 
demonstrated  stomach  and  colon 
in  the  left  chest,  fluid  in  the  pleu- 
ral space,  shift  of  the  mediastinum, 
and  fractures  of  the  2nd,  4th,  5th, 
6th,  7th,  8th,  9th,  and  10th  ribs. 
Figure  7.  A Levine  tube  was 
passed  into  the  stomach.  When  air 
was  injected,  the  sounds  produced 
were  heard  best  just  below  the 
clavicle.  She  was  taken  to  surgery 
after  transfusion  had  been  started 


and  recovery  from  shock  had  been 
established.  The  anticipated  her- 
niation and  laceration  of  the  spleen 
were  confirmed.  Blood  was  aspir- 
ated and  the  spleen  was  removed. 
More  leisurely  exploration  then  re- 
vealed that  the  stomach  was  in 
the  chest  and  markedly  distended 
and  engorged.  Omentum  and  colon 
accompanied  the  stomach.  After 
these  structures  were  reduced  we 
could  see  that  there  were  three 
separate  tears  in  the  diaphragm. 
Two  extended  from  the  central 
tendon,  one  laterally  and  one  to- 
ward the  crus.  The  third  defect 
of  the  diaphragm  was  avulsion  of 
the  posterior  attachment  of  the 
diaphragm  from  the  chest  wall. 
All  wounds  were  closed  in  two 
layers,  using  interrupted  silk  su- 
tures. 

During  this  part  of  the  proced- 
ure it  became  apparent  that  there 
was  still  active  bleeding  in  the 
chest.  After  further  search  we 
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conclusion 


Rupture  of  the  diaphragm 
should  be  suspected  in  any  pa- 
tient who  has  been  subjected  to 
blunt  trauma  to  the  trunk.  It 
must  be  kept  in  mind  when  ex- 
amining the  victims  of  automo- 
bile accidents.  Prompt  surgical 
attack  is  necessary  if  there  is 
evidence  of  hemorrhage  or  there 
is  strangulation  of  a displaced 
viscus.  Reduction  is  usually  not 
difficult.  Rent  in  the  diaphragm 
should  be  closed  in  two  layers, 
using  nonabsorbable  suture  ma- 
terial. ■ 


West  508  Sixth  Avenue  99204 
(Dr.  Cavanagh ) 


Fig.  6.  Case  3 following  reduction  of  herniated  liver  and  omentum  and  repair  of 
diaphragm. 


found  a posterior  pericardial  tear 
and  in  its  edge  a small  artery- 
spurting  vigorously.  After  the  ar- 
tery was  ligated  the  pericardium 
was  closed  loosely.  The  patient 
was  given  five  units  of  blood,  be- 
fore and  during  surgery.  An  elec- 
trocardiogram taken  the  next 
morning  was  normal,  indicating 
that  there  had  been  no  damage 
to  the  heart.  Blood  in  the  urine, 
noted  initially,  cleared  promptly. 
We  assumed  minor  damage  or  lac- 
eration of  a kidney.  X-rays  con- 
firmed the  suspected  pelvic  frac- 
ture, the  only  part  of  the  injury 
that  delayed  an  otherwise  unevent- 
ful recovery.  She  was  able  to  begin 
weight  bearing  on  the  sixteenth 
hospital  day  and  was  discharged 
on  the  twenty-second. 


Fig.  7.  Chest  X-ray  of  Case  4 taken  at  a nearby  community  hospital  shortly 
after  accident.  Note  the  marked  elevation  of  left  diaphragm  and  mediastinal 
shift  toward  the  right. 
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abstracto 


El  incremento  repentino  de  la  prcsion  intra- 
abdominal debido  a compresion  o impacto  a 
gran  velocidad  puede  ser  suficiente  para  pro- 
ducir  rotura  del  diafragma.  El  estomago,  el 
omento,  el  higado  o el  rinon  pueden  herniarse 
en  el  pecho.  Hemorragia  peligrosa  por  rotura  del 
boza  es  frecuente.  La  percusion  en  el  lado 
afectado  del  pecho  puede  ser  mate  o hiperreson- 
ante;  los  ruidos  respiratorios  pueden  estar  au- 


sentes,  puede  haber  desplazamiento  del  medias- 
tino  tj  puede  haber  una  respiracion  retardada  en 
el  lado  afectado.  Un  signo  que  no  se  ha  repor- 
tado  previamente  es  la  percepcion  de  sonidos  en 
la  parte  alta  del  lado  izquierdo  del  torax  cuando 
se  introduce  aire  al  estomago  por  medio  del  tubo 
de  Levine.  Se  puede  necesitar  intervencion 
quirurgica  inmediata  o se  puede  posponer.  si  el 
paciente  no  esta  en  peligo  inminente. 
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Pancreatitis  II 

Management  of  Patients  with  Acute  and  Recurrent  Acute  Pancreatitis 


THOMAS  TAYLOR  WHITE,  M.  D.,  Seattle,  Washington  / J E A N MURAT,  M.  D.,  Lyon,  Fronce 
ALAN  MORGAN,  M.  B„  Cardiff,  Wales 


Primary  treatment  of  the  patient  with  acute  pancreatitis  is  medical:  sup- 
pression of  pancreatic  secretion , treatment  of  shock,  fluid  and  electrolyte 
replacement.  Secondary  treatment,  if  the  patient  improves,  starts  with  X-ray 
examination.  Cholecystectomy  and  cholangiography  should  be  done  if  there  are 
gall  stones.  Papillotomy  or  sphincterotomy  may  be  indicated  if  there  is  obstruc- 
tion of  ducts.  Diagnostic  laparotomy  may  be  necessary  of  the  patient  does  not 


improve. 


In  the  first  paper  of  this  series 
on  acute  and  chronic  pancrea- 
titis, we  used  the  classification 
put  forward  by  the  Symposium 
on  the  Etiology  and  Pathology 
of  Pancreatitis  at  Marseille,  in 
1963,  to  clarify  our  data. 

In  this  paper  we  shall  discuss 
acute  pancreatitis  in  more  detail. 
It  was  pointed  out  in  the  previ- 
ous paper  that  358  of  the  total 
733  patients  seen  in  our  series 
(48.8  per  cent)  were  patients 
with  acute  pancreatitis.  The 
striking  feature  of  this  group 
was  the  high  incidence  of  con- 
comitant cholelithiasis  ( 192  of 
358  patients).  There  were  42 
patients  with  jaundice,  of  whom 
36  had  common  bile  duct  stones. 
Only  34  of  the  358  patients  did 
we  consider  to  be  alcoholics. 

Because  it  would  be  rather 
confusing  to  take  this  heterogen- 
ous group  of  patients  from  three 
hospitals  and  discuss  each  case 
in  detail,  we  have  decided  to 
present  a surgical  strategy  for 


the  treatment  of  the  acute  di- 
sease, citing  a few  case  histories. 

Clear-Cut  Diagnosis  of  Acute 
Pancreatitis 

Patients  with  acute  pancreati- 
tis have  amylase  activity'  5 times 
normal  or  higher,  and  all  the 
signs  of  acute  abdominal  emer- 
gency. 

primary  treatment 

1.  Suppression  of  pancreatic 
secretion.  Pancreatic  secretion  is 
markedly  reduced  by  starving 
the  patient  and  preventing  all 
oral  intake.  Other  means  can 
reduce  it  still  further. 

a.  Suction  aspiration  will 
reduce  the  amount  of  acid 
passing  into  the  duodenum, 
and  thus  the  release  of  duo- 
denal hormones  (secretin) 
into  the  circulation.  In  the 
basal  state,  an  output  of 
25  ml  per  hour  can  be  halv- 
ed by  supplementary  gas- 
tric aspiration. 
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b.  Atropine  directly  blocks 
both  gastric  acid  formation 
and  pancreatic  secretion.  A 
dose  of  0.6  mg  may  be  given 
subcutaneously  every  6 
hours  or,  if  the  patient  ap- 
pears to  be  too  dry  or  be- 
comes delirious,  a smaller 
dose  of  0.4  mg  every  6 
hours  can  be  given.  If  the 
patient  is  still  confused, 
propantheline  bromide,  30 
mg  every  6 hours,  may  be 
substituted  for  atropine, 

c.  Pentolinium  tartrate, 

10  mg  or  other  similar  com- 
pound may  be  given  sub- 
cutaneously to  block  the 
pancreas.  These  drugs  must 
not  be  used  on  patients  with 
high  blood  pressure  be- 
cause a precipitous  drop 
may  occur. 

2.  Shock  is  best  treated  by 
restoration  of  blood  volume  us- 
ing albumen  and  plasma,  as  well 
as  whole  blood,  since  the  blood 
and  plasma  loss  into  the  retro- 
peritoneal tissues  and  abdominal 
cavity’  may  reach  staggering 
proportions  (over  2 liters).  Re- 


placement  should  be  in  propor- 
tion to  the  loss  as  indicated  by 
changes  in  circulatory  dynamics. 
Low  molecular  weight  dextran 
is  a satisfactory  substitute  for 
plasma  or  albumen,  but  not  for 
whole  blood. 

3.  Fluid  and  electrolyte  re- 
placement is  given  in  proportion 
to  the  loss.  Attention  should  be 
given  to  calcium  and  potassium 
replacement  when  the  attack  is 
severe  and  there  is  suspicion  of 
hemorrhage.  In  this  respect,  the 
recent  report  of  successful  treat- 
ment of  experimentally  induced 
pancreatitis  in  dogs  with  para- 
thormone is  interesting.5  It  has 
yet  to  be  assessed  clinically  in 
a properly  conducted  trial. 

4.  Pain.  We  use  150  mg  or 
more  of  meperidine  every  3 
hours  or  15  mg  of  morphine 
every  4 hours  as  the  primary 
method  of  controlling  pain.  We 
do  not  worry  about  sphincter 
spasm  with  opiates  under  these 
circumstances.  If  these  drugs  are 
ineffective,  we  use  paravertebral 
block  to  control  pain. 

5.  Antibiotics  are  used  only  to 
avert  secondary  infection.  They 
do  not  influence  the  course  of 
the  primary  disease. 

6.  Diabetes  is  controlled  with 
regular  insulin,  using  10  to  15 
units  per  liter  of  5 per  cent  glu- 
cose in  Ringer’s  lactate. 

Administration  of  corticoster- 
oids, carbonic  anhydrase  inhibit- 
ors, thiouracil,  trypsin  inhibitors 
and  x-irradiation  of  the  abdo- 
men has  received  some  attention 
over  the  years,  but  there  is  no 
conclusive  evidence  that  these 
drugs  have  had  any  influence  on 
the  course  of  the  disease. 

After  3 to  5 days  on  primary 
treatment,  the  average  patient 
feels  better,  abdominal  signs  dis- 
appear, pulse  and  respiratory 
rate  return  to  normal,  and  he 


feels  hungry  again.  At  this  point 
the  secondary  treatment  begins. 

secondary  treatment: 
patient  gets  better 

The  patient  is  given  a diet 
high  in  carbohydrates  and  low 
in  proteins  and  fats  during  the 
post-crisis  period.  It  is  usually 
unnecessary  to  give  the  patient 
anticholinergics  or  blocking 
agents  at  this  point,  but  it  is  ad- 
visable to  caution  the  patient 
against  eating  a heavy  meal  or 
drinking  any  kind  of  hard  liquor. 

When  there  is  no  proven  asso- 
ciated disease,  a thorough  X-ray 
examination  of  the  patient 
should  follow  the  acute  attack 
by  6 to  8 weeks.  The  gall  blad- 
der can  be  readily  visualized  at 
this  time,  but  not  earlier,  be- 
cause liver  function  is  usually 
depressed  for  several  weeks  due 
to  liver  damage  during  an  acute 
attack.  Gallstones  will  be  found 
in  over  half  the  patients  examin- 
ed, as  previously  reported.5  An 
upper  gastrointestinal  examina- 
tion following  the  gall  blad- 
der series  will  show  a sig- 
nificant number  of  duodenal  ul- 
cers and  demonstrate  distortion 


of  the  duodenum  due  to  resolv- 
ing pancreatic  enlargement. 

Patients  with  known  gall- 
stones. Cholecystectomy  accom- 
panied by  cholangiography 
should  be  performed,  as  soon  as 
the  acute  attack  has  completely 
subsided,  to  prevent  recurrence. 
If  the  cholangiogram  appears 
to  be  normal,  with  or  without 
reflux  into  the  pancreatic  duct, 
and  if  the  pancreas  is  grossly 
normal,  no  further  surgery  need 
be  done. 

If  there  is  distortion  of  the 
distal  bile  duct  or  obstruction 
at  the  ampulla  of  Vater,  papil- 
lotomy with  pancreatic  duct  ex- 
ploration or  pancreatography 
should  be  performed.  If  there 
is  obstruction  at  the  lower  end 
of  the  common  duct  after  papil- 
lotomy, choledochoduodenos- 
tomy  or  a large  common  duct 
sphincterotomy  is  indicated.  If 
the  pancreatic  duct  is  obstruct- 
ed, the  papillotomy  should  be 
enlarged  to  a pancreatic  duct 
sphincterotomy.  It  cannot  be 
stated  too  frequently  that  a com- 
mon duct  sphincterotomy  needs 
to  be  2.5-3  cm  in  length  to  re- 
main effective.  A pancreatic 
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Sphincterotomy  (sphincteroplasty) 


Fig.  1.  Relative  length  of  the  papillotomy  incisions  (1  cm)  and  sphincterotomy 
or  sphincteroplasty  incisions  (2  cm  or  more).  In  the  latter,  both  of  the  lips 
of  the  incision  must  be  sutured  as  must  a long  incision  in  the  pancreatic  duct 
because  they  bleed  and  because  they  extend  beyond  the  bowel  wall.  Unless 
these  incisions  are  over  2.5  cm  in  length,  they  do  not  go  beyond  the  bile  duct 
or  pancreatic  musculature  or  into  the  peritoneal  cavity.  Papillotomy  is  sufficient 
to  allow  passage  of  catheters  for  pancreatography  and  to  remove  small  stones. 
We  use  the  longer  incision  for  treatment. 
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duct  sphincterotomy  also  needs 
adequate  size,  1 cm  being  suf- 
ficient. In  all  cases,  the  duct 
mucosa  should  be  sewn  back  to 
the  duodenal  mucosa  with  fine 
interrupted  sutures.  This  should 
be  done  with  a catheter  in  the 
duct  to  obviate  the  danger  of  a 
misplaced  stitch  in  the  sewing 
up  of  the  duct.  Figure  1. 

CASE  REPORTS: 

Case  1.  Early  in  1950,  this  pa- 
tient began  to  have  attacks  of 
upper  abdominal  pain.  By  1953, 
it  was  decided  that  the  patient  had 
gall  stones.  She  became  slightly 
jaundiced,  and  had  a cholecystec- 
tomy at  which  time  multiple  com- 
mon duct  stones  were  removed.  She 
experienced  repeated  episodes  of 
upper  abdominal  pain  during  the 
next  7 years,  changed  doctors,  and 
then  was  found  to  have  recurrent 
elevations  of  amylase  to  five  and 
six  times  normal.  In  1963,  her 
abdomen  was  explored.  She  was 
found  to  have  a narrowed  passage 
from  the  bile  duct  into  the  duo- 
denum. The  pancreatic  duct  could 
not  be  found.  She  continued  to 
have  attacks  of  pancreatitis.  In 
1964,  she  was  seen  by  a consul- 
tant who  felt  that  the  problem  was 
psychic.  Nevertheless,  she  con- 
tinued to  have  symptoms. 

In  1965,  the  patient  had  recur- 
rent acute  attacks  of  pancreatitis 
with  an  amylase  of  3000  (normal 
180).°  The  following  year  she  had 
another  attack  with  an  amylase 
elevation  of  2400.  Early  in  1967 
still  another  acute  attack  occurred; 
this  time  the  amylase  level  was 
3500.  At  her  third  operation  on 
March  8,  1967,  she  had  an  edema- 
tous pancreas  with  considerable 
hyperemia  of  the  surface  and  areas 
of  petechiae,  indicating  recent, 
acute  pancreatitis.  Numerous  large, 
inflammatory  nodes  were  present 
around  the  celiac  axis,  superior 
mesenteric  artery  and  the  portal 
triad.  Operative  cholangiogram 
was  grossly  normal.  The  duo- 
denum was  then  mobilized  and 
opened  so  that  both  the  vestigial 
papilla  of  Santorini  and  the  sphinc- 
ter of  Oddi  could  be  identified. 
The  common  bile  duct  was  ex- 
plored from  below  and  would 
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admit  a 3 mm  probe.  The  sphinc- 
ter was  enlarged  to  about  2.5  cm 
after  which  it  was  possible  to  pass 
a 9 mm  probe  up  the  common  bile 
duct.  The  pancreatic  duct  was 
identified  with  some  difficulty  at 
about  5 o’clock  relative  to  the 
sphincter  of  Oddi.  It  would  only 
admit  about  a 0.2  mm  blunt 
needle.  Sphincterotomy  was  car- 
ried out  using  iris  scissors.  The 
length  of  the  fibrosed  segment  was 
approximately  2 cm.  Biopsy  was 
taken  of  the  sphincter  which 
showed  chronic,  nonspecific  inflam- 
mation. A number  8 French  poly- 
vinyl catheter  was  inserted  into 
the  pancreatic  duct  and  a pan- 
creatogram obtained.  This  showed 
minimal  dilatation  of  the  duct. 
Mucosa-to-mucosa  stitches  were 
then  inserted  at  the  distal  ends 
of  the  pancreatic  and  bile  ducts. 
She  has  had  no  symptoms  since 
operation  in  March  1967. 

Case  2.  This  patient  was  first 
known  to  have  gall  stones  in  1958. 
A cholecystectomy  was  performed. 
In  September  1962,  she  first  be- 
came jaundiced,  although  the 
jaundice  cleared  after  2-3  weeks. 
She  was  referred  for  surgery  in 
July  1963,  when  she  was  found 
to  have  an  enormously  dilated 
duct,  approximately  3.5  cm  in 
diameter,  surrounded  by  numerous 
inflammatory  nodes.  The  pancreas 
was  enlarged  two  and  a half  times 
normal  size.  The  disease  process 
was  not  immediately  apparent. 
There  were  no  common  bile  duct 
stones.  The  duodenum  was  opened 
and  tissue  was  taken  from  the 
distal  end  of  the  common  bile  duct 
and  ampulla  of  Vater  for  biopsy. 
A hard  ridge  in  this  region  turned 
out  to  be  inflammatory  in  nature. 
For  this  reason  it  was  assumed 
that  the  immediate  cause  of  this 
patient’s  jaundice  was  recurrent 
acute  pancreatitis,  and  a 3 cm 
external  choledochoduodenostomy 
was  performed.  A pancreatic  duct 
catheter  was  left  in  place  for  sev- 
eral days  to  preclude  the  possi- 
bility of  duodenal  fistula.  The  pa- 
tient was  last  seen  in  February 
1967,  at  which  time  she  was 
asymptomatic. 

Comment:  These  two  patients 
indicate  that  cholecystectomy 
alone  in  a patient  with  obstruc- 
tion of  the  common  duct  is  not 
sufficient  to  relieve  the  recur- 
ring episodes  of  pancreatitis.  In 
fact,  one  could  go  so  far  as  to 


say  that  gall  stones  are  not  the 
usual  problem,  but  rather  that 
the  complications  of  gall  stones 
cause  most  of  the  trouble. 

A second  group  consists  of 
patients  with  acute  pancreatitis 
of  unknown  etiology.  Sphinc- 
terotomy in  this  particular  group 
of  patients  is  not  of  great  value. 
However,  it  is  possible  that  the 
recurrent  acute  pancreatitis  may 
be  on  the  results  of  some  physi- 
cal problem.  Case  3 is  an 
example. 

CASE  REPORTS: 

Case  3.  A 39-year-old  woman 
had  first  noted  upper  abdominal 
distress  in  1956.  In  1959,  she  be- 
gan to  develop  abdominal  pain 
after  eating  cauliflower  or  cab- 
bage. In  April  1962,  she  noted 
upper  abdominal  discomfort  radi- 
ating around  to  the  back  and 
either  side.  The  pain  was  relieved 
when  she  was  erect  and  was  ag- 
gravated by  lying  flat  on  her  back. 
Her  amylase  was  slightly  elevated 
with  the  attacks.  Her  upper  G.I. 
and  gall  bladder  series  were  nor- 
mal. She  continued  to  have  re- 
peated episodes  of  pain  and  was 
admitted  to  University  Hospital. 
Further  investigations  showed  no 
abnormality,  and  at  operation, 
September  11,  1962,  she  was 

found  to  have  a dilated  pancreatic 
duet  and  fibrotic  pancreas  with  a 
narrowed  ampulla  of  Santorini  and 
a normal  sphincter  of  Oddi. 

Comment:  The  important  fea- 
ture to  remember  about  this 
patient  is  that  she  had  recurrent 
acute  pancreatitis  without  hav- 
ing a common  passageway. 

secondary  treatment: 
patient  gets  worse 

Cause  of  disease  unknown. 
Laparotomy  with  correction  of 
biliary,  pancreatic,  gastric  or 
other  related  disease  should  be 
instituted  if  the  patient  does  not 
improve  after  7 to  10  days.  In 
the  majority  of  cases  the  patient 


472 

Northwest  Medicine.  May,  1968 


will  have  gall  stones.  An  ex- 
ample of  this  is  cited  below: 

Case  4.  This  38-year-old  patient, 
a chief  petty  officer  in  the  Coast 
Guard,  was  said  to  be  only  a mod- 
erate drinker.  Early  in  May  1963, 
after  a heavy  meal  and  some  alco- 
hol ingestion,  the  patient  exper- 
ienced onset  of  general  upper  ab- 
dominal pain,  with  vomiting  and 
shock,  followed  by  elevation  of 
temperature  and  an  amylase  of 
10,066  (normal  22).°  Patient  was 
said  to  have  had  a less  severe  at- 
tack about  a year  before.  He  was 
admitted  on  May  20,  1963,  at 
which  time  the  amylase  was  1,369; 
X-rays  of  stomach  and  gall  blad- 
der were  normal.  There  was,  how- 
ever, a palpable,  slightly  tender 
mass  in  the  right  upper  quadrant. 
The  mass  became  smaller  over  a 
14-day  period,  but  the  elevation 
of  amylase  persisted.  Because  the 
disease  was  not  diminishing  the 
patient  was  brought  to  the 
operating  room  on  }une  4,  1963. 
At  surgery,  the  head  of  the  pan- 
creas was  found  to  be  grossly  en- 
larged and  the  gall  bladder  was 
full  of  small  stones.  Cholecystec- 
tomy and  cholangiogram  were 
done.  There  were  no  bile  duct 
stones.  Pancreatograms  showed 
some  extravasation  of  dye  around 
the  head  of  the  pancreas  indi- 
cating that  there  was  acute  necro- 
sis or  cyst  formation  in  this  region. 
The  pancreatic  duct  was  drained 
for  three  weeks  with  a polyvinyl 
catheter  so  that  the  necrotic  ma- 
terial present  around  the  duct 
could  be  irrigated  free  from  time 
to  time  with  1-2  ml  of  1:2000 
benzalkonium  chloride.  The  am- 
ylase dropped  slowly  over  a period 
of  several  weeks  as  the  obstruction 
was  relieved.  He  was  discharged 
in  July  1963.  He  has  been  seen 
at  intervals  through  May  1967,  at 
which  time  he  was  well  and  had 
been  asymptomatic  since  dis- 
charge. 

Comment:  Only  four  others, 
of  this  series  of  358  patients  with 
acute  pancreatitis,  were  oper- 
ated upon  during  the  acute 
period.  All  five  patients  had 
persistent  abdominal  symtoms 
with  a high  serum  amylase  for 
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ten  days  or  more.  These  par- 
ticular patients  had  previously 
unrecognized  gall  bladder  stones 
without  common  duct  nr  ampul - 
lari / stones. 

At  one  time  gall  stones  were 
thought  to  be  the  principal 
cause  of  acute  attacks  of  pan- 
creatitis through  their  ball  valve 
action  on  the  ampulla  of  Vater. 
In  a collected  series  of  2,653 
patients  with  gall  stones  and 
pancreatitis,  only  118  had  stones 
in  the  ampulla  of  Vater  and  695 
others  had  common  bile  duct 
stones.6  We  feel  that,  while  it 
is  possible  that  smaller  stones 
may  have  passed,  proof  is  not 
forthcoming.  Further,  all  of  the 
five  patients  had  some  area  of 
necrosis  in  the  head  of  the  pan- 
creas which  kept  the  acute  pro- 
cess going.  Sphincterotomy  and 
drainage  at  this  point  certainly 
reduced  total  morbidity. 

secondary  treatment:  second  attack 
of  pancreatitis  requiring 
hospitalization 

All  such  patients  should  have 
a diagnostic  laparotomy  with 
treatment  of  disease  as  indi- 
cated. Two-thirds  or  more  of 
patients  so  operated  will  have 
gall  stones.  We  do  not  wait  for 
a third,  possibly  permanently 
disabling,  attack  before  doing  a 
laparotomy,  even  when  etiologic 
factors  are  unclear. 

summary 

Acute  pancreatitis.  The  first 
attack  of  acute  pancreatitis  is 
treated  medically  unless  compli- 
cations ensue  or  the  patient  does 
not  get  better.  Because  most 
patients  with  acute  pancreatitis 
have  related  gall  stones,  surgery 
in  these  individuals  is  directed 
primarily  towards  removal  of  a 
stone-filled  gall  bladder,  re- 


moval of  common  duct  or  am- 
pullary  stones,  or  the  drainage 
of  cysts.  We  prefer  trans- 
Vaterian  catheter  drainage  of 
acute  cysts,  whether  large  or 
small,  because  pancreatic  duct 
debris  can  be  irrigated  free  from 
the  duodenal  side  of  the  cyst, 
thus  allowing  a permanent  tract 
to  form  into  the  duodenum. 

In  those  patients  in  whom  the 
acute  attack  subsides  quickly, 
diagnostic  studies  should  be  di- 
rected towards  gall  bladder  and 
duodenum,  and  appropriate 
therapy  instituted. 

Recurrent  acute  pancreatitis. 
Diagnostic  laparotomy  should 
be  carried  out  following  the  sec- 
ond attack  of  acute  pancreatitis 
even  in  those  patients  in  whom 
no  definite  etiologic  relationship 
has  been  established.  Since  the 
majority  of  acute  pancreatitis 
patients  will  have  gall  stones, 
we  do  routine  cholangiograms 
on  all  such  patients.  We  do  a 
papillotomy  and  diagnostic  pan- 
creatogram on  all  patients  who 
have  had  repeated  acute  attacks 
of  pancreatitis  or  who  have  a 
diffusely  enlarged,  indurated 
pancreas.  A polyvinyl  catheter 
should  be  left  in  place  for  4 to 
5 days  after  operation  to  assure 
free  flow  of  juice  and  to  prevent 
formation  of  a duodenal  fistula. 

Diagnostic  laparotomy  should 
be  carried  out  on  all  patients  in 
whom  the  diagnosis  of  acute 
pancreatitis  is  not  clear.  One 
should  not  expect  increased 
mortality  as  a result  of  this 
maneuver.  ■ 

1115  Columbia  St.  98104 
(Dr.  White) 

chemical  nomenclature 

Generic  Trade 

pentolinium  tartrate  Ansolysen 

meperidine  Demerol 

benzalkonium  chloride  Zephiran 

continued  on  next  page 
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abstracto 


El  tratamiento  primario  del  paciente  con  pan- 
creatitis aguda , es  medico:  la  supresion  de  la 
secrecion  pancreatica,  tratamiento  del  “shock", 
y administracion  de  Uquidos  y electrolitos.  El 
tratamiento  secundario,  si  el  paciente  se  mejora, 
comienza  con  un  exdmen  radiologico.  La  cole- 


cist  ectomia  y la  colangiografia  deberia  hacerse 
si  es  que  hay  piedras  en  la  vesicula.  La  papilo- 
tomia  o esfinterotomia  pueden  estar  indicadas  si 
hay  obstruccion  de  los  conductos.  Una  laparo- 
tomia  puede  ser  necesaria  si  el  paciente  no 
mejora. 
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to  he  continued 


SOON  FINISHED-HOW  SOON  FORGOT? 

Pause,  dear  reader,  and  spare  a thought  for  that  body  of  lean  and  haggard  men 
and  women  which  can  be  seen  each  year  at  this  time  pacing  the  park,  muttering  the 
connections  of  the  Thalamus,  or  sitting  in  the  Library  fighting  off  fatigue  and  peering 
through  the  misty  spectacles  at  a well  thumbed  copy  of  the  briefest  summary  of 
Anatomy  that  they  dare  trust.  The  Annual  Hurdle,  the  Beecher’s  Brook  of  the  Medical 
Course,  is  before  them,  2nd  M.B.  For  eighteen  months  they  have  been  preparing  for, 
or  turning  their  backs  on  this  day— though  even  the  wise  and  well-prepared  seem  as 
drawn  and  pale  as  their  more  libertine  colleagues.  The  worry  and  the  sweated  labour 
will  soon  be  behind  them.  Take  heart  you  labourers  in  the  Biology  and  Physiology 
Labs.,  the  road  to  Down  Bros,  is  Jong  and  hard,  but  you  will  surely  be  there  selecting 
your  Lipmans—or,  in  this  year  of  all  years,  ye  Old  English  Stethoscope.  Invigorate  your 
mind  with  thoughts  of  the  "Real  Thing”  just  around  the  corner,  extend  your  back  to 
overcome  the  discomforts  of  three  hours  perched  on  a stool,  and  dream  of  the  well- 
padded  chairs  of  Queens  Square.  And  then,  when  it  is  over,  you  can  relax  in  your 
three-piece  suite  and  join  the  universal,  though  rather  sad  chorus,  “Well,  I suppose 
that  1 knetv  that  once.” 

Guy's  Hospital  Gazette 
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Med  iastinoscopy 


A.  C.  TORGERSON,  M.D.,  and  R.  D.  PINKHAM,  M.D., 
Seattle,  Washington 


Lymph  nodes  at  the  tracheobronchial  angles,  those  at  the  subcarinal  position, 
and  some  lobar  nodes  are  readily  available  to  mediastinoscopy,  a technique 
advancing  the  principle  employed  in  scalene  node  biopsy.  This  relatively  simple 
procedure  can  replace  exploratory  thoracotomy  in  helping  establish  resectability 
of  known  lung  cancer.  Its  field  of  application  is  being  rapidly  extended. 


The  evolution  of  mediastino- 
scopy stems  from  scalene 
node  biopsy  introduced  by  Dan- 
iels of  California  in  1949.  This 
was  furthered  by  Dwight  Har- 
kens of  Boston  in  1954,  with  his 
upper  mediastinal  exploration." 
It  remained  for  Carlens,  of 
Stockholm,  to  develop  the  mid- 
line pretracheal  approach  which, 
though  first  reported  in  this 
country  in  1959,  has  only  in  re- 
cent years  found  significant  ac- 
ceptance and  application.3  Our 
interest  stems  from  1963  when 
one  of  us  (A.C.T. ) learned  the 
technique  in  Germany.  After  in- 
troducing it  to  this  area,  we 
have  gained  experience  in  84 
cases  dating  from  November 
1964.  This  material,  together 
with  a review  of  the  recent 
northern  European  and  Ameri- 
can literature,  forms  the  basis  of 
this  report. 

technique  and  instruments 

The  patient  is  positioned  as 
for  tracheostomy  and  under  en- 
dotracheal anesthesia,  a short 
transverse  incision  allows  access 
to  the  trachea.  The  plane  be- 
neath the  pretracheal  fascia  is 
developed  by  finger  dissection 


and  the  mediastinoscope  is  ad- 
vanced under  direct  vision  along 
the  immediate  ventral  tracheal 
surface.  In  this  manner,  one  cir- 
cumvents the  large  vessels  of  the 
anterior  mediastinum  and  has 
access  to  the  tracheal  bifurcation 
and  the  major  bronchi. 

The  upper  lobe  bronchi  can 
be  reached  with  the  standard 
instrument.  Lymph  nodes,  or 
tumor  masses,  at  the  tracheo- 
bronchial angles,  subcarinal 
group  or  upper  lobe  bronchi, 
are  readily  removed  for  biopsy. 


Prior  to  actual  biopsy,  a needle 
aspiration  is  always  performed 
to  rule  out  a vascular  structure. 
This  is  important  as,  particular- 
ly early  in  one’s  experience,  a 
lymph  node  and  a tangential 
view  of  a vein,  especially  the 
azygous  vein,  can  be  confused. 
A longer  instrument  which  al- 
lows for  a greater  range  of  ex- 
ploration has  been  developed 
and  will  be  referred  to  later  in 
this  writing. 

Further  details  as  to  technique 
are  found  in  monographs  by 
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Palva4  and  Rink.5  Ward,  of  Van- 
derbilt University,  reports  26 
cases  successfully  done  under 
local  anesthesia  and  now  prefers 
this  method  over  general  anes- 
thesia." Though  we  haven't  used 
this,  were  not,  from  either  the 
suggested  advantages  or  his  re- 
ported results,  very  inclined  to 
change  from  the  standard  tech- 
nique at  this  time.  The  possi- 
bility will,  however,  be  kept  in 
mind. 

discussion 

Interest  in  the  lymphatic 
drainage  of  the  lungs  and  the 
mediastinum  has  gained  since 
mediastinoscopy  was  developed 
and,  indeed,  this  technique  has 
added  and  will  continue  to  add 
greatly  to  the  understanding  of 
of  this  still  incompletely  under- 
stood process.  An  excellent  re- 
view of  recent  work  and  a 
discussion  is  found  in  an  article 
by  Maassen  of  Germany.7 

The  segmental  brochopulmon- 
ary  nodes  remain  inaccessible 
but  certain  of  the  lobar  nodes, 
and  definitely  the  nodes  at  the 
tracheobronchial  angles  and  sub- 
carinal  positions  are  readily  ac- 
cessible. This  system  forms  the 
main  lymphatic  outflow  toward 
the  thoracic  inlet  over  the  pos- 
terior bronchomediastinal  trunk. 
Maassen  has  also  called  attention 
to  the  tendency  of  the  upper 
lobe  lesions  toward  early  medi- 
astinal involvement,  especially 
the  right,  as  well  as  the  earlier 
central  involvement  with  un- 
differentiated carcinoma.  Car- 
lens  has  found  crossed  spread 
with  not  only  left  lower  lobe 
and  lingular  lesions,  but  with 
left  apical  carcinoma  as  well. 
Maassen  found  left  to  right 
crossed  spread  but  no  right  to 
left  involvement.  We  have  found 
right  to  left  mediastinal  spread 
on  several  occasions,  primarily 
from  upper  lobe  lesions,  and  in 


at  least  one  case  of  so-called  coin 
lesion. 

Since  the  lymphatic  drainage 
of  the  esophagus  also  utilizes 
this  posterior  bronchomediastin- 
al trunk,  reports  of  the  success- 
ful use  of  mediastinoscopy  for 
judging  resectability  in . carci- 
noma of  the  esophagus  are  ap- 
pearing, i.e.  Akovbiantz,  et  al, 
from  Zurich.9  They  found  six  of 
twelve  middle-third  lesions  non- 
resectable  judging  from  involved 
mediastinal  nodes.  Specht,  of 
Germany,  has  widened  the  area 
of  possible  investigation  to  in- 
clude the  lower  esophagus,  the 
anterior  and  posterior  mediastin- 
al areas  and  the  space  lateral 
to  the  aortic  arch.9  The  descrip- 
tion of  his  technique  by  using  a 
longer  mediastinoscope,  devel- 
oped at  his  suggestion,  together 
with  case  reports,  suggest  that 
the  earlier  limits,  limiting  ex- 
ploration to  the  upper  anterior 
mediastinum  may,  at  least  in  cer- 
tain cases,  be  extended  without 
undue,  increased  risk  to  the 
patient. 

indications  and  contraindications 

1.  When  all  other  efforts  at 
making  a tissue  diagnosis  have 
failed,  we  feel  mediastinoscopy 
should  precede  thoracotomy  in 
the  vast  majority  of  cases.  If 
clinically  suspicious  scalene 
nodes  are  present,  they  are  bi- 
opsied  in  preference  to  medias- 
tinoscopy, but  we  have,  together 
with  the  majority  of  people  re- 
porting in  this  area,  given  up 
the  blind  scalene  node  biopsy. 
Even  Legler,  who  offers  the 
most  support  among  recent  au- 
thors, reports  only  a 10  per  cent 
yield  in  lung  cancer  with  non- 
palpable  scalene  nodes. 

2.  Mediastinoscopy  can  help 
establish  respectability  in  known 
cases  of  lung  cancer.  Here  the 
procedure  replaces  tin1  classic 
exploratory  thoracotomy. 


3.  It  can  help  establish  resect- 
ability' in  cases  of  carcinoma  of 
the  esophagus. 

4.  Carlens  has  reported  suc- 
cessfully placing  atrial  pace- 
makers via  this  route.11 

5.  Maassen  suggests  a thera- 
peutic application  of  the  proced- 
ure in  cases  of  sarcoidosis  where 
by  removing  large  node  masses, 
dysphagia  has  been  dramatically 
relieved  and  he  feels  resolution 
of  the  disease  has  been  hast- 
ened. 

The  single  specific  contra- 
indication has  been  superior 
vena  caval  syndrome,  but  Akov- 
biantz, reporting  from  Zurich, 
found  this  no  hindrance  in  four 
patients.13 

morbidity  and  mortality 

The  usual  patient  has  mini- 
mal postoperative  discomfort 
consisting  chiefly  of  some  pain 
on  swallowing.  This  clears  with- 
in 24-48  hours  and  frequently 
the  patient  is  discharged  on  the 
first  postoperative  day.  Infec- 
tion has  not  proven  to  be  a 
problem.  Uncontrolled  hemor- 
rhage remains  the  greatest  po- 
tential danger  but  the  incidence 
is  extremely  low.  Emergency 
thoracotomy  has  been  reported 
necessary  in  a few  cases,  com- 
bined with  resection  of  the 
underlying  lesion.  Partial  pneu- 
mothorax has  been  reported  but 
many  authors  point  out  this  will 
not  occur  if  slight  positive  pres- 
sure is  maintained  by  the  anes- 
thesiologist. 

Scattered,  rare  reports  of  re- 
current nerve,  vagus  nerve  and 
esophageal  injury  can  also  be 
found.  However,  large  series 
vary  from  less  than  1 to  2.6  per 
cent  morbidity.  The  mortality 
rate  is  even  less— certainly  below 
1 per  cent.  Carlens  reports  685 
cases  with  three  major  mishaps 
including  one  death  two  days 
after  the  procedure.11  We  have 
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Differential  Diagnostic  Mediastinoscopy 
Results  in  84  Coses 


Kig.  i. 


had  no  morbidity,  but  have  had 
two  deaths.  Both  occurred  in 
patients  with  carcinoma  of  the 
lung.  One,  a 67-year-old  male, 
developed  cardiac  arrest  shortly 
after  his  skin  incision  was  made, 
and  he  could  not  be  resuscitated. 
The  second,  a 67-year-old  fe- 
male, died  on  the  second  post- 
operative day  from  cardio- 
respiratory collapse.  She  had 
shown  extensive  mediastinal  tu- 
mor involvement  at  mediastino- 
scopy. 

There  is  a recognized  inherent 
risk  to  general  anesthesia  and 
psychic  trauma,  particularly  in 
the  carcinoma  group,  to  which 
these  often  somewhat  elderly  pa- 
tients are  subjected,  but  the  pro- 
cedure, as  such,  has  not  proven 
to  add  signfieantly  to  this  risk. 
In  considering  the  overall  pa- 
tient risk,  one  must  remember 
and  respect  the  known  10  to  15 
per  cent  mortality  associated 
with  exploratory  thoracotomy 
alone. 

results  and  evaluation 

There  is  now  sufficient  case 
material  available  to  show  that 
in  the  group  of  patients  harbor- 
ing mediastinal  or  hilar  disease, 


one  has  an  80-85  per  cent  chance 
of  establishing  the  diagnosis  via 
this  technique.  In  the  group  with 
more  diffuse  or  peripheral  lung 
disease,  this  drops  to  about  50 
per  cent.  Most  reported  series 
show  the  lung  carcinoma  group 
to  have  involved  nodes  in  30-35 
per  cent  and  Carlens  has  estab- 
lished the  rate  of  contralateral 
spread  at  about  20  per  cent  in 
the  case  of  lung  cancer. 

There  is  some  difference  of 
opinion  on  what  constitutes  non- 
resectability in  the  lung  cancer 
group.  This  question  has  been 
discussed  well  by  Maassen  and 
in  general  we  have  reached  the 
same  conclusions.7  He  points 
out  that  when  a positive  medi- 
astinal biopsy  occurs  proximal  to 
the  point  where  the  lung  is  to 
be  resected,  it  is  by  definition 
out  of  the  surgical  field  and  be- 
comes a palliative  resection. 
The  disheartening  results  of  pal- 
liative resection  have  been 
clearly  established. 

We  feel  that  those  cases  with 
1.  direct  mediastinal  tumor  inva- 
sion, 2.  high  lying  positive  ad- 
herent paratracheal  nodes,  and 
3.  contralateral  mediastinal 
spread,  are  not  candidates  for 


resection.  The  cases  with  posi- 
tive lobar  but  negative  tracheo- 
bronchial or  subcarinal  nodes 
certainly  remain  surgical  candi- 
dates. 

The  subcarinal  group  is  in 
the  most  controversial  area.  In- 
volvement of  these  nodes  clearly 
indicates  need  for  an  extended 
pneumonectomy.  Those  patients 
functionally  not  able  to  lose 
more  than  a lobe  are,  therefore, 
determined  nonresectable.  Those 
with  undifferentiated  cell  types 
involving  subcarinal  nodes  also 
are  not  resected. 

Some  work  (Zeidmann  and 
Buss")  suggesting  that  further 
spread  from  a node  does  not 
occur  until  after  the  node  is 
virtually  replaced  by  tumor, 
may  influence  one  to  be  more 
aggressive  in  those  instances 
where  the  proximal  nodes  show 
only  tumor  nests  in  the  sub- 
capsular  sinuses.  Current  investi- 
gation by  Moe  and  his  group  at 
the  University  of  Washington, 
however,  tends  to  refute  this 
filtering  action  by  the  nodes." 
This  group  then  demands  much 
consideration  when  deciding  on 
the  merits  of  resection  versus  the 
risk  or  possible  benefit  to  the 
patient. 

The  patient’s  age,  general  sta- 
tus, pulmonary  function,  tumor 
cell  type  and  cardiovascular  re- 
serve are  but  some  of  the  factors 
entering  into  the  equation.  The 
younger  patients  tend,  by  human 
nature,  to  receive  a more  aggres- 
sive approach,  but  this  should  be 
curbed  in  the  face  of  spread  ob- 
viously out  of  the  surgical  field. 
By  the  same  token,  older  indi- 
viduals with  lesions  cleared  at 
mediastinoscopy  and  with  rea- 
sonable operative  risk,  should 
not  be  denied  a chance  at  cura- 
tive resection.  The  occasional 
palliative  resection  for  uncon- 
trolled hemorrhage  or  infection 
will  still  be  necessary,  though 
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the  majority  of  these  respond 
satisfactorily  to  x-ray  or  anti- 
biotic therapy,  or  both. 

In  onr  current  group  of  84 
cases,  we  have  positive  diagnos- 
tic findings  in  74  per  cent.  This 
correlates  well  with  an  80  per 
cent  figure  of  300  cases  reported 
by  Bergh  of  Sweden.19  The 
lung  cancer  cases,  57  in  number, 
yielded  a tissue  diagnosis  in  54 
per  cent  (31  cases)  with  an  ad- 
ditional 21  per  cent  (12  cases) 
that  showed  clear  mediastinal 
nodes  at  mediastinoscopy  and 
were  substantiated  at  thoracot- 
omy. The  correlation  for  positive 
findings  in  this  group  was  thus 
75  per  cent.  The  25  per  cent 
(14  cases)  with  negative  or  un- 
certain correlation  included  4 
cases  that,  at  thoracotomy, 
showed  nodes  that  probably 
should  have  been  evident  at 
mediastinoscopy.  Some  cases, 
because  of  poor  pulmonary  func- 
tion or  refusal  for  further  sur- 
gery, were  not  resected  and  our 
correlation  remains  uncertain. 
The  further  clinical  course  will 
eventually  clarify  this  group. 


Our  experience  has  been  simi- 
lar to  others  reporting  a high 
percentage  positive  in  sarcoid- 
osis (near  100  per  cent  in  many 
series)  but  a very  low  return  in 
cases  of  diffuse  parenchymal 
disease  with  little  or  no  medias- 
tinal alteration.  The  rate  of  ex- 
ploratory’ thoracotomy  has  thus 
been  cut  30-40  per  cent  and 
conversely  the  resectability'  rate, 
once  the  mediastinum  has  been 
judged  free  of  metastasis,  rises 
to  85-90  per  cent  at  subsequent 
thoracotomy  ( Bergh19  and  Reyn- 
ders17). 


conclusion 

We  feel  mediastinoscopy  rep- 
resents a very  significant  ad- 
vance to  those  treating  pulmon- 
ary disease  and  we  subscribe  to 
the  following  statement  by  Car- 
lens:  “Even  if  one  cannot  expect 
mediastinoscopy  to  become  a 
routine  method  everywhere,  one 
should  be  aware  of  its  existence, 
and  that  it  may  be  of  great 
help  in  connection  with  unclear 
changes  in  the  lungs  and  medi- 
astinum/’ ■ 

1120  Cherry  St.,  # 250  98104 
(Dr.  Torgerson) 


abstracto 

Los  ganglios  linfaticos  localizados  en  los 
dngulos  traquero-bronquiales,  aquellos  en  la 
position  subcarina  y algunos  ganglios  lobulares 
son  facilmente  accesibles  por  medio  de  la 
mediastinoscopia,  una  tecnica  quo  avanza  el 
principip  empleado  en  la  biopsia  de  ganglios  del 
escaleno.  El  procedimiento  relativamente  simple 
puede  reem plaza r la  toracotomia  ayudando  a 
establecer  la  resectabilidad  de  cancer  pulmonar 
conocido.  Sit  campo  de  aplicacidn  se  estd  exten- 
diendo  rapidamente.  references  on  next  page 
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“DON’T  TREAD  ON  ME” 

One  obvious  reason  why  tax-payers  are  treated  with  contempt  by  free-spending 
politicians,  eager  to  buy  this  or  that  bloc  of  votes  at  the  price  of  other  people’s  money, 
is  that  they  are  completely  unorganized.  A very  healthy  change  would  come  over  the 
picture  if  taxpayers  in  states  and  communities  would  organize  and  study  with  micro- 
scopic closeness  the  spending  records  of  elected  officials  and  legislators. 

Then  they  could  punish  at  the  polls  every  executive,  every  administrator,  every 
legislator  on  the  Federal,  state,  or  local  level  who  is  identified  with  unnecessary  high 
spending  programs  that  involve  higher  taxes.  Let  them  develop  an  elephant’s  memory 
and  permanently  blacklist  every  man  and  woman  in  public  office  who  has  been  in  the 
habit  of  raiding  their  pocketbooks  with  impunity.  Let  this  strategy  be  applied  con- 
sistently, ruthlessly,  implacably,  and  the  politician’s  instinct  for  self-preservation  will 
come  into  operation  and  bring  about  a sudden  saving  vision  of  the  virtues  of  public 
economy. 

William  Henry  Chamberlin 
The  Freeman,  February  1968 
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X-Ray  of  the  Month 

SUBMITTED  BY  WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


A six-year-old  child  experienced  pain  in  the  left  leg  for  six  weeks.  Night  pain  was 
prominent  for  two  weeks.  One  calf  was  three-quarter  inch  larger  than  the  other  calf. 


see  page  530 
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berpasil'bsidnx 

(reserpine  and  hydrochlorothiazide) 

Combination  Tablets 


CIBA  Pharmaceutical  Company,  Summit,  N.J.  C 1 B A 

2/3813 
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He  isn’t  burdened 
by  his  hypertension 
or  his  therapy... 


Butiserpazide*  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
reserpine  formula;  it  supplements  it  with  the  mildly 
[sedative  effect  of  Butisol  (butabarbital). 

j Clinical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure1 ...  at  times  below  the  levels 
1 attained  with  previous  therapy2;  (2)  “striking”  im- 


provement in  such  symptoms  as  headache,  nervous- 
ness, palpitation  and  dizziness2;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”2 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility.  Are 
there  any  hypertensives  in  your  practice  who  might 
find  life  a little  pleasanter  on  Butiserpazide? 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Precau- 
tions: Butisol  (butabarbital)  — Exercise  caution  in  moderate  to  severe  hepatic 
disease.  Elderly  or  debilitated  patients  may  react  with  marked  excitement  or 
depression.  Hydrochlorothiazide  — May  induce  electrolyte  imbalance;  when  used 
with  digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  in- 
sufficiency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  only  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  cf 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  General—  Reduce  concomitant  antihypertensives  by  at  least 
50%,  and  exercise  caution  in  coronary  artery  disease.  Adverse  Reactions: 
Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps,  nausea,  palpi- 
tation, superficial  skin  bruises,  headache,  dehydration,  skin  rash,  "hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia,  photosensitiv- 
ity, pancreatitis,  jaundice,  xanthopsia,  purpura,  thrombocytopenia,  leukopenia, 


agranulocytosis,  aplastic  anemia,  anorexia,  gastric  irritation,  abdominal  cramp- 
ing, constipation,  glycosuria,  vertigo,  cutaneous  vasculitis,  orthostatic  hypo- 
tension (potentiated  by  alcohol,  barbiturates,  or  narcotics),  increased  salivation 
and  gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina-like 
syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  nervousness,  para- 
doxical anxiety,  rarely  atypical  Parkinsonian  syndrome,  central  nervous  system 
sensitization  (manifested  by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy),  dryness  of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  de- 
creased libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®-50: 
1 tablet  daily  or  b.i.d.  Before  prescribing  or  administering,  see  package  insert. 
References:  1.  Johnson,  H.  J.,  Jr.:  Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.: 
Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazidel25 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  B 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 


tWarning:  May  be  habit  forming. 

s15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEII ) 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 
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j 

JUDGE  ANTIBIOTIC  /OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin-neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 

brand 

POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


i BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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FACT  e.  LEGEND 


lJr*rXklAPAR  k L0ST  TH£  BATTLE 

U J f^QNflr^  of  Waterloo  because 

HE  WAS  TOO  FAT / 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13.  1890. 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  " IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT." 

SOURCE:  JAMA  786:65  (OCT.S)  1963. 


PoOf^A 


THE  BOOK  "PRAY  YOUR  WE/GHT  AWAY” URGES  READERS  TO 
“ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 


ACCORDING  TO  DRS.  SHIPMAN  AND  PLESSET 
"APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED.''*  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 
MOOD  AND  PHENOBARBITAL  TO  HELP  REDUCE  ANXIETY. 


source:  rev.  c.m  shedd:  new  york  l/pp/ncott,  issb. 


* SOURCE:  ARCHIVES  OF  GENERAL  PSYCHIATRY  8:26  (JUNE  1963). 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


AIYIBAR2 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up  T~|Vr'  I 'T~?  VT'T  A TY  O 
to  12  hours.  Methamphetamine,  the  appe-  A J_>1N  L/vJ3  O 

tite  suppressant,  gently  elevates  mood  and  methamphetamine  hci  is  mg ... 

rr  ’ ° J phenobarbital  64.8  mg.  (1  gr.) 

helps  overcome  dieting  frustrations.  Pheno-  (Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
" suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 


barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  /IH'ROBINS 


RICHMOND,  VA.  23220 


in  the  convalescent 
Datient  prolonged 
anxiety  can  interfere 
with  treatment 

Even  when  the  patient’s  prognosis 
s favorable— and  despite  the  doc- 
or’s  reassurances— his  convales- 
cence is  often  jeopardized  by 
lours  spent  in  worry  and  concern 
ever  the  future. 

The  adjunctive  use  of  Librium 
i (chlordiazepoxide  HCI)  is  fre- 
quently helpful  in  the  manage- 
iment  of  the  coronary  patient.  Its 
dependable  antianxiety  action 
usually  helps  him  relax,  become 
calmer,  less  preoccupied  with  his 
t illness;  and,  in  the  process,  it 
helps  create  an  emotional  climate 
' more  conducive  to  his  medical  im- 
[ provement.  Furthermore,  Librium 
} h.s.,  added  to  the  regular  t.i.d. 
schedule,  can  encourage  the  rest- 
\ ful  sleep  which  comes  with  relief 
1 from  anxiety. 

After  eight  years,  Librium  contin- 
ues to  demonstrate  an  impressive 
: record  of  safety.  In  general  use, 
the  most  common  side  effects  re- 
I ported  have  been  drowsiness, 

■ ataxia  and  confusion,  particularly 
in  the  elderly  and  debilitated.  (See 
: prescribing  information.) 

Before  prescribing,  please  consult  com- 
: plete  product  information,  a summary  of 
I which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
[ sion  and  apprehension  are  significant 
[ components  of  the  clinical  profile. 

Contraindications:  Patients  with  known 
I hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
I combined  effects  with  alcohol  and  other 
[ CNS  depressants.  As  with  all  CNS-acting 
: drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
I alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psycho- 
; logical  dependence  have  rarely  been 
: reported  on  recommended  doses,  use  cau- 
tion in  administering  to  addiction-prone 


present  and  protective  measures  neces- 
sary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper  dos- 
age adjustment,  but  are  also  occasionally 
observed  qt  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occa- 
sionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Usual  daily  dosage:  Individualize  for  max- 
imum beneficial  effects.  Oral— Adults:  Mild 
and  moderate  anxiety  and  tension,  5 or 
10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or 
25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 

5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide 
HCI)  Capsules,  5 mg,  10  mg  and  25  mg— 
bottles  of  50.  LibritabsT  M-  (chlordiazepox- 
ide) Tablets,  5 mg,  10  mg  and  25  mg— 
bottles  of  100.  With  respect  to  clinical 
activity,  capsules  and  tablets  are 
indistinguishable. 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of 
any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that 
its  potential  benefits  be  weighed  against 
its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  ex- 
citement, stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  de- 
pression; suicidal  tendencies  may  be 


for  the  lingering 
anxiety  of  convalescence 


Librium 

(chlordiazepoxide  HCI) 

5-mg,  10-mg,  25-mg  capsules 

Also  available:  Libritabs™  (chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets  FOR  THOSE  WHO  ARC  IN  NCCC 


OREGON 


Oregon  MedicaP Association-^^  s.w.  park  place,  Portland,  Oregon  97205 


president  Glenn  M.  Gordon,  M.D.,  Eugene 

secy.-treas.  Noel  B.  Ratals,  M.D.,  Astoria 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Oct.  1-4,  1968,  Portland 


Medical  Board  Licenses  40  Doctors 

Following  a regular  three-day  meeting  of  the 
Board  of  Medical  Examiners  of  the  State  of  Oregon, 
David  E.  Reid,  D.O.,  of  Lebanon,  was  elected  as 
Chairman;  Allan  L.  Ferrin,  of  Salem,  was  elected  as 
Vice-chairman  and  Carl  R.  Kostol,  of  Baker,  was 
elected  as  Secretary-Treasurer  for  the  ensuing  year. 

Carl  R.  Kostol,  announced  April  20,  1968  that 
the  following  physicians  are  licensed  to  practice 
medicine  in  Oregon: 

Gene  Vincent  Bogaty;  Joyce  Elaine  Braun;  Rob- 
ert Gary  Chuinard;  John  Arthur  Enbom;  Scott 
Hamilton  Goodnight;  Everett  Winslow  Lovrien; 
John  Roger  Obye;  Richard  Williams  Olmsted;  and 
Walter  Allen  Sunderland,  all  of  Portland. 

Bentley  Byron  Altizer  and  Mercedes  Fairfax  Al- 
tizer,  both  of  Lebanon;  Richard  Joseph  Betz,  and 
Robert  Francis  Betz,  both  of  Memphis,  Tennessee; 
Stephen  Francis  Birskovich,  Jr.,  U.S.  Army;  Malcolm 
Irvin  Brewer,  Jr.,  St.  Louis,  Missouri;  John  Philip 
Brunswick,  U.S.  Public  Health  Service;  Richard 
Hampton  Chryn,  Grants  Pass,  Oregon;  Lionel  Her- 
man deMontignv,  U.S.  Public  Health  Service;  Row- 
land Dean  Dietrich,  U.S.  Public  Health  Service; 
Elmore  Edward  Duncan,  El  Cajon,  California;  Wil- 
liam Francis  Eikelberry,  Longview,  Washington; 
Lenly  Marlin  Gearhart,  Salem,  Oregon;  Frederick 
Huesing  Helpenstell,  Nampa,  Idaho;  LeRoy  Michael 
Henrich,  Jr.,  Hanover,  New  Hampshire;  John  David 
Hensala,  Wilsonville,  Oregon;  Joseph  Anthony  Intile, 
Jr.,  Oregon  City,  Oregon;  David  Alan  Jasper,  U.S. 
.Army;  Carlos  Kirk  Kemper,  U.S.  Public  Health 
Service;  James  Marvin  Kilgore,  Jr.,  Phoneix,  Arizona; 
Charles  Bernard  Koch,  New  Lisbon,  Wisconsin; 
David  Warren  Lewis,  U.S.  Air  Force;  Donald  Glenn 
Moyer,  U.S.  Army;  Steven  Frigaard  Reeder,  U.S. 
Air  Force;  Richard  Treffle  Roberge,  Salt  Lake  City, 
Utah;  Chales  Roger  Starr,  Grand  Rapids,  Michigan; 


William  Pershing  Stephan,  Corvallis,  Oregon;  and 
John  Deason  White,  U.S.  Air  Force. 

Graydon  James  Carlstrom,  Dallas,  Texas;  Paul  G. 
Hutson,  Des  Moines,  Iowa;  and  Joseph  Aloysius 
Walsh,  Jr.,  Portland,  Oregon. 

The  next  regular  meeting  of  the  Board  of  Medical 
Examiners  is  set  for  July  11,  12  and  13,  1968.  The 
filing  deadline  date  for  this  meeting  is  June  11,  1968. 
The  State  Board  written  Examination  will  be  given 
on  July  9 and  10,  1968. 


To  fight TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULINJINETEST 


Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis  Available  in  5’s  and  25's. 


330—6/6135 


i 
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Mid-Year  Meeting  of  the  House 


Resolution  8,  introduced  at  the  Mid-Year  Session 
of  the  House  of  Delegates  of  Oregon  Medical  Asso- 
ciation, meeting  at  Gearhart,  April  19-21  was 
adopted  by  acclamation  at  the  opening  session.  It 
was  brief  but  significant: 

WHEREAS,  Roscoe  Miller  has  devoted 
twenty-one  years  to  the  Oregon  Medical 
Association  in  a selfless  and  dedicated 
manner,  and  many  other  “whereases”  too 
numerous  to  mention,  be  it 

RESOLVED,  that  the  Annual  Meeting  of 
the  Oregon  Medical  Association,  in  1968, 
be  dedicated  entirely  to  Roscoe  Miller. 

If  nothing  more  than  Resolution  8 and  the  report 
of  the  Grass  Roots  Committee  had  been  considered 
at  Gearhart,  the  Mid-Year  Session  would  have  been 
a worthwhile  session.  The  remarkable  accomplish- 
ment of  this  committee  stimulated  a large  share  of 
the  discussion  in  reference  committee  and  accounted 
for  much  of  the  time  required  for  the  final  House 
session. 

Organizations,  although  they  have  an  inherent 
mechanism  for  self  renewal  and  adaptation,  do  not 
always  satisfy  the  needs  of  all  members.  There  is 
dissatisfaction  because  a small,  self-perpetuating 
group  remains  in  control  of  policy  and  direction. 


It  does  not  matter  that  they  are  the  only  ones 
willing  to  give  time  and  energy,  year  after  year. 
Others  become  jealous  of  the  power  they  have, 
forgetting  the  fact  that  any  effective  organization 
must  be  directed  from  a central  source  of  authority, 
no  matter  how  the  authority  may  be  derived.  If  the 
jealousy  and  dissatisfaction  become  vigorous  enough, 
there  is  an  upheaval  in  which  much  of  value  is  lost. 

Oregon  Medical  Association  has  chosen  a much 
more  reasonable  route.  The  habit  of  innovation  and 
development  of  new  ideas  is  traditional  in  OMA. 
The  Grass  Roots  Committee  developed  against  a 
background  of  an  already  strong  and  flexible  or- 
ganization. It  was  appointed,  not  because  there  was 
widespread  discontent  and  jealousy  of  power,  but 
because  many  members  of  the  Association  were 
actively  seeking  ideas  for  improvement.  The  Grass 
Roots  Committee,  therefore,  was  a searching  commit- 
tee, not  content  to  mull  over  just  the  ideas  of  its 
members.  Literally,  it  went  out  asking  for  trouble. 

Although  all  of  its  recommendations  were  based 
on  comments  elicited  from  the  membership  of  OMA, 
not  all  were  accepted  by  the  House.  One  of  these 
was  the  proposal  to  eliminate  past-presidents  from 
membership  in  the  House  of  Delegates,  three  years 
after  conclusion  of  the  term  as  President.  Only  those 
retaining  active  membership  in  the  Association  are 
granted  privileges  of  the  House.  Their  experience 
and  counsel  are  to  be  retained. 


489 

Northwest  Medicine,  May,  1968 


The  Committee  proposed  that  membership  on 
committees  be  limited  to  five  years.  This  was  not 
adopted,  the  House  believing  that  the  length  of 
service  on  committee  should  be  determined  by  the 
appointing  officer  or  body. 

There  is  to  be  a trial  of  a program  proposed  under 
the  title  of  Great  Medical  Decisions.  The  Presi- 
dent-elect is  to  poll  the  members,  shortly  after  as- 
suming office,  on  an  annual  topic  for  discussion. 
The  three  topics  mentioned  most  frequently  are 
to  be  resubmitted,  by  the  president-elect,  for  final 
selection.  This  topic  will  become  a major  subject 
for  discussion  at  the  annual  meeting  at  which  he 
is  inaugurated.  During  the  year,  local  study  groups 
and  discussions  at  county  society  meetings  will 
consider  this  subject.  Finally,  a statement  of  posi- 
tion will  be  formulated  at  conclusion  of  the  dis- 
cussion during  the  annual  meeting.  “Medical  Legis- 
lation and  Politics’’  is  to  be  the  first  of  the  subjects 
considered. 

Also  on  trial  basis,  for  three  years,  will  be  a 
special  Ombudsman  Committee,  to  seek  out,  hear, 
investigate,  and  clarify  suggestions  and  complaints 
from  members  and  interested  parties. 

A complete  copy  of  the  annual  budget  is  to  be 
sent  to  each  county  society  president  where  any 
member  may  have  opportunity  to  see  it  and  a re- 
port of  sources  of  income  with  categories  for  ex- 
penditures is  to  be  sent  to  each  member.  Additional 
information  on  Association  activities  will  be  pro- 
vided by  publication,  in  northwest  medicine,  of 
full  list  of  committees  and  members. 

A portion  of  the  report  of  the  Grass  Roots  Com- 
mittee was  devoted  to  items  to  be  considered  for 
approval  and  reference.  Proposal  for  a conference 
to  investigate  representation  for  non-represented 
individuals  was  referred  to  the  Board  of  Trustees. 
Proposal  to  have  two  nominations  for  each  elective 
office  was  favored  but  required  no  new  action  since 
the  Nominating  Committee  can  now  nominate  more 


than  one  candidate  if  it  chooses  to  do  so.  Suggestion 
to  employ  a management  analyst  to  review  operation 
of  Association  affairs,  was  referred  to  the  Board  of 
Trustees.  Employment  of  behavioral  scientists  to 
study  motivation  of  physicians  to  participate  in  or- 
ganizational activities  was  not  approved.  Referen- 
dum mechanism  was  proposed  but  no  action  was 
taken  since  the  process  is  now  available.  The  Board 
of  Trustees  was  directed  to  consider  wider  use  of  it. 

Remuneration  of  presidents  was  not  adopted  and 
no  action  was  taken  on  a suggestion  that  extra- 
medical sources  be  asked  to  help  in  arriving  at 
decisions,  since  committees  are  free  to  seek  help 
when  needed.  A commission  structure  to  replace  the 
present  committee  system  will  be  studied  by  the 
Committee  on  Revision  of  Articles  of  Incorporation 
and  Bylaws.  The  recommendation  that  young  doc- 
tors and  students  be  encouraged  to  take  interest  in 
Association  activities  was  approved.  Use  of  various 
means  of  communication  to  members  will  be  studied. 
The  recommendation  to  limit  membership  in  the 
House  to  those  under  40  years  of  age  was  not  ap- 
proved but  county  societies  are  to  continue  in  ef- 
forts to  interest  younger  members  in  Association 
activity. 

All  of  the  foregoing,  and  more,  resulted  from  the 
report  of  the  Grass  Roots  Committee,  occupying 
16  pages  in  the  Delegates’  Handbook. 

Continued  on  page  492 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal* 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's 
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Don’t  let  monilia 
cut  broad-spectrum  therapy  short . 


start  with  „ 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESC  RIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  230  mg.  tetracycline 
HCI  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin  5 ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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Here’s  what  you  do  to 
get  samples  of  the 

anticostive* 

hematinic 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?) 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablct-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  ( to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 


489-7-6063 


Continued  from  page  490 
resolutions 

Nineteen  resolutions  were  submitted.  Two  were 
supported  by  statement  of  the  reference  committee 
although  not  adopted  formally,  three  were  not 
adopted,  two  were  referred,  and  12  adopted. 

In  addition  to  Resolution  8,  honoring  Roscoe 
Miller,  adopted  by  acclamation,  the  resolutions 
adopted  dealt  with  the  ANIA  Interspecialty  Com- 
mittee Report,  an  extended  OMA  public  relations 
program,  an  AMA  study  of  competitive  factors  in 
health  services  production,  establishment  of  a de- 
partment of  family  practice  at  the  University  of 
Oregon  Medical  School,  statutory  interference  with 
medical  decisions,  reaffirmation  of  endorsement  of 
Oregon  Physicians’  Service,  disapproval  of  sanctions 
as  proposed  by  the  Workmen’s  Compensation  Board, 
support  for  a Community  College  Bond  Measure, 
better  communication  with  Blue  Cross,  a program 
to  increase  membership  in  Oregon  Physicians’  Serv- 
ice and  the  four  independent  physician-sponsored 
plans,  and  a recommendation  that  cigarette  vending 
machines  be  removed  from  hospitals. 

The  House  also: 

Directed  sponsorship  of  legislation  at  the  1969 
session  of  the  Oregon  Legislature,  establishing  that 
provision  of  blood  or  transplantable  tissue  is  a 
service,  not  sale  of  a commodity. 

Defined  “usual  and  customary”  charges  and  speci- 
fied the  manner  of  application  to  completion  of 
reports  to  insurance  companies. 

Renewed  projects  in  the  field  of  public  relations 
and  approved  expenditure  of  $3,000  in  preparing 
pilot  examples  of  filmed  or  taped  programs. 

Directed  the  President  to  appoint  a committee 
to  work  with  the  liaison  committee  of  the  Oregon 
State  Bar  Association,  approved  investigation  of  the 
feasibility  of  a health-data  banking  system  and 
directed  AMA  delegates  to  urge  AMA  to  estab- 
lish a National  Health-Data  Banking  System. 

Declared  itself  opposed  to  establishment  of  drug 
formularies  by  other  than  state  or  national  govern- 
ment and  directed  the  Committee  on  Pharmacy  and 
Drugs  and  the  Committee  on  Mental  Health,  to 
coordinate  efforts  to  inform  the  public  on  dangers 
of  drug  abuse. 

Supported  comprehensive  planning  as  outlined  in 
Public  Law  89-749. 

Recommended  that  “a  minimum  level  of  accredit- 
ed continuing  medical  education  be  established  as 

Continued  on  page  494 
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When  it’s  time  for  Thorazine  chiorpronwme 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg.; 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg. 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 


©1967,  1968  Smith  Kline  4 French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 
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Continued  from  page  492 

a prerequisite  to  continued  membership  in  OMA  and 
furthermore  that  the  House  of  Delegates  of  the 
OMA  shall  approve  all  rules  and  regulations  to  im- 
plement this  principle  in  accordance  with  the  estab- 
lished evaluation  and  accreditation  mechanisms  in 
medical  education  in  the  AMA.” 

Directed  that  the  State  Legislature  be  urged  to 
establish  blood  alcohol  level  of  0.10  per  cent  or 
above  as  conclusive  legal  evidence  of  intoxication 
and  levels  between  0.08  per  cent  and  0.10  per  cent 
as  disputable  presumption  of  intoxication. 


Eighth  Annual  Dillehunt 
Memorial  Lecture,  June  1 

The  Orthopedic  Alumni  Association  of  the 
Shriners  Hospital  for  Crippled  Children,  in  Portland, 
will  hold  its  Eighth  Annual  Meeting  and  Dillehunt 
Memorial  Lecture  on  June  1 in  Portland. 


The  Dillehunt  Memorial  Lecture  is  sponsored 
by  the  alumni  of  the  orthopedic  residency  at 
Shriners  Hospital.  The  Lectures,  first  given  in  1961, 
resulted  from  a trust  fund  established  by  Richard 
D.  Dillehunt,  Chief  Surgeon  at  the  hospital,  1924- 
1943,  to  be  used  for  education  at  the  hospital. 

John  Royal  Moore,  Professor  of  Orthopedic  Sur- 
gery and  head  of  the  Department  of  Orthopedics 
at  Temple  University  from  1930  to  1966,  is  the 
Dillehunt  Memorial  Lecturer.  Dr.  Moore  was  Chief 
Surgeon  at  the  Shriners  Hospital  for  Crippled  Chil- 
dren in  Philadelphia  from  1930  to  1966.  He  is  a 
past  vice-president  of  the  American  Academy  of 
Orthopedic  Surgery  and  a past  president  of  the 
American  Orthopedic  Association. 

The  Lecture  is  open  to  all  physicians  interested 
in  orthopedics  in  the  Pacific  Northwest. 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREA  TMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
. unications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director. 


this  issue: 
serous  otitis  media 
an  original  article 
by  Robert  H.  Lofgren,  M.D. 


occluded  Eustachian  t. 


sinusitis 

nasal  allergy  4.  | 
deviated  septun 


aerotitis 


adenoids  (enlarged) 


Serous  otitis  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache” instead  of  a "screaming  earache”  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thick 
glue-like  fluid  causes  immobility  of  both  the  oval 
and  round  window.  Both  conditions  return  to  nor- 
mal when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult. 
; 

There  is  no  single  cause  for  serous  otitis.  One  fac- 
tor always  present  is  blockage  of  the  eustachian 
tube,  but  this  alone  is  not  enough  to  produce  fluid. 
There  must  also  be  an  inflammatory  reaction.  Block- 
age of  the  eustachian  tube  may  be  caused  by  many 
conditions.  In  children  the  most  common  cause  is 
enlarged  adenoids.  In  the  summer  the  next  most 
common  cause  is  allergy.  Upper  respiratory  infec 
tions  or  influenza  are  common  causes  in  the  winter 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep 
tal  deformity  and  cleft  palate  can  all  cause  eusta 
chian  tube  obstruction.  Some  children  may  have  t 
congenitally  small  eustachian  tube,  but  fortunateh 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often  . 
serous  otitis.  One  must  always  rule  this  out  in  an; 
adult  who  later  in  life  develops  repeated  or  persist 
ing  serous  otitis.  Causes  sometimes  overlooked  an 
nasogastric  tubes  after  surgery,  simple  obesity  am 
cardiorenal  disease,  which  may  produce  congestioi 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re 
cent  years  we  have  been  seeing  a new  cause— acut 
otitis  media,  where  the  patient  is  adequately  treate> 
with  antibiotics  but  where  drainage  has  not  beei 


e ablished  either  through  the  eardrum  or  down  the 
eitachian  tube.  A sterile  exudate  is  left  in  the  mid- 
cj?  ear. 

1 e inflammatory  response  may  be  caused  by  a 
naked  negative  pressure  as  in  air  otitis  from  flying, 
c it  may  be  from  a mild  bacterial  or  viral  infection 
i the  middle  ear.  Serous  fluid  is  a good  culture 
r dium  and  will  frequently  go  on  to  purulent  otitis 
r!  dia,  especially  if  the  original  blockage  was  caused 
t an  infectious  process  such  as  acute  rhinitis  or 
amoiditis.  When  the  infection  heals  there  may  be 
s rring  in  the  middle  ear  mucosa.  Mucous  glands 
cvelop  in  this  tissue  and  pour  out  a thick  mucoid 
r terial.  This  ear  usually  looks  normal  until  a 
j eumatic  otoscope  is  used.  The  objectives  in  treat- 
i i serous  otitis  are  to  remove  the  obstructing  agent 
ad  to  provide  drainage  from  the  middle  ear.  Often 
t s can  be  accomplished  by  decongestants  and  nose 
cpps.  If  large  obstructing  adenoids  are  present  they 
'ould  be  removed.  Sinusitis  should  be  treated  with 
Cil  decongestants  or  nose  drops,  plus  antibiotics 
\ere  indicated.  Nasopharyngeal  tumors  should  be 
t ated.  Allergies  should  be  treated  with  antihista- 
i nes  and,  where  indicated,  by  desensitization. 

I the  fluid  does  not  clear  with  medical  treatment 
ithin  a week  or  two,  a myringotomy  should  be 
line.  If  there  is  a question  of  active  infection  or  if 
e fluid  looks  purulent,  as  is  seen  at  the  conclusion 
acute  otitis,  cultures  are  taken.  On  adults  this  can 
1 done  in  the  office  without  anesthesia.  It  is  no 
ore  painful  than  an  intravenous  needle  for  a blood 
st.  A good  safe  topical  anesthetic  has  a tremen- 
pus  psychological  value  to  the  patient.  Children 
hder  the  age  of  1 require  no  anesthesia.  Between 
e ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
ntial  although  a general  anesthetic  may  be  used  to 
'oid  the  child’s  possible  mistrust  at  follow-up  ex- 
ininations.  I usually  do  the  myringotomy  at  the 
me  time  as  the  adenoidectomy  if  the  adenoids  are 
flarged.  Once  drainage  has  been  established  with 
bcongestants  or  by  myringotomy,  positive  pressure 
flation  of  the  middle  ear  is  invaluable  in  forcing 
it  the  serous  fluid  and  keeping  it  from  reforming, 
he  patient  can  do  this  himself  by  performing  the 
ilsalva  maneuver.  This  should  be  done  several 

Otoscopic 


Normal  Acute  Serous 


times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 

In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 

V leu's 


Acute  Purulent  Chronic  Serous 


dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell’s  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 

In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine'’ 

You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC'SYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro 
intestinal  upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en 
gaged  in  mechanical  operations  requiring  alert 
ness.  Use  with  caution  in  patients  with  hyperten 
sion,  heart  disease,  diabetes  or  thyrotoxicosis 
Dosage:  Children  1-6,  V2  tsp.;  Children  6-12,  1 
tsp.;  Adults,  2 tsp.  Administer  every  4 hours 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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OMA  news  continued  from  page  494 

Nominating  Committee  Solicits  Recommendations 


C.  H.  “Larry”  Hagmeier,  Chairman  of  the  Nomi- 
nating Committee,  invites  members  of  the  Oregon 
Medical  Association  to  submit  their  recommenda- 
tions to  the  Committee  for  officers  of  the  Association 
to  be  elected  at  OMA’s  1968  Annual  Meeting,  Port- 
land, October  1-4. 

Other  members  of  the  Nominating  Committee 
include:  Edward  N.  McLean  of  Oregon  City;  Wil- 
liam Richey  Miller  of  Eugene;  William  A.  Fisher, 
and  George  M.  Robins  of  Portland. 

The  Nominating  Committee  is  responsible  for 
recommending  candidates  for  the  offices  of  Presi- 
dent-elect, Vice-president,  Secretary-Treasurer,  and 
Speaker  of  the  House  of  Delegates.  The  candidates 
are  elected  by  the  general  society  at  its  annual 
business  meeting. 

The  second  group  of  recommendations  to  be  made 
by  the  Committee  include  a Delegate  and  an  Alter- 
nate Delegate  to  the  American  Medical  Association 


and  a member  of  the  Committee  on  Publications 
who  are  elected  by  the  House  of  Delegates.  Blair 
J.  Henningsgaard  of  Astoria  is  AMA  Delegate,  and 
Daniel  K.  Billmeyer  of  Oregon  City  is  his  Alternate. 
These  positions  are  held  for  two  year  terms  that 
begin  January  1,  1969  and  extend  through  Decem- 
ber 31,  1970.  Franklin  J.  Underwood,  Portland,  is 
the  incumbent  member  of  the  Committee  on  Publi- 
cation. His  three  year  term  will  expire  at  the  1968 
Annual  Meeting.  Other  members  of  this  Committee 
are  R.  Wayne  Espensen,  Roseburg,  and  John  V. 
Straumfjord,  Astoria.  These  three  physicians  are 
Oregon’s  representatives  on  the  Board  of  Trustees 
of  NORTHWEST  MEDICINE. 

Dr.  Hagmeier  invites  members  of  the  Association 
to  send  their  recommendations  to  him  at  Association 
headquarters  office  prior  to  June  8th,  when  the 
Committee  will  hold  its  first  meeting. 
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Indications:  Tofranil  is  recommended 
for  the  treatment  of  depressive  states 
of  diverse  psychopathology. 
Contraindications:  The  concomitant 
use  of  Tofranil  and  monoamine  oxi- 
dase inhibiting  (M.A.O.I.)  compounds 
is  contraindicated.  Hyperpyretic  crises 
or  severe  convulsive  seizures  may 
occur.  Potentiation  of  adverse  effects 
can  be  serious  or  even  fatal.  An  inter- 
val of  at  least  7 days  after  M.A.O.I. 
therapy  has  been  discontinued  should 
be  allowed  before  Tofranil  may  be  sub- 
stituted. Initial  Tofranil  dosage  should 
be  low,  increases  should  be  gradual, 
and  the  patient's  progress  should  be 
carefully  observed. 

Warning:  Clinical  reports  have  sug- 
gested that  there  may  be  a risk  of 
teratogenesis  associated  with  the  use 
of  this  compound  during  the  first  tri- 
mester of  pregnancy.  Unless,  in  the 
opinion  of  the  prescribing  physician, 
the  potential  benefits  outweigh  the 


possible  risks,  Tofranil  should  not  be 
used  during  the  first  trimester  of 
pregnancy. 

Cardiovascular  complications,  includ- 
ing myocardial  infarction  and  arrhyth- 
mias, have  occasionally  occurred  in 
susceptible  individuals.  Patients  with 
cardiovascular  disease  should  be 
given  the  drug  only  under  careful  ob- 
servation and  in  low  dosage. 
Precautions:  Since  suicide  is  always  a 
possibility  in  severely  depressed  pa- 
tients and  one  which  may  persist  until 
significant  remission  occurs,  such 
patients  should  be  carefully  super- 
vised during  early  treatment  with 
Tofranil.  Some  severely  depressed 
patients  may  also  require  hospitaliza- 
tion and/or  concomitant  electrocon- 
vulsive therapy. 

Because  of  its  anticholinergic  effect, 
caution  should  be  observed  in  pre- 
scribing Tofranil  for  patients  with  in- 
creased intraocular  pressure. 


In  rare  instances,  transient  cardia 
arrhythmias  have  occurred  in  hyp> 
thyroid  patients  and  in  patients  re 
ceiving  thyroid  medication  when 
Tofranil  was  added  to  the  regimer 
Imipramine  may  block  the  pharm 
cologic  activity  of  guanethidine  a • I 
other  related  adrenergic  neuron- 
blocking agents. 

The  drug  is  not  recommended  at  I 
present  time  in  patients  under  12  an 
of  age. 

Adverse  Reactions:  Dryness  of  th< 
mouth,  tachycardia,  constipation  s- 
turbances  of  accommodation,  sw>  - 
ing,  dizziness,  weight  gain,  urinar 
frequency  or  retention,  nausea  an  . 
vomiting,  peripheral  neuritis,  mildl 
parkinson-like  syndrome,  tremors 
rare  cases  of  falling  in  elderly  pa 
tients,  confusional  states  (with  su 
symptoms  as  hallucinations  and  cr 
orientation),  activation  of  psycho  in 
schizophrenics  and  agitation  (inci* 


When 
a milestone  in  life 
is  marred 
by  depression... 


Often  in  the  mind  of  the  lonely,  widowed, 
depression-prone  individual,  she’s  not 
gaining  a daughter.. .she’s  losing  a son. 
The  occasion  may  be  marred  by  de- 
pression with  such  symptoms  as  feelings 
of  sadness,  incapacity,  helplessness 
and  hopelessness. 

Tofranil  often  relieves  symptoms  of 
depression. 


As  maintenance  therapy  during  the  active 
phase  of  depression,  it  may  help  prevent 
relapse. 


The  use  of  Tofranil  in  patients  receiving 
M.A.O.I.’s  is  contraindicated. 

In  patients  with  cardiovascular  disease, 
hyperthyroidism  or  increased  intraocular 
pressure;  or  in  those  receiving  anticholi- 
nergics (including  antiparkinsonism 
agents),  thyroid  medication,  or  antihyper- 
tensive adrenergic  neuron-blocking 
agents;  and  in  those  in  their  first  trimester 
of  pregnancy,  the  special  precautions 
listed  in  the  prescribing  information 
should  be  carefully  observed. 

Toxic  reactions  severe  enough  to  require 
discontinuation  of  Tofranil  are  uncommon. 
However,  for  complete  details,  please 
refer  to  the  full  prescribing  information. 


r lypomanic  and  manic  episodes) 
v h may  require  dosage  reduction 
i'  'or  addition  of  a tranquilizer  or 
c jorary  discontinuation  of  the  drug, 
■ jptiform  seizures,  orthostatic 
i tension  and  substantial  blood 

> sure  fall  in  hypertensive  patients, 

5 jura,  transient  jaundice,  bone  mar- 
'<  depression  including  agranulocy- 
c 3,  sensitization  and  skin  rash 
r Jding  photosensitization,  eosino- 
3 a,  and  mild  withdrawal  symptoms 
3 udden  discontinuation  after  pro- 
< ied  treatment  with  high  doses. 

- asional  hormonal  effects  (im- 

3 :nce,  decreased  libido,  and  estro- 
) c effects)  may  be  observed. 
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i g anticholinergic  agents  (includ- 
I antiparkinsonism  drugs). 

- latient  Adult  Dosage:  Initially, 

' ig.  daily,  increased,  if  necessary, 


to  150  or  200  mg.  Maintenance  dosage 
may  be  lower,  50  to  150  mg.  daily,  if 
possible. 

Geriatric  and  Adolescent  Dosage: 
Initially,  30  or  40  mg.  daily,  which  may 
be  increased  according  to  response 
and  tolerance.  It  is  usually  unneces- 
sary to  exceed  100  mg.  daily. 

A lag  in  therapeutic  response,  lasting 
from  a few  days  to  a few  weeks, 
should  be  expected.  When  dosage 
recommendations  are  already  being 
followed,  increasing  the  dosage  does 
not  normally  shorten  this  latency 
period  and  may  increase  the  inci- 
dence of  adverse  reactions. 
Availability:  Tofranil:  Round  tablets  of 
25  and  50  mg.;  triangular  tablets  of 
10  mg.  for  geriatric  and  adolescent 
use;  and  ampuls,  each  containing 
25  mg.  in  2 cc.  for  I.M.  administration. 
(B)46-850-C 

For  complete  details,  please  refer  to 
the  full  Prescribing  Information. 
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Beverly  Smith  Named  WSNA  Executive  Director 

The  Board  of  Directors  of  the  Washington  State 
Nurses  Association  have  announced  the  appointment 
of  Beverly  Smith  (Mrs.  Forrest  S.  Smith)  of  Seattle 
as  Executive  Director.  The  newly  elected  President 
of  WSNA,  Mrs.  Dixie  A.  Wilkinson  of  Wenatchee, 
explained  that  Mrs.  Smith’s  duties  will  include  the 
execution  of  all  policies  and  programs  for  the  6,000 
member  professional  organization,  and  the  admini- 
stration of  the  services  offered  by  the  professional 
staff  at  the  headquarters  office  in  Seattle. 

Mrs.  Smith  has  been  associated  with  WSNA  for 
some  ten  years,  serving  first  as  parliamentarian  and 
then  on  the  professional  staff  as  an  Assistant  Execu- 
tive Director.  Mrs.  Smith  succeeds  Miss  Elizabeth 
Cantwell  who  joined  the  national  (American  Nurses 
Association)  professional  staff  in  New  York  City 
this  month. 

Also  well-known  in  state  education  circles,  Mrs. 
Smith  is  a member  of  the  Seattle  School  Board, 
the  Governor’s  Commission  on  the  Status  of  Women, 
and  the  Washington  State  Council  for  Children  and 
Youth. 

Another  area  with  which  Mrs.  Smith  has  long 
been  identified  is  that  of  statewide  legislative  acti- 
vity, a field  in  which  she  has  been  actively  involved 
since  1958. 


Proposed  Amendment  to  Article  IV,  Section  4 of  the 
Constitution  of  the  Washington  State  Medical  Asso- 
ciation 

Article  IV— Component  Societies 

Section  4:  Limitations.  Change  subsection  (d) 
to  (e)  and  replace  (d)  with  the  following: 

(d)  Non-citizens  who  possess  all  other  qualifi- 
cations for  membership  may  be  admitted  to  active 
membership  in  a component  society  provided  they 
file  with  their  application  a declaration  of  intention 
to  become  a citizen  of  the  United  States. 

(1)  Such  non-citizen  membership  shall  be 
held  for  not  more  than  a total  of  five  (5)  years. 

(2)  Such  non-citizen  membership  shall  ter- 
minate six  months  after  admission  to  citizenship. 

Accepted  as  amended— 1967  House  of  Delegates, 
WSMA  (To  be  published  twice  and  voted  on  at 
the  1968  House  of  Delegates  meeting.) 

Stroke  Survey  Planned 
by  Regional  Medical  Program 

The  Washington /Alaska  Begional  Medical  Pro- 
gram invited  360  general  practitioners  and  intern- 
ists to  assist  in  a stroke  survey  in  June  to  assess 
the  diagnosis,  treatment  and  rehabilitation  of  stroke 
patients. 

Continued  on  page  504 
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B and  C vitamins  aid  therapy: 
Nausea,  vomiting,  and  severe 
diarrhea  may  seriously  interfere 
with  the  digestion  and  absorp- 
tion of  nutrients.  STRESSCAPS 
capsules,  containing  therapeu- 
tic quantities  of  vitamins  B and 
C,  may  help  meet  the  needs  of 
these  patients.  In  digestive  dis- 
orders, as  in  many  stress  condi- 
tions, STRESSCAPS  vitamins 

aid  therapy.  334-8-6471 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine 

Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 10  mg 

Vitamin  B6  (Pyridoxine  HCI)  ...  2 mg 

Vitamin  B,2  Crystalline 4 mcgm 

Vitamin  C (Ascorbic  Acid) 300  mg 

Niacinamide 100  mg 

Calcium  Pantothenate 20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100. 

LEDERLE  LABORATORIES, 

A Division  of  American 

Cyanamid  Company,  Pearl  River,  N.Y. 


STRESSCAPS9 

Stress  Formula  B+C  Vitamins  Lederle 
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Continued  from  page  502 

Physicians  will  be  selected  at  random,  and  inter- 
viewed by  University  of  Washington  medical  stu- 
dents. Opinions  will  be  asked  on  the  availability 
and  adequacy  of  stroke  care  facilities  in  their  local 
area,  and  need  for  additional  facilities. 

By  deriving  information  directly  from  physicians, 
rather  than  from  hospital  records,  it  will  be  possible 
to  compare  the  progress  of  stroke  patients  treated  at 
home  and  in  nursing  homes  with  those  cared  for 
in  hospitals.  (One  community  physician,  at  a recent 
meeting  on  stroke  care,  estimated  that  at  least  25 
per  cent  of  his  stroke  patients  were  treated  at  home). 

It  is  hoped  that  personal  interviews  with  physi- 
cians will  furnish  information  not  previously  avail- 
able from  surveys  of  hospital  records  and  mailed 
questionnaires. 

If  a more  complete  profile  of  stroke  care  in  Wash- 
ington and  Alaska  can  be  established  medical  com- 
munities will  be  able  to  plan  more  effective  pro- 


grams to  meet  the  needs  of  their  stroke  victims. 
The  Washington/ Alaska  Regional  Medical  Program 
with  approval  of  the  Regional  Advisory  Committee 
and  the  Division  of  Regional  Medical  Programs  can 
allocate  funds  for  local  projects.  Goal  of  the  RMP 
projects  is  to  make  current  developments  in  stroke, 
heart  disease,  and  cancer  available  to  physicians 
and  their  patients. 

Results  of  the  survey  should  provide  a cross- 
section  of  the  incidence  of  stroke  in  the  major 
medical  communities  as  well  as  show  the  range  of 
severity  from  the  transient  ischemic  attacks  to  the 
rapidly  fatal  episodes. 

Letters  requesting  appointments  were  mailed  to 
physicians  last  month  from  project  director  Ann  P. 
Carter,  senior  research  fellow,  department  of  preven- 
tive medicine,  University  of  Washington. 

The  stroke  survey  has  been  approved  by  the 
Washington  State  Medical  Association. 


63  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 

TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
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Deadline  Set  for  Memorials,  Resolutions, 
Amendments  to  Constitution,  By-Laws 

All  resolutions,  memorials,  and  amendments  to 
the  Washington  State  Medical  Association  Constitu- 
tion and  By-Laws  must  be  submitted  to  the  WSMA 
Central  Office  by  June  15,  1968,  and  not  later 
than  July  1. 

All  resolutions  and  memorials  must  be  sponsored 
and  submitted  by  a member  of  the  House  of  Dele- 
gates and  when  submitted  in  writing  must  bear  his 
or  her  signature.  Names  of  the  WSMA  Delegates 
can  be  obtained  by  contacting  your  County  Secre- 
tary or  Executive  Secretary. 

The  79th  Annual  Convention  of  the  Washington 
State  Medical  Association  will  be  held  at  the 
Olympic  Hotel,  Seattle,  September  22-25,  1968. 

The  House  of  Delegates  will  meet  at  1:30  p.m. 
on  September  22,  and  hold  its  final  session  at  9:00 
a.m.  on  September  25.  Reference  Committees  will 
meet  September  23  and  24.  Scientific  Programs  will 
be  presented  September  23  to  25,  and  the  Golf 
Tournament  is  planned  for  September  23. 

Further  information  can  be  obtained  by  contacting 
WSMA  Central  Office  at:  444  N.E.  Ravenna  Blvd., 
Seattle,  Washington  98115. 


* 


504 

Northwest  Medicine,  May,  1968 


Here’s  why  usTareyton  smokers 
would  rather  fight  than  switch ! 


The  charcoal  filter  smooths  the  taste  as 
no  other  filter  can  . .soTareyton  tobacco  smokes  Ip 
even  milder.  ..andTareyton  smokers  get  the  taste  p 

worth  fight  ng  for  -|0O’s  or  king  size 


'O  fi-rrymriY 


The  activated  charcoal  filter. 
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An  invisible 

topical  problems  ^ 


Structurally  unique 
topical  steroid 
in  propylene  glycol 
vehicle  produces 
rapid  response 
in  many  dermatoses. 

Synalar  Solution  produces 
rapid  antiinflammatory,  anti- 
pruritic action  through  its 
unique  topical  corticosteroid, 
fluocinolone  acetonide.  The 
propylene  glycol  vehicle  pro- 
vides additional  benefits  for 
therapy  at  problem  sites  where 
it  is  difficult  to  achieve  contact 
between  the  lesion  and  medica- 
tion—or  where  creams  or 
ointments  may  make  the  lesions 
worse.  Synalar  Solution  has 
proved  particularly  valuable  in 
the  symptomatic  treatment  of 
seborrheic  dermatitis  of  the 
scalp,  nasolabial  folds,  eyebrows, 


/ 


ears,  and  in  flexural  folds  such  as 
the  axillae,  inframammary, 
umbilical  and  anocrural  areas. 
It  has  also  been  reported 
to  achieve  excellent  results 
in  the  adjunctive  management 
of  atopic  dermatitis,  contact 
dermatitis,  neurodermatitis, 
nummular  eczema,  psoriasis, 
and  sweat  retention  syndromes 
in  these  problem  sites. 


Ideal  for  moist  or 
intertriginous  areas. 


Penetrates 
the  hairy  sites. 


In  many  areas  of  the  body, 
hair  gets  in  the  way  of  treating 
the  underlying  dermatitis. 

The  propylene  glycol  vehicle  of 
Synalar  Solution  permits 
penetration  and  dispersion  at 
sites  where  creams  and  oint- 
ments do  not  readily  penetrate. 
May  be  applied  without 
matting  of  hair. 

A 


Propylene  glycol  is  strongly 
hygroscopic  and  is  especially 
useful  where  sweat  retention  is 
a problem.  Its  low  surface 
tension  permits  easy  spread- 
ability  in  difficult-to-treat  body 
areas.  A number  of  studies 
have  also  shown  that  propylene 
glycol  has  inherent  anti- 
microbial activity. 


*(ietically 
cptable 
xposed  areas. 

0 1 opylene  glycol  vehicle 
- \ ilar  Solution  possesses 
a useful  cosmetic  properties, 
a nd  greaseless,  it  is 
s :ky  or  messy,  will  not 
inlothing  or  skin. 
e>  ased  areas  of  the  body 
ei  cosmetic  appeal  is 
x ant,  Synalar  Solution 
m nothing  but  results. 

(iomical-a  little 
k a long  way. 

se  of  the  properties 
)i  oylene  glycol  and  the 
;1  am  potency  of 
3(  lolone  acetonide,  a small 
n ty  of  Synalar  Solution 
a long  way.  Also,  the 
s iption  price  of  a 20  cc. 
s : squeeze  bottle  of 
n ar  Solution  is  surprisingly 
r.  hus,  your  patients  obtain 
ir-ny  with  the  proved 
c y of  a potent,  truly 
«ced  topical  corticosteroid. 


Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin 
(including  herpes  simplex,  vaccinia,  and 
varicella) . Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of 
the  components. 

Precautions:  In  some  patients  with  dry 
lesions,  the  solution  may  increase  dry- 
ness, scaling,  or  itching.  Application  to 
denuded  or  fissured  areas,  such  as 
genital  or  perianal  sites,  may  produce  a 
burning  or  stinging  sensation.  If  this 
persists  and  dermatitis  does  not  improve, 
discontinue  medication.  Although 
propylene  glycol  has  antiseptic  activity, 
there  should  be  careful  initial  evaluation 
and  follow-up  of  infected  sites.  Incom- 
plete response  or  exacerbation  of  lesions 
may  be  due  to  true  infection,  which 
requires  susceptibility  testing  and 
appropriate  therapy.  On  the  other  hand, 
saprophytic  or  low  grade  infections  may 
clear  spontaneously  under  the  influence 
of  Synalar  Solution  alone.  Where  severe 
local  infection  or  systemic  infection 
exists,  the  use  of  systemic  antibiotics 
should  be  considered,  based  on  suscepti- 
bility testing.  While  topical  steroids 
have  not  been  reported  to  have  adverse 
effect  on  pregnancy,  the  safety  of  their 
use  on  pregnant  females  has  not  abso- 
lutely been  established.  Therefore,  they 
should  not  be  used  extensively  on  preg- 
nant patients,  in  large  amounts,  or  for 
prolonged  periods  of  time. 

Side  Effects:  Side  effects  are  not 
encountered  ordinarily  with  topically 
applied  corticosteroids.  As  with  all 


An  invisible  topical 


drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under 
certain  conditions. 

Availability:  Synalar  (fluocinolone 
acetonide)  Solution  0.01%  in  a propy- 
lene glycol  vehicle  with  citric  acid  as 
preservative.  20  and  60  cc.  plastic 
squeeze  bottles.  Also  available:  Synalar 
(fluocinolone  acetonide)  Cream  0.025% 
— 5,  15  and  60  Gm.  tubes  and  425  Gm. 
jars.  Cream  0.01%  — 15,  45  and  60  Gm. 
tubes  and  120  Gm.  jars.  Ointment 
0.025%  — 15  and  60  Gm.  tubes. 
Neo-Synalar®  (neomycin  sulfate  0.5% 
[0.35%  neomycin  base] , fluocinolone 
acetonide  0.025%)  Cream  — 5,  15  and 
60  Gm.  tubes. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE3 

LABORATORIES  INC..  PALO  ALTO.  CALIF. 


OBITUARIES 


dr.  Eleanor  m.  CRiM,  72,  of  Seattle,  Washington, 
died  January  30,  1968.  Dr.  Crim  graduated  from  the 
University  of  Minnesota  Medical  School,  Minne- 
apolis, Minnesota,  in  1923  and  teas  licensed  in  1941. 
Dr.  Crim  was  horn  in  North  Dakota.  Cause  of  death 
was  chronic  heart  disease. 


dr.  louis  f.  hulsman,  83,  of  Richland,  Washington, 
died  February  27,  1968.  Dr.  Hulsman  graduated 
from  the  Medical  College  of  Ohio,  Cincinnati,  Ohio, 
in  1907  and  received  his  license  in  1947.  He  was 
born  in  Indiana.  Death  was  caused  by  pneumonia. 


dr.  otto  mathias  rott,  84,  of  Spokane,  Washing- 
ton, died  February  8,  1968.  Dr.  Rott  graduated 
from  Jefferson  Medical  College  of  Pennsylvania, 
Philadelphia,  in  1908  and  received  his  license  in 
1918.  He  was  born  in  Ohio.  Cause  of  death  was 
cerebral  arteriosclerosis. 


dr.  leox  b.  thomas,  60,  of  Tacoma,  Washington, 
died  February  15,  1968.  Dr.  Thomas  graduated  from 
Washington  University  School  of  Medicine,  St. 
Louis,  Missouri,  in  1934,  and  was  licensed  in  1946. 
He  was  born  in  Iowa.  Death  was  caused  by  severe 
coronary  atherosclerosis. 


dr.  john  dahst,  89,  of  Auburn,  Washington,  died 
February  12,  1968.  Dr.  Darst  was  a 1903  graduate 
of  Rush  Medical  College,  Chicago,  Illinois,  and  was 
licensed  in  1918.  He  was  born  in  Illinois.  Death 
was  caused  by  broncopneumonia. 


dr.  edgar  e.  duncan,  73,  of  Seattle,  Washington, 
died  February  5,  1968.  Dr.  Duncan  graduated  from 
Johns  Hopkins  University  School  of  Medicine,  Balti- 
more, Maryland , in  1919  and  received  his  license  in 
1928.  He  was  born  in  Arkansas.  Death  was  caused 
by  cerebral  arteriosclerosis. 


(2x0 van  c2fitt  c2~foij2itai 


FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 

Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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...but  his  other  symptoms: 

functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

AMITRIPTYLINE  HC1 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  with 
package  or  available  on  request. 

@ MERCK  SHARP  &D0HME  Division  of  Merck  & Co  Inc  . West  Raint  Pa  19486 

WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAPY 


CHARLES  D.  MULLER,  M.D. 


While  attending  the  National  Health  Forum  in 
March  1968,  a vision  of  the  entire  health  pro- 
fessional spectrum  flashed  through  one  eye— the 
other  was  amblyopic.  The  clear  visioned  eye  focused 
on  other  health  professionals  concerned  with  quality 
care.  It  moved  from  financing  to  licensure,  to  man- 
power, to  education,  to  facilities,  to  the  compon- 
ents of  teamwork,  and  finally  to  the  measurements 
of  quality  in  health  care.  These  professionals  looked 
at  physicians,  through  the  microscope-telescope  of 
P.L.  89-749,  and  translated  what  they  envisioned. 
It  was  interesting,  informative,  and  educational. 
As  if  seeing  and  knowing  seemed  like  caring.  Yet 
few,  other  than  physicians,  could  relate  the  experi- 
ence of  assuming  full  responsibility'  for  a human  life. 
Statisticians  talked  of  measurements  of  quality  in 
health  care  like  the  measurements  of  an  inert  cube; 
the  height,  width,  and  depth  were  calculable  in 
terms  of  accreditation,  licensure  and  certification. 
Then  their  amblyopic  eye  hazily  sighted  the  intan- 
gibles—personal  integrity',  imagination,  industry',  and 
application,  experience  and  judgement.  Perhaps 
physicians  eye  only  the  latter  in  dealing  with  the 
realities. 

What  physician  can  be  blind  or  deaf,  or  silent  to 
the  unmarried  mother?  Can  the  physiotherapist  mas- 
sage away  her  tumor  with  vanishing  cream?  Can 
society  provide  the  impersonal  manpower  to  deal 
with  such  a personal  problem?  Can  the  psychologist, 
statistician,  demographer,  or  sociologist  allay  her 
anxiety  in  the  delivery  room?  Or  do  they  deal  with 
the  abstract?  Abstract  in  vision,  abstract  in  thought, 
abstract  in  education  with  what  ought  to  be,  not 
with  what  is.  People  are  what  is.  Physicians  deal 
with  people.  People  have  problems.  Individual  prob- 
lems relate  to  individual  people. 


PRESIDENTS  page 
An  Eye  Opener 

If  the  binocular  vision  of  all  other  profes- 
sional disciplines  could  focus  on  people  as 
individuals,  not  as  statistics,  not  as  systems 
or  cubes,  then  perhaps  they  could  apply  the 
physicians'  dedication,  industry,  and  endeavor 
to  the  solution  of  individual  problems  for  hu- 
man beings,  even  at  the  risk  of  being  self- 
sacrificial. 


Then  with  psuedo  binocular  perception  one  eye 
saw  society  in  a complex  reality  expecting  and 
pleading  “for  the  most  care  for  the  most  people.” 
The  other  amblyopic  eye  failed  to  focus.  Perhaps 
it  shouldn’t.  Perhaps  visionary  illusions  allow  the 
promiscuous  latitudes  of  the  clinical  or  practicing 
physician’s  mind.  Perhaps  this  amblyopic  eye  dims 
and  hazes  over  subconsciously  with  mention  of  com- 
puting human  lives  into  dollars  and  manpower  equa- 
tions. The  practicing  medical  profession  is  certainly 
not  envisioned  as  perfect.  Yet  in  spite  of  all  the 
shortcomings,  the  excellence  of  their  training,  edu- 
cation, dedication,  and  industry  has  resulted  in  the 
highest  level  of  health  care  available  in  any  country 
in  any  era,  in  spite  of  an  “obsolescent  system.” 

If  the  binocular  vision  of  all  other  professional 
disciplines  could  focus  on  people  as  individuals,  not 
as  statistics,  not  as  systems  or  cubes,  then  perhaps 
they  could  apply  the  physicians’  dedication,  in- 
dustry, and  endeavor  to  the  solution  of  individual 
problems  for  human  beings,  even  at  the  risk  of 
being  self-sacrificial. 

We  can  and  have  devised  a voluntary  practical 
means  to  balance  quality  care  with  citizens  con- 
sumer’s requests  (supply  and  demand).  If  there 
are  scotomata,  they  are  in  ourselves  and  themselves 
—in  our  attitudes  and  their  attitudes— in  our  un- 
willingness to  try  and  theirs. 

So  far  little  has  been  done  to  prepare  the  citizen 
for  his  role  in  the  consumer  responsibility  for  health 
care.  His  demand  or  right  for  health  care  stems 
from  his  experience  of  real  health  needs.  This  new 
role  for  the  citizen  can  be  referred  to  as  Community 
Health  Citizenship.  Physicians  can  focus  on  this  with 
either  eye  because  we  see  individuals  in  either 

Continued  on  page  514 
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Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 
Methamphetamine  hydrochloride  10  mg./  Amobarbital  (Warning,  may 
be  habit  forming ) 50  mg./Homatropine  methylbromide  7.5  mg. 
*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self -limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects : Insomnia,  excitability,  central  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions:  Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference : Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 

Dis  Nerv  Syst  23 :450  (Aug)  1962  . ® 1966  HAACK  1-66  MADE  IN  U.S.A. 

HAACK  LABORATORIES,  INC., 

Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


Continued  from  page  521 

image.  This  requires  the  citizen  to  know  himself. 
It  is  dependent  on  recognition  of  patient  (consumer) 
responsibility  in  the  health  service  contract  not  to 
make  excessive  demands  on  already  overtaxed  health 
services  and  to  participate  in  community  health  care 
planning.  In  this  fashion,  the  consumer,  citizen,  in- 
dividual patient  could  provide  inputs  into  the  health 
care  system  to  adjust  reality  to  practicality.  Such 
a voluntary  partnership  could  be  enviable  if  the 
practicing  medical  profession  projects  as  favorably 
as  I know  it  will.  This  partnership  does  exist  without 
intermediaries.  It  provides  private  physicians  with 
private  patients  because  of  consumer  preference 
from  day  to  day. 

The  paradox  of  professionalism  becomes  visual. 


not  as  an  outcome  of  some  deep  conspiracy  against 
the  public,  but  as  a “natural”  outcome  of  well- 
intentioned  practicing  physicians  with  a special 
perspective  on  themselves,  their  work,  and  their 
profession.  When  it  involves  good  intentions  rather 
than  a conspiracy,  it  is  a difficult  problem  for  social 
policy  to  cope  with.  Can  society  see  what  is  valu- 
able in  the  course  of  reforming  what  is  unsatis- 
factory—or  is  society  also  amblyopic?  Whose  vision, 
and  which  eye  will  dominate?  ■ 


12001  Ambaum  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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Abbott 

Antihypertensive 
Building  Blocks 


A simplified  approach 
to  the  practical  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  sevef 

enduron 


METHYCLOTHIAZIDE 

See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
<dds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

)nce  a day,  every  day  mild  to  moderate  to  severe 

ENDURONYL 

yiEIHYCLOTHIAZIDE  5 mg.with 

1ESERPIDINE  0.25  mg.  Or(FORIE)  0.5  mg.  see  Brief  Summary  on  final  page  of  advertisement 


801094 


Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fror 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGYLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 

METHYCLOTHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  tv/o 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 


itors; methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings- Patients:  1.  No  other  drugs  (particularly  "cold 
preparations"  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions— Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 


TM-TRADEMARK 


When  the  emotionally  impaired  patient  pays  an  office  call... 


headache,  G.i.  upset, 


emotional  state 


your  nurse’s  attention 


She  asks  for  your  help,  When  not  at  your  office,  She  often  seeks  a She’s  excessively 

but  just  can’t  seem  she’s  constantly  physical  explanation  apprehensive; 

to  follow  through  on  the  phone:  can’t  sleep,  for  her  distressing  demands  much  more  of 


In  moderate  to  severe  anxiety... 

■ Mellaril  helps  control  the  most  frequent  symptoms:  marked 
tension,  agitation,  apprehension,  restlessness,  hypermotility 

■ Mellaril  often  alleviates  anxiety-induced  somatic  complaints 

■ Mellaril  frequently  helps  strengthen  emotional  resources 

■ Mellaril  helps  the  patient  maintain 
realistic  contact  with  environment,  closer 
harmony  with  family 
Contraindications:  Severely  depressed  or 
comatose  states  from  any  cause,  and  in 
association  with  or  following  MAO  inhibi- 
tors; severe  hypertensive  or  hypotensive 
heart  disease. 

Precautions:  Hypersensitivity  reactions 
(e.g.,  leukopenia,  agranulocytosis)  and 
convulsive  seizures  are  infrequent.  Pig- 
mentary retinopathy  has  been  observed 
where  doses  in  excess  of  those  recom- 
mended were  used  for  long  periods  of 


time.  May  potentiate  central  nervous  system  depressants,  atro- 
pine, and  phosphorus  insecticides.  Where  complete  mental  alert- 
ness is  required,  administer  the  drug  cautiously  and  increase 
dosage  gradually.  In  addition,  orthostatic  hypotension  (especial- 
ly in  female  patients)  has  been  observed. 
Epinephrine  should  be  avoided  in  treat- 
ment of  drug-induced  hypotension. 

Side  Effects:  Pseudoparkinsonism  and 
other  extrapyramidal  disorders  are  in- 
frequent; drowsiness,  especially  in  high 
doses  early  in  treatment,  may  occur; 
nocturnal  confusion,  dryness  of  the 
mouth,  nasal  stuffiness,  headache,  pe- 
ripheral edema,  lactation,  galactorrhea, 
and  inhibition  of  ejaculation  are  noted 
on  occasion;  photosensitivity  and  other 
allergic  skin  reactions  may  occur  but  are 
extremely  rare. 


for  moderate  to  severe  anxiety 

Mellaril 

(thioridazine) 
25  mg.  t.i.d.^ 


Before  prescribing,  see  package  insert  for  full  product  information. 
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PRESIDENTS  page 


Communication 

— A Necessity 


Experience  increasingly  leads  us  to  recognize  the 
mounting  problems  of  communication. 
Although  it  is  evident  that  this  problem  exists 
in  all  areas,  I would  like  to  ask  you  to  consider  the 
effect  of  poor  communications  on  physicians  and 
their  professional  organizations. 

A frequent  complaint  is:  “Why  aren’t  we  made 
aware  of  this?”  The  answer  too  often  is  that  the 
information  was  made  available,  but  was  not 
noticed;  therefore  no  action  resulted. 

And  how  about  the  most  common  and  tragic 
lack  of  communication— those  opinions  so  frequently 


voiced  only  in  casual  conversations,  “Why  don’t  our 
officers  do  something  about  this  problem?” 

I would  like  to  recommend  “Grass  Roots  Stir- 
ring” in  the  February  issue  of  northwest  medicine 
to  every  member  for  reading.  Communications  must 
obviously  be  two-way.  Without  the  exchange  of 
ideas  with  someone  on  the  other  end  of  the  line, 
the  telephone  would  be  useless.  And  obviously  an 
open  mind  must  be  present  and  functioning  at 
each  receiver. 

The  final  resolution  of  your  Association’s  prob- 
lems is  by  the  House  of  Delegates.  It  has  often 
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been  observed  that  many  delegates  to  that  House 
lack  communication  with  the  members  they  are 
elected  to  represent— thus  failing  to  reflect  the  views 
of  their  society. 

And  after  the  votes  are  counted,  delegates  are 
ineffective  unless  they  report  to  their  component 
societies. 

Too  often  this  opportunity  is  not  afforded,  or  the 
delegate  does  not  function  because  of  his  own 
lack  of  initiative. 

The  word  “delegate”  derives  from  the  Latin 
“delegare”,  meaning  to  send  with  a commission. 
The  English  noun  is  defined  as  “one  sent  and 
empowered  to  act  for  another;  a deputy;  a rep- 
resentative.” 

Without  communication  our  delegates  certainly 
cannot  act  for  or  represent  us. 

Your  state  Association  Officers  and  Councilors, 
your  Executive  Secretary  and  his  staff,  admit  to 
errors  of  effective  communication  at  times.  How- 
ever, an  honest  analytical  examination  of  this  prob- 
lem will  demonstrate  that  errors  are  committed  on 
both  ends  of  the  line. 

Suggestions  for  bringing  about  more  effective 
communications  could  include  the  following: 

1.  Make  your  views  known  to  your  representa- 


tives, your  Society,  your  Councilor  and  your  dele- 
gates, rather  than  wasting  time  in  idle  complaint. 

2.  Read  and  heed  information  from  all  levels  of 
organized  medicine. 

3.  Instruct  delegates  prior  to  meetings  of  the 
House  of  Delegates,  and  ask  for  a report  from 
them  following  the  meeting. 

4.  Finally,  to  accomplish  these  objectives,  be- 
come an  increasingly  interested  and  active  member 
of  your  professional  organization. 

With  improved  communication,  we  will  have 
fewer  misunderstandings,  thus  avoiding  disharmony 
—something  certainly  not  needed  in  these  times  of 
stress  for  the  profession  of  medicine. 

These  thoughts  are  well  summarized  in  a recent 
statement  by  the  President  of  the  American  Medical 
Association,  Milford  O.  Rouse,  who  said  “Strength- 
ening tomorrow’s  medical  profession  is  the  job  of  all 
of  us.  Nobody  can  do  it  for  us,  nobody  else  is  even 
trying.  ■ 


Idaho  News  Notes 


open  forum 

The  Southeast  Idaho  District  Medical  Society, 
in  cooperation  with  Idaho  State  University,  spon- 
sored an  Open  Forum  on  Health  Education,  Para- 
Medical  Education  and  Health  Problems  in  Poca- 
tello in  April.  Committee  Chairman  for  the  event 
was  E.  V.  Simison,  Pocatello,  a past  president  of 
the  Idaho  Medical  Association  and  Dean  of  the  ISU 
College  of  Medical  Arts. 

On  the  following  day  in  Pocatello,  representa- 
tives of  the  Intermountain  Regional  Medical  Pro- 
gram, based  in  Salt  Lake  City,  attended  an  informal 
discussion  of  the  program’s  role  in  Idaho  and  to 
explore  community  interest  in  the  program.  Lloyd 

S.  Call,  Pocatello,  is  the  coordinator  of  the  Regional 
Medical  Programs  for  the  Southeast  Idaho  District 
Medical  Society. 

trial  for  lawsuit 

A medical-legal  program  which  depicted  events 
leading  to  trial  of  an  industrial  accident  case  was 
presented  in  Boise  in  April.  The  program  was  de- 
signed to  increase  understanding  between  physi- 
cians and  lawyers  concerning  the  physician’s  func- 
tion and  role  in  trial  for  a lawsuit.  It  was  co-spon- 


sored by  the  Idaho  Medical  Association  and  the 
Idaho  Continuing  Legal  Education  Organization. 

AMPAC 

Dr.  and  Mrs.  John  T.  Brockley,  Coeur  d’Alene, 
and  Harry  F.  Brumbaeh,  Twin  Falls,  represented  the 
Idaho  Medical  Association  at  the  National  Workshop 
of  the  American  Medical  Political  Action  Committee 
in  Washington,  D.C. 

state  health  planning 

James  R.  Kircher,  Burley,  President,  Idaho  Medi- 
cal Association,  has  named  six  physicians  to  rep- 
resent medicine  in  assisting  the  Governor’s  Advisory 
Committee  on  State  Health  Planning  through  par- 
ticipation in  a general  meeting  for  discussion  of  the 
purpose,  goals  and  procedures  in  Comprehensive 
Health  Planning. 

Those  appointed  were:  Alexander  Barclay,  Coeur 
d’Alene,  the  Association’s  Delegate  to  the  Ameri- 
can Medical  Association;  Wallace  H.  Pierce,  Lewis- 
ton, a past-president  of  the  Association;  J.  Gordon 
Daines,  Boise;  Robert  M.  Stovall,  Paul;  Jay  P. 
Merkley,  Pocatello;  and  Ronald  K.  Lechelt,  Idaho 
Falls. 
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immunization 

To  clear  some  confusion  concerning  conflicting 
recommendations  on  the  proper  ages  for  receiving 
immunization,  the  following  suggestions  of  the  Pre- 
ventive Medicine  Division  of  the  Idaho  Department 
of  Health  are  presented  with  approval  of  the  Asso- 
ciation’s Board  of  Health  Advisory  Committee: 

“The  recommendation  for  immunization  for  small- 
pox only  after  12  months  of  age  has  been  made  by 
the  Immunization  Practices  Advisory  Committee  of 
the  American  Medical  Association  and  by  the 
American  Academy  of  Pediatrics,  after  documented 
studies  indicated  that  earlier  vaccination  increased 
greatly  the  risk  of  vaccinia  and  other  complications. 

“Measles  vaccination  with  live  virus  vaccinia 
prior  to  12  months  of  age  is  not  recommended  be- 
cause of  possible  interference  from  maternal  anti- 
bodies. The  greatest  danger  would  be  that  the  child 
would  be  unprotected  and  would,  then,  later  con- 
tact the  disease  with  the  attendant  possibility  of 
serious  complications.” 

A poster  containing  immunization  recommenda- 
tions for  display  in  physicians’  offices  is  available 
on  request  from  the  Idaho  Department  of  Health. 


new  members 

Two  physicians  have  been  elected  to  membership 
in  the  Idaho  Falls  Medical  Society,  they  are: 

Paul  R.  DeMordaunt  and  Phillip  S.  Affleck,  both 
of  Idaho  Falls. 


temporary  licenses 

Two  Temporary  Licenses  were  granted  by  the 
State  Board  of  Medicine  in  March.  Receiving  them 
were: 

James  J.  Martin,  Pocatello.  Graduate  University  of 
Colorado  School  of  Medicine,  Denver,  June,  1961. 
Internship,  San  Diego  County  General  Hospital, 
San  Diego,  July  1961-July  1962.  Psychiatry  Resi- 
dency, Colorado  Medical  Center,  Denver,  July  1962- 
February  1966.  Granted  TL-401,  March  7,  1968. 
Psychiatry. 

John  B.  Flume,  Spokane,  Washington.  Graduate 
of  University  of  Texas  Southwestern  Medical  School, 
Dallas,  May  30,  1960.  Internship,  Parkland  Memorial 
Hospital,  Dallas,  July  1960-July  1961.  Pathology 
Resident,  Parkland  Memorial  Hospital,  1961-1962; 
Public  Health  Service  Fellow  and  Resident,  South- 
western Medical  School,  1962-1963;  Chief  Resident, 
Parkland  Memorial  Hospital,  1963,  all  in  Dallas. 

Granted  TL-402,  March  25,  1968.  Pathology. 


0?Ciy/it 

(by  Air  to  Winnetka,  Illinois) 

North  Shore  Hospital  in  Winnetka,  Illinois, 
is  only  an  airline  ticket  away  for  psychiatric- 
patients  who  can  benefit  by  hospitalization  in 
a milieu  created  to  spur  recovery  through  the 
application  of  comprehensive  and  sophisticated 
treatment  regimens. 

The  hospital,  established  in  1901,  is  situated 
on  spacious  grounds  on  the  shores  of  Lake 
Michigan.  An  older  and,  therefore,  less  frugally 
constructed  institution,  it  has  none  of  the  for- 
bidding aspects  often  evident  in  newer  facilities 
but  is,  rather,  expansive  in  lay-out  and  comfort- 
able in  appointments.  Located  in  one  of  the  most 
beautiful  suburban  communities  in  America,  it 
is  only  minutes  away  from  O’Hare  airfield  in 
Chicago. 

A private  rather  than  a public  treatment 
center,  the  hospital  enjoys  the  advantages  that 
accrue  to  such  an  operation,  free  as  it  is  to  pursue 
therapeutic  goals  without  any  overriding  concern 
except  patient  recovery. 

A trend  in  private  mental  hospital  in  recent 
years  has  been  the  shift  away  from  the  closed 
medical  setting.  North  Shore  Hospital,  a pioneer 
in  this  movement,  has  a mixed  staff,  serving 
physicians  in  private  practice  who  follow  their 
patients  into  the  hospital.  At  the  same  time,  a 
qualified  house  staff  provides  continuity  of  care 
and  helps  establish  the  necessary  therapeutic 
milieu.  Today,  the  hospital,  has  40  psychiatrists 
and  other  medical  specialists  in  attendance. 

The  private  psychiatric  facility  traditionally 
has  been  a pace  setter  in  care  of  the  mentally  ill. 
A factor  which  continues  to  make  this  possible 
is  the  rapid  growth  of  medical  insurance,  offered 
now  without  discrimination  against  the  psychi- 
atric patient.  The  acceptance  of  the  fee-for- 
service  concept  by  referring  governmental  agen- 
cies also  stimulates  good  psychiatric  service. 

The  hospital  is  a member  of  the  Illinois  Blue 
Cross  and  is  authorized  to  accept  dependents  of 
active  and  retired  military  personnel.  It  also  has 
been  approved  by  Social  Security  Administration 
for  Medicare  patients  who  can  benefit  from 
short  term  therapy  in  an  accredited  private 
psychiatric  hospital. 

The  outstanding  institutions  of  care  for  the 
emotionally  ill  are  well  known  nationally  and, 
in  turn,  serve  an  unrestricted  geographic  area. 
Located  at  the  hub  of  America,  North  Shore 
Hospital,  in  effect,  receives  patients  at  this  end 
of  their  “flight  into  health,”  only  a few  hours 
away  from  home. 

Telephone  or  write  to  Charles  H.  Jones,  MD— 
Superintendent  & Psychiatrist  - in  - Chief,  North 
Shore  Hospital,  225  Sheridan  Road,  Winnetka, 
Illinois,  Telephone  (312)  466-8440. 

PAID  ADVERTISEMENT 
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with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synthroid? 

sodium  levothyroxine,  flint 

animal  gland  products  are  still  widely  used  today. 
Synthroid  (sodium  levothyroxine ),  however , offers 
important  advantages  in  the  treatment  of 
thyroid  deficiency  and  related  conditions. 


CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100%  pure  thyroid 
hormone  ...  a drug  of  definite  and  uniform  composition, 
more  soluble  in  body  fluids  and  more  readily  absorbed  than 
desiccated  thyroid.  Each  batch  is  assayed  by  chemical  and 
physical  measurement.  There  is  no  need  for  biologic  stand- 
ardization because  SYNTHROID  (sodium  levothyroxine)  is 
pure,  fully  potent,  and  does  not  deteriorate  in  storage  or  in 
humid  conditions.  Your  patients  consistently  receive  the 
dosage  you  prescribe. 

predictably  smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there  is  little 
possibility  of  a metabolic  surge  that  can  compromise  cardiac 
function.  After  absorption  and  protein  binding,  SYNTHROID 
(sodium  levothyroxine)  is  released  at  a physiologic  rate  assuring 
a smooth  response  with  a higher  degree  of  safety.  Expect  PBI  readings 
in  the  range  of  6-10  meg. %.  Count  on  these  and  other  param- 
eters to  be  predictable  in  relation  to  dosage.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins.  Other 
thyroid  medicaments  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 

competitively  priced 

Patient  costs  are  competitive  with  the  cost  of  animal  gland 
products.  And  in  comparison  to  the  other  synthetic  thyroid 
hormone,  SYNTHROID  (sodium  levothyroxine)  costs  ap- 
proximately half  as  much. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause 
diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  con- 
tinued weight  loss.  Medication,  in  such  cases,  should  be  stopped  for  2—6 
days,  then  resumed  at  a lower  dose  level.  In  patients  with  diabetes  mellitus, 
careful  observations  should  be  made  for  changes  in  insulin  or  other  anti- 
diabetic drug  dosage  requirements.  In  cases  of  adrenal  insufficiency,  the 
dysfunction  must  be  corrected  prior  to,  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  It  should  be  administered  with  caution  to 
patients  with  heart  disease. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  Effects:  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  palpitations,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed.  Myxede- 
matous patients  with  heart  disease  have  died  from  abrupt  increases  in  dos- 
age of  thyroid  drugs.  Reduction  in  dosage  followed  by  a more  gradual  up- 
ward adjustment  will  usually  result  in  a more  accurate  indication  of  the 
patient’s  dosage  requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  Administer  tablets  as  a single  daily  dose, 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES  INC 

Morton  Grove,  Illinois  60053 


indications 

SYNTHROID  (sodium  levothyroxine)  tablets  are  specific  re- 
placement therapy  in  diminished  or  absent  thyroid  function 
when  indicated  by  diagnostic  test  criteria  in  primary,  hypo- 
pituitary,  pediatric,  and  geriatric  hypothyroidism,  and  for 
reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  is  especially  useful  in 
confirming  your  diagnosis  when  a diminished  level  of 
thyroid  is  implicated,  because  it  precludes  variability  in 
response  often  encountered  with  desiccated  thyroid. 

unexcelled  dosage  flexibility 

Available  in  six  strengths. T ablets  are  scored  and  color-coded 
for  dosage  convenience.  SYNTHROID  (sodium  levothy- 
roxine) INJECTION  is  also  available. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 

APPROXIMATELY  EQUIVALENT  TO  1 gr.  THYROID  U.S.P. 

Synthroid 

sodium  levothyroxine,  FLINT 

preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every 
30  days  until  proper  metabolic  balance  is  attained.  Final  maintenance  dosage 
will  usually  range  from  0.2— 0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two  month  intervals  by  0.1  mg.  until  the  optimum  main- 
tenance dose  is  reached  (0.1— 1.0  mg.  daily).  The  initial  dose  for  children 
with  cretinism  or  severe  hypothyroidism  is  the  same  as  for  adult  myxedema, 
but  all  intervals  of  change  should  be  made  every  two  weeks. 
SYNTHROID  (sodium  levothyroxine)  Injection  may  be  administered  intra- 
venously utilizing  200 — 400  meg.  of  a solution  containing  100  meg.  per  ml. 
If  significant  improvement  is  not  shown  the  following  day,  a repeat  injection 
of  100—200  meg.  may  be  given. 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg., 
scored  and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg., 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F,  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.  as  a diluent. 


a puzzle 
of  antacid 
complaints 


one 
taste  O.K.?” 


pain?” 


it  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 
distress 


ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 


Picture  of 
low  back  pain 


treated  with 
Parafon  Fortewis 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. . .but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  f^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al Gastroenterology  4-4: 146,  1963.  4.  Berman,  H.  H.,  et  al . : Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
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HYDROXYZINE 

PAMOATE 

an  antianxiety 
agent  that 
serves 

a human  need.. 

“The  danger  involved  in  prescribing  dependency  produc- 
ing medication  for  relief  of  anxiety  lies  in  the  fact  that 
we  do  not  know  in  advance  the  dependency  proneness  of 
the  individual.”1 

A woman  who  is  undergoing  the  emotional  stresses  of 
the  menopause  may,  for  the  first  time,  need  an  antianxiety 
agent.  But  she  may  also  be  susceptible  to  drug  abuse. 

Vistaril  can  fulfill  the  need  for  tranquilization  without 
creating  a new  need  — dependency. 

Vistaril  calms  anxiety  and  agitation  quickly  — usually 
begins  to  work  in  15-30  minutes.  And,  in  more  than  ten 
years  of  clinical  use,  after  more  than  a billion  doses  to 
date,  there  have  been  no  reported  instances  of  dependency 
on  hydroxyzine. 

When  the  need  for  antianxiety  medication  is  reduced  or 
no  longer  exists,  Vistaril  dosage  may  be  lowered  or  dis- 
continued without  ill  effects. 

Recommended  starting  dose,  anxious  menopausal 
patient,  50  mg.  t.i.d. 

With  Vistaril,  it  is  as  easy  to 
stop  therapy  as  it  is  to  start. 


Contraindications:  Hypersensitivity  to  hydroxyzine.  The  parenteral  solu- 
tion, for  intramuscular  or  intravenous  use,  must  not  be  injected  sub- 
cutaneously or  intra-arterially. 

Hydroxyzine,  when  administered  to  the  pregnant  mouse,  rat,  and  rabbit 
induced  fetal  abnormalities  in  the  rat  at  doses  substantially  above  the 
human  therapeutic  range.  Clinical  data  in  human  beings  are  inadequate. 
Until  adequate  data  are  available  to  establish  safety  in  early  pregnancy, 
hydroxyzine  is  contraindicated  during  this  period. 

Precautions : Hydroxyzine  may  potentiate  the  action  of  central  nervous 
system  depressants  such  as  narcotics  and  barbiturates.  In  conjunctive  use, 
dosage  for  these  drugs  should  be  decreased  as  much  as  50%.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramus- 
cular injection  should  be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  Hydroxyzine  parenteral 
solution  for  intramuscular  use  should  be  injected  well  within  the  body  of 
a relatively  large  muscle.  In  adults,  the  preferred  sites  are  the  upper  outer 
quadrant  of  the  buttock  (i.e.,  gluteus  maximus),  or  the  mid-lateral  thigh. 
In  children,  preferably  the  mid-lateral  muscle  of  the  thigh.  In  infants  and 
small  children  the  upper  outer  quadrant  of  the  gluteal  region  should  only 
be  used  when  necessary,  as  in  burn  patients,  in  order  to  minimize  the 
possibility  of  damage  to  the  sciatic  nerve.  The  deltoid  area  should  be  used 
only  if  well  developed,  such  as  in  certain  adults  and  older  children,  and 
only  with  caution  to  avoid  radial  nerve  injury.  Injections  should  not  be 
made  in  the  lower  and  middle  thirds  of  the  upper  arm.  Aspiration  should 
be  done  to  help  avoid  intravascular  injection.  On  reported  intravenous 
injection  a few  instances  of  digital  gangrene  have  occurred  distal  to  the 
injection  site,  considered  to  be  due  to  inadvertent  intra-arterial  injec- 
tion or  possibly  periarterial  extravasation.  Therefore,  particular  caution 
(aspiration  and  site  injection)  should  be  observed  to  insure  injection 
only  into  intact  veins;  avoid  either  intra-arterial  injection  or  extravasa- 
tion. Intravenous  administration  should  be  accomplished  slowly,  no  faster 
than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose.  In 
order  to  avoid  possible  adverse  effects  it  is  recommended  that  hydroxy- 
zine parenteral  solution  be  diluted  to  at  least  50  cc.  with  sterile  normal 
saline  and  administered  over  a period  of  four  minutes  or  more,  preferably 
into  the  tubing  of  a running  intravenous  infusion. 

The  intravenous  administration  of  this  drug  is  not  recommended  for 
children  under  12  years  of  age. 

Adverse  Reactions : Drowsiness  may  occur;  if  so,  it  is  usually  transitory 
and  may  disappear  in  a few  days  of  continued  therapy  or  upon  dosage 
reduction.  Dryness  of  the  mouth  may  occur  with  higher  doses.  Involun- 
tary motor  activity,  including  rare  instances  of  tremor  and  convulsions, 
has  been  reported,  usually  with  higher  than  recommended  dosage. 

When  this  product  is  given  intravenously  undiluted,  minimal  amounts 
of  intravascular  hemolysis  occur  at  the  site  of  injection.  Giving  the  maxi- 
mum recommended  intravenous  dose  (100  mg.)  to  adults  results  in  imme- 
diate transient  hemolysis  with  the  liberation  of  a total  of  2-3  grams  of 
hemoglobin,  which,  in  some  individuals,  can  cause  small  amounts  of  hemo- 
globinuria. This  compares  with  the  normal  red  cell  destruction  from  which 
approximately  8 Gm.  of  hemoglobin  are  liberated  every  24  hours.  If  the 
hydroxyzine  is  diluted  with  50  ec.  of  normal  saline  and  given  during  a 
period  of  four  minutes  or  more,  this  phenomenon  does  not  occur. 

Supply : Vistaril  (hydroxyzine  pamoate)  Capsules : Equivalent  to  25  mg., 
50  mg.,  100  mg.  hydroxyzine  HC1.  Vistaril  (hydroxyzine  pamoate)  Oral 
Suspension : Equivalent  to  25  mg.  hydroxyzine  HC1  per  5 cc.  teaspoonful. 
Vistaril  (hydroxyzine  HC1)  Parenteral  Solution:  25  mg./cc.— 10  cc.  vial 
and  50  mg./cc.— 2 cc.  and  10  cc.  vial ; Isoject,®  25  and  50  mg.  per  cc.,  1 cc. 
per  unit. 

More  detailed  professional  information  available  on  request. 

References : 1.  Greenhouse,  H.R.:  Medication  and  the  Dependent  Per- 
sonality, Symposium  of  Non-Narcotic  Drug  Dependency  and  Addiction, 
The  Amer.  Psychiat.  Assn.,  N.Y.  County  Dist.  Branch,  New  York,  N.Y., 
March  10, 1966. 

LABORATORIES  DIVISION 

New  York,  N.Y.  10017 


General  News 

Alaska  State  Medical  Association 
Annual  Convention,  June  5-8 

A combination  of  science  and  fun  is  prescribed 
for  physicians  who  attend  the  1968  Annual  Conven- 
tion of  the  Alaska  State  Medical  Association,  to  be 
held  in  Anchorage,  June  5-8. 

Convention  theme  is  “The  Future  of  Medical 
Practice”,  and  many  outstanding  guest  speakers  have 
been  invited,  including  three  Washington  physicians: 
Lucius  D.  Hill,  III,  Past-president,  WSMA;  Robert 
A.  Foutv,  Assistant  Professor  of  Pathology,  Uni- 
versity of  Washington  School  of  Medicine  and  Di- 
rector of  Laboratories,  King  County  Hospital;  and 
John  R.  Hartmann,  Head  of  Department  of  Pediatric 
Hematology,  Children’s  Orthopedic  Hospital  and 
Medical  Center. 

Subjects  to  be  discussed  range  from  family  plan- 
ning to  “Future  of  Medicine  and  Government”.  Mil- 
ford O.  Rouse,  President,  American  Medical  Asso- 
ciation, will  speak  on  “The  AMA  and  You.” 

A highlight  of  the  meeting  is  the  Alaska  Heart 
Association’s  Annual  Banquet  to  be  held  Thursday 
evening,  June  6,  at  Alyeska  Ski  Resort.  Physicians 
will  be  treated  with  sourdough  bread,  midnight  sun. 


and  scenic  rides,  along  with  an  ample  dose  of  time 
to  rest  and  discuss  the  day’s  business  by  the  lodge 
fireside. 

For  further  information  write:  Alistar  C.  Chalmers, 
M.D.,  519  West  Eighth  Avenue,  Anchorage,  Alaska 
99501. 

X-Ray  of  the  Month 
on  Page  480 

This  child  presented  with  a typical  history  and 
clinical  findings.  The  major  features  are  pain  which 
persists  at  night  and  good  response  to  aspirin. 

The  X-ray  findings  are  typical.  Note  the  ex- 
tremely thick  and  dense  cortical  bone  along  the 
lateral  proximal  tibial  shaft.  On  the  plain  films,  a 
radiolucent  nidus  of  osteoid  could  not  be  identified. 
This  however  is  well  seen  on  the  accompaning 
tomogram. 

Tomography  is  very  useful  in  the  localization  of 
the  nidus  of  these  lesions  as  an  aid  to  guiding  the 
surgeon.  It  is  also  an  important  method  of  identify- 
ing the  abnormality  in  areas  where  the  lesion  is 
obscured  by  other  body  parts,  particularly  in  the 
spine. 

Diagnosis:  Osteoid  osteoma. 


Air  Conditioned  Space  Available 

Aurora  Village  Medical  Center 

Located  in  the  growing  South  Snohomish  /North  King  County  area 
and  adjacent  to  the  Aurora  Village  Shopping  Center,  it  has  excellent 
access  from  all  directions  and  is  close  to  freeways. 

The  building  is  complete  with  ample  parking  and  elevator,  and  has 
twenty-four  suites.  It  is  professionally  managed,  fully  serviced  and  has 
daily  janitorial  maintenance. 

For  additional  information  on  the  office  to  fit  your  needs,  call  Tim 

Fahey,  Phone  774-4777;  or  write  the  Windsor  Company,  6702  - 
220th  S.  W.,  Mountlake  Terrace. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


OPENING  FOR  GENERAL  PRACTITIONER—111  Medical  Center, 
northwestern  Washington.  Economic  outlook  excellent. 
Medical  Center  established  in  same  location  many  years. 
Write  Box  17-C,  Northwest  Medicine,  500  Wall  St..  Seattle, 
Wash.  98121. 


MEDICAL  CENTER  IN  WESTERN  WASH.-Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C  Northwest  Medicine,  500  Wall 
St..  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hsopital,  Cle  Elum;  F.  J.  Rogalski,  M.D.; 
or  C.  C.  Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


NEUROSURGEON Tor  68-man  Permanente  Clinic  serving 

the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


EXCELLENT  OPPORTUNITY  FOR  GP.-completely  equipped, 
air  conditioned  office,  including  x-ray,  for  sale.  Start  prac- 
tice immediately,  records  available.  Practice  of  deceased 
physician  established  17  years.  Climate  noted  as  "Banana 
Belt”  of  Northwest.  All  types  of  recreation.  Write  Mrs. 
James  S.  Newton,  312-llth  Ave.,  Lewiston,  Ida.  83501. 


UROLOGIST— The  Permanente  Clinic  seeks  a third  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $24,000. 
Walter  Berlin,  M.D.  The  Permanente  Clinic,  5055  N.  Gree- 
ley, Portland,  Ore.  97217. 


OPENING  FOR  TWO  GP'S  AND  AN  INTERNIST-To  join  estab- 
lished GP  in  new  Med. -Dent.  Center  by  Aug.  1,  1968.  Lo- 
cated in  rapidly  expanding  community  20  miles  east  of 
Seattle.  Additional  GP’s  and  specialists  added  as  needed. 
Write  Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
68-man  clinic  of  specialists  associated  with  250-bed  hospital; 
8-man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Per- 
manente Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 


INTERNIST  & PEDIATRICIAN— For  a specialist  medical  group 
associated  with  a prepaid  health  plan;  $21,800  if  board 
eligible,  $23,000  if  certified.  Partnership  after  2 years  if 
mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  A.  Hurtado,  M.D.,  (Medicine);  P.  Hurst. 
M.D.  (Pediatrics).  The  Permanente  Clinic.  5055  N.  Greeley 
Ave.,  Portland,  Ore.  97217. 


SUNNY  SMOG-FREE  NEVADA— Needs  physicians  and  psychia- 
trists at  the  Nevada  State  Hospital  near  Reno.  Year-round 
unlimited  recreation  and  no  state  income  or  corporation 
taxes.  Apply,  Nevada  State  Personnel  Division,  Carson 
City,  Nevada  89701. 


PHYSICIANS  & PSYCHIATRISTS— Immediate  opportunities 
with  Washington  State  Department  of  Institutions.  Posi- 
tions available  in  progressive  rhental  hospital  programs. 
An  opening  for  one  physician  at  State  Penitentiary.  In- 
stitutions located  near  metropolitan  areas.  Oustanding 
year-round  recreational  opportunities.  Physicians  $15,336- 
$18,636.  Psychiatrists  $16,908-$20,556.  Starting  salary  based 
on  position  and  qualifications.  Liberal  fringe  benefits. 
Eligibility  for  Washington  State  licensure  required.  Write 
Personnel  Office,  Department  of  Institutions,  P.O.  Box 
768,  Olympia,  Wa.  98501. 

WANTED  GENERAL  PRACTITIONER— T°  practice  in  association 
with  five  other  physicians.  Attractive  salary  and  retire- 
ment system  with  excellent  sick  and  annual  leave  bene- 
fits. Well  staffed  medical  program.  Office-type  practice 
with  varied  pathology.  Unfurnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  Near  Med- 
ford, Oregon,  a growing  medical  center,  in  heart  of  beau- 
tiful Rogue  River  Valley  with  unlimited  outdoor  recre- 
ational opportunities.  Nondiscrimination  in  employment. 
For  additional  information  write,  Director,  VA  Domi- 
ciliary, White  City,  Oregon  97501. 


ORTHOPEDIST— Bor  65-man  clinic  serving  the  Kaiser  Health 
Plan  in  Oregon.  Starting  income  $30,000;  substantial  in- 
creases for  10  years.  Insurance  benefits,  retirement  pro- 
gram. N.  W.  Frink,  M.D..  The  Permanente  Clinic.  5055 
N.  Greeley,  Portland,  Ore.  97217. 


OTOLARYNGOLOGIST— F°r  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000: 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink.  M.D..  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


OPHTHAIMOLOGIST— Bor  65-man  clinic  servicing  the  Kaiser 
Health  Plan  of  Oregon.  Starting  income  $30,000;  sub- 
stantial increases  for  10  years.  Insurance  benefits,  retire- 
ment program.  N.W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


SURGICAL  PRECEPTORSHIPS-Bor  one  or  two  year  apnoint- 
ments.  American  Board  credit  if  three  year  residency 
completed.  Oregon  license  required  2nd  year  but  not  the 
1st.  If  foreign  graduate,  ECFMG  and  permanent  visa  re- 
quired. Salary  $800  per  month.  N.  W.  Frink,  M.D.,  The 
Permanente  Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  NORTH-END  SEATTLE— Complete  office 
equipment  including  x-ray  for  sale  Solo  practice.  Gross 
$60,000  a year.  Four  hospitals  near  by.  Retiring  when  new 
physician  fully  introduced.  Write  Box  16-A.  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTITIONER-For  suburban  clinic.  Call  twice 
a week  and  every  fourth  weekend.  Salary  open.  Four 
weeks  vacation  per  year.  Write  Box  15-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


EXCELLENT  OPPORTUNITY— Bor  one  or  two  GP’s  or  in- 
ternists in  rapidly  growing  recreational  and  resort  com- 
munity on  Oregon  Coast.  Small  office  immediately  avail- 
able. plans  afoot  for  building  new  facility.  Community 
owned  ambulance.  Financial  help  available  if  needed. 
Drawing  area  in  dead  of  winter  approx.  1,500,  but  3,500 
to  5,000  balance  of  year.  Contact  Mr.  N.  L.  Green,  c/o 
Postmaster,  Yachats,  Ore.  97498. 


TWO  GP'S  ESTABLISHED  14  YEARS— Desire  associate.  Com- 
pletely equipped  modern  office.  Excellent  hospital  facilities. 
East  of  Portland.  60  mi.,  on  Columbia  River.  Excellent 
climate,  good  schools,  golf,  skiing,  boating,  hunting,  fish- 
ing and  camping  within  minutes.  Write  White  Salmon 
Medical  Group,  136  No.  Main,  White  Salmon.  Wa.  98672. 
phone  (509)  593-2031. 
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PHYSICIAN— For  Student  Health  Service.  Stimulating  prac- 
tice. fringe  benefits.  Outdoor  recreational  facilities  nearby. 
Write  Box  20-A.  Northwest  Medicine.  500  Wall  St..  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  OPPORTUNITY-Due  to  illness  unable 
to  carry  on  a thriving  solo  practice  established  15  yrs. 
Gross  $40,000  to  $50,000  annually.  Located  in  north-end. 
Seattle,  within  10  min.  of  2 hospitals.  Will  sell  half  to  a 
GP  or  pediatrician,  along  with  renting  fully  equipped  air 
conditioned  office.  For  further  information  contact  Stephen 
B.  Nelles,  18739-12th  N.E.,  Seattle,  98155  or  phone  EM 
3-1C08  eve.,  if  no  answer  call  EM  4-3880  and  leave  number 
where  interested  party  can  be  reached. 


BUSY  GENERAL  PRACTICE— In  Lakewood  Clinic  Building  at 
a give  away.  Rotate  time-off  with  3 other  physicians. 
Share  x-ray,  other  facilities  with  6 GP’s  and  specialists. 
Contact  Mr.  Angus  Campbell,  10011  Gravelly  Lake  Dr., 
S.W..  Tacoma.  Wa.  98499,  phone  (206)  588-4433. 


OFFICE  SPACE 


DESIGN  AWARD  CLINIC— 2 new  offices  with  built-in  cabi- 
nets, still  available.  Carpeting,  drapes  furnished.  Near 
Stevens  Hospital  in  State’s  most  vigorous  growth  area. 
Rental  adjustment  to  start.  Manager,  2411  - 5th  St.,  S.E., 
Edmonds,  Wa.  98020,  778-4333. 


UNFINISHED  OFFICE  SPACE— In  a new  clinic  building  across 
the  street  from  Overlake  Memorial  Hospital,  Bellevue, 
Wash.  GL  4-8111. 


OFFICE  FOR  LEASE— Fully  equipped,  Renton  area.  Write 
Box  17-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA— Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


MEDICAL  OFFICE  FOR  RENT— Next  to  Ballard  Community 
Hospital.  Modern  medical  building  with  all  utilities  in- 
cluded. all  other  offices  occupied.  Call  SU  2-5830,  Seattle. 


SHORTAGE  OF  PEDIATRICIANS  & INTERNISTS— Sunnyside, 
Wash.  Suites  will  be  made  available.  Contact  Mr.  John 
C.  Reith,.  P.  O.  Box  180,  Sunnyside,  Wa.  98944,  phone  (509) 
837-4601. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


SITUATION  WANTED 


PEDIATRICIAN— Board  certified,  long  experience,  seeks 
group  practice  or  hospital  position.  Details  requested. 
Write  Box  19-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


Meetings  OF  MEDICAL  SOCIETIES 


Alaska  State  Med.  Association — Annual 
Meeting,  June  5-8,  Anchorage-West- 
ward Hotel,  Anchorage,  Alaska. 


AMA  Annual — June  16-20,  1968,  San 

Francisco;  July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chi- 
cago. 


AMA  Clinical— Dec.  1-4,  1968,  Miami 

Beach;  Nov.  30-Dec.  3,  1969,  Denver; 
Nov.  29-Dec.  2,  1970,  Boston. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Oct.  1-4,  1968.  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
—Sept.  22-25.  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — June  26-29, 
1968,  Sun  Valley;  July  2-5,  1969, 
Sun  Valley;  July  1-5,  1970,  Sun 
Valley. 


Medical  Society  of  United  States  and 
Mexico — Oct.  29,  Nov.  2,  1968,  Phoe- 
nix, Ariz. 

Sec.,  Virginia  Bryant.  Phoenix, 
Ariz. 


North  Pacific  Pediatric  Society — Sept. 
14-17,  1968,  Empress  Hotel,  Victoria, 
B.C. 

Pres..  Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — June 
14-15.  Olympic  Hotel.  Annual  Meet- 
ing. Oct.  17-18,  Wash.  Athletic  Club, 
Seattle 

F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  1968,  San  Fran- 
cisco. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto.  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar— Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Jack  B.  Miller,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  H.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  Robert  S.  Miller,  Beaverton 
Sec..  Irving  J.  Horowitz.  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres..  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 
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Portland  Academy  of  Hypnosis — 3rd 
Monday  (Sept. -May)  Congress  Ho- 
tel, Portland. 

Pres.,  Ira  Clary,  Portland 
Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday,  Jan. -May,  Sept.-Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Edward  Wayson,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Acad.  Ophth  & Oto. — 3rd 
Tues.  (Oct.-Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam.  Jr.,  Bellevue 


Seattle  Gyn.  Soc. — Annual  Fall  Assem- 
bly, Sept.  13,  14;  3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynnwood 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres..  Alexander  H Bill,  Jr.,  Seattle 
Sec..  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May).  Annual  Meeting,  Mav 
4. 
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Flagyl 
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metronidazole 


tablets/ inserts 


brings 

• clinical  cures 

• microscopic  cures 

• culture  cures 


For  the  most  widespread  form  of  vagi- 
nitis the  most  widely  successful  thera- 
peutic agent,  Flagyl,  is  clearly  indi- 
cated. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
per  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
repeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
respond  to  Flagyl  are  those  who  may 
not  have  taken  the  prescribed  dosage 
and  those  who  may  have  been  rein- 
fected. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
reservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

Indications:  Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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Diagnosis:  ...shock! 


Plasmanate 

PLASMA  PROTEIN  FRACTION 
[HUMAN]  5%  SOLUTION,  U.S.P. 


Elevate  feet 

Keep  patient  warm 

and  give  Plasmanate  stat! 

When  minutes  count,  Plasmanate  can  be  administered 
immediately — no  blood  typing  necessary!  This  is  a human 
blood  protein  fraction  with  no  history  of  coagulation 
defect  or  hepatitis  transmission.  It  is  a quick,  safer  way 
to  normalize  plasma  volume  in  hypovolemia. 

Plasmanate  is  a 5%  solution  of  selected  human  plasma 
proteins  with  stabilizers  in  a buffered,  balanced  electrolyte 
solution.  Contains  88%  serum  albumin,  7%  alpha  globulin, 
5%  beta  globulin.  Significant  electrolytes  are  1 10  mEq. 
sodium,  50  mEq.  chloride  and  a maximum  of  2 mEq. 
potassium  per  liter. 

Each  flask  is  heat-treated  at  60°  C.  for  10  hours  against  the 
possibility  of  transmitting  the  hepatitis  virus.  Administration: 
Plasmanate  should  be  administered  by  intravenous  route  only. 
For  full  details,  please  examine  literature.  Precautions:  Should 
be  administered  cautiously  in  patients  with  normal  or  increased 
blood  volume.  Package  directions  contain  indications  and  all 
known  contraindications.  In  new  50  ml.  vial  (pediatric  size) 
and  250  and  500  ml.  flasks  complete  with  ready-to-use 
administration  set. 

World  Leader  in  Human  Plasma  Fractions 

CUTTER  i'o/otoiWal  • Berkeley,  California  94710 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1,2,3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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\ OTHER  LEADING  \ 
~ \ APPETITE 
^ — > SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
N LONG-TERM  THERAPY! 


JANUARY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSI 


AM  BAR  2 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up  lrV"'  I 'TT  \ |'  I ’A  TY  O 
to  12  hours.  Methamphetamine,  the  appe-  J — /A  A J — /IN  JL/xJJ  k3 
tite  suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital, the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Amba 
? suppresses  appetite  and  helps  offset  emo 
tional  reactions  to  dieting.  Contraindica 
tions:  Hypersensitivity  to  barbiturates  o 
sympathomimetics;  patients  with  advance 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau 
tion  in  the  presence  of  cardiovascular  disease  or  hypertension 
Side  Effects:  Nervousness  or  excitement  occasionally  noted 
but  usually  infrequent  at  recommended  dosages.  Slight  drow: 
iness  has  been  reported  rarely.  See  package  insert  for  furthe 
details.  a.  h.  robins  company,  A.U.rjfl R IN* 

RICHMOND,  VA.  23220  **  n 


CORRESPONDENCE 


This  department  is  a forum,  provided  for  free 
individual  expression,  letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Optional  or  Compulsory 

Ontario,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Required  physical  education  should  be  abolished 
in  Oregon  colleges.  There  are  several  reasons  for 
this  change. 

As  now  offered,  required  physical  education  does 
not  contribute  to  better  health.  Periods  are  too  short 
and  too  infrequent;  activity  is  not  strenuous  enough; 
and,  the  requirement  is  limited  to  only  five  quarters. 

A majority  of  students  dislike  it.  “Dislike,”  in 
many,  is  physiologically  sound;  they  actually  don’t 
need  the  physical  education  now  available.  Clearly, 
about  20  per  cent  of  humans  “need  to  run  to  feel 
good”;  80  per  cent  don’t.  Any  activity  that  might 
be  defended  because  it  is  introduced  to  a student 
for  lifetime  enjoyment  can  be  initiated  by  him  at 
any  age. 

Required  physical  education  does  not  produce 
military  fitness.  Military’s  “basic  training”  is  appropri- 
ate; but  even  a well-conditioned  physical  education 
student  is  not  ready  for  the  battlefield.  Further,  if  it 
is  desirable  to  require  physical  education  for  its 
intrinsic  values,  why  do  we  excuse  veterans?  And 
within  Oregon,  why  does  one  type  of  student  “need” 
less  than  another  (e.g.  the  vocational-technical 
student  and  the  “four-year”  student)? 

It  is  wasteful  of  1.  students’  time  and  energy, 
and  2.  instructors’  time.  Recause  existent  physical 
education  does  not  help  college  students,  they 
should  have  that  time  for  other  purposes;  physical 
education  teachers  should  have  better  opportunity  to 
develop  the  ideal  program,  using  students  who  want 
to  be  there.  Even  former  athletes  cannot  be  shown 
to  be  physically  fit  by  testing  at  age  forty  (compared 
with  non-athletes) : effects  are  not  lasting.  Even  w'ith 
an  improved  physical  fitness  program,  one  might  still 
ask  “Fitness  for  what?” 

Compulsory  physical  education  wmrks  against  the 
development  of  the  ideal  program.  Recause  the 
ideal  can’t  be  realized  under  compulsion,  the  pro- 
fessional is  thwarted.  Interestingly,  shortcomings  of 
mandatory  physical  education  have  never  been 
studied;  all  the  surveys  I’ve  found  are  designed  to 
define  advantages. 

Continued  on  page  545 


irufdJione 

EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


***£?*** 


Each  tablet  contains: 

Potassium  Iodide 105  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming  21  mg. 

Ephedrine  HC1 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Lsual  for  aminophylline-ephedrinc- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

ML  DRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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JUDGE  ANTIBIOTIC /OINTMENTS 


HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin'  (polymyxin  B 
— bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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It  probably  does  some  harm.  Prejudices  are  intensi- 
fied; boredom  is  imposed;  some  illness  is  precipitated 
by  exposure  (chilling— outdoors,  or  with  showers). 

Furthermore,  compulsion  has  not  accomplished 
that  for  which  it  was  established.  After  many  years 
of  this  approach,  references  cite  a “weak”  America, 
compared  with  students  in  more  intensified  programs 
(European) . 

So,  what  would  I propose?  Simple  abolition  of 
the  requirement  would  be  an  improvement.  Another 
would  be  running,  daily,  for  the  four  years,  if  there 
must  be  a requirement.  A third  would  be  optional 
physical  education  with  better  attention  to  quality 
personal  health  counselling,  because  this  is  basically 
a health  education  responsibility. 

SAM  POBANZ,  M.D. 

Director  of  Health  Services 
Treasure  Valley  Community  College 


Perhaps  the  RMP 

Spokane,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Hurray  for  a good  editorial  in  the  April  issue 
of  northwest  medicine!  Finding  good  assistants 
in  a medical  office  is  the  biggest  single  problem  that 
most  of  us  in  private  practice  still  face.  The  practice 
of  medicine  is  a snap.  Even  keeping  up  is  not  too 
difficult;  but  handling  and  finding  personnel  is  a 
constant  headache.  I hope  some  sort  of  program  like 
this  can  get  started  in  Washington  state.  Perhaps 
the  Regional  Medical  Program  is  the  answer. 

Sincerely, 

RICHARD  H.  GANZ,  M.D. 


With  Much  Interest 

Manila,  Philippines 

Dear  Doctor  Henningsgaard : 

I have  read  with  much  interest  your  editorial  in 
the  February  1968  issue  of  northwest  medicine. 
You  published  a statement  on  a physician’s  politi- 
cal creed  which  struck  me  as  very  appropriate  during 
these  days  when  “hard  won  freedoms  are  under  at- 
tack”. 


May  I request  for  copies  of  this  creed  for  dis- 
tribution and  possibly  for  publication  in  our  Journal, 
the  Philippine  Journal  of  Surgical  Specialties? 
Thank  you  in  advance. 

IHINEO  M.  PALMA,  M.D. 

Secretary-T  reasurer 
Philippine  College  of  Surgeons 


Prevention  of  Rh  Disease 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Ortho  Diagnostics  recently  announced  that  its 
highly  concentrated  anti-Rh  immuniglobulin  prepara- 
tion, called  RhoGAM,  will  become  available  for 
general  use  sometime  in  June.  This  preparation  has 
been  tested  for  nearly  eight  years,  and  it  is  the 
only  current  product  standardized  for  its  antibody 
suppressing  activity.  It  appears  to  be  free  of  hepatitis 
virus  and  has  been  nearly  100  per  cent  effective  in 
preventing  the  immunization  of  Rh  negative  mothers 
by  their  Rh  positive  infants. 

Continued  on  page  546 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TfNE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 
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RhoGAM  is  given  as  a one  ml  intramuscular  close 
within  72  hours  of  the  birth  of  an  Rh  positive  child 
to  an  Rh  negative  mother.  It  has  no  value  if  the 
mother  has  already  formed  Rh  antibodies,  and  it 
must  not  be  given  to  Rh  (D  or  Du)  positive  mothers, 
because  it  may  be  sufficiently  potent  to  destroy 
an  appreciable  number  of  Rh  positive  red  cells. 

It  is  well  established  that  an  Rh  negative  mother 
is  much  more  likely  to  be  immunized  by  the  Rh 
antigen  if  her  Rh  positive  child  is  ABO  compatible 
(ie.  the  child’s  red  cells  are  of  an  ABO  group  not 
susceptible  to  destruction  by  the  anti-A  or  anti-B 
in  the  mother’s  plasma).  However,  this  protective 
effect  is  not  absolute.  Therefore,  although  the 
mothers  of  ABO  compatible  infants  are  the  best  can- 
didates for  anti-Rh  immunoglobulin  injection,  it  is 
not  possible  to  be  certain  that  ABO  incompatibilty 
will  in  itself  be  adequate  to  prevent  Rh  immuniza- 
tion. 


The  desirability  and  safety  of  injecting  anti-Rh 
immuniglobulin  depends  upon  the  results  of  certain 
laboratory  tests,  including  determination  of  the  moth- 
er’s and  baby’s  Rh  type  (and  ABO  group),  an  anti- 
body “screening”  test  on  the  mother’s  serum,  a direct 
Coombs  test  on  the  baby’s  red  cells  with  a dilution 
of  anti-Rh  immunoglobulin.  The  price  of  RhoGAM 
quoted  by  Ortho  to  all  laboratories  is  $64.80  per 
dose. 

This  material  became  available  on  June  3,  but 
distribution  has  been  limited  to  those  blood  banks 
equipped  to  do  the  cross  matching  and  other  tests 
required. 

RhoGAM  is  the  product  mentioned  at  the  close 
of  the  article  on  intrauterine  transfusion  by  Johnson, 
Brewer,  and  Hunter,  in  the  March  issue  of  north- 
west medicine. 

Sincerely, 

DENNIS  M.  DONOHUE,  M.D. 

ELOISE  R.  GIBLETT,  M.D. 
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FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue.  New  York,  N.Y.  10016 


FERROUS 


on 
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Abbott 

Antihypertensive 
Building  Blocks 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient'* 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  low 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hours 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosage 
without  skimping  your  patients  on  day-long  thiazide  effectiveness 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiun 
should  also  be  considered. 

Else  Enduron  as  a basic  therapy  in  patients  with  mild  to  mod 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  ii 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVER 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

Once  a day,  every  day  mild  to  moderate  to  severe 

ENDURONYL 

METHYCLOTHIAZIDE  5 mg.with 

DESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


W (Grooved)  No  7240 


EUTRON 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  your 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  were 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  from 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearly 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGYUNE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 


801094 


ENDURON 


ENDURONYll 


MtlHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  it  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
Cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 
TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  “cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician's  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  804438R 
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You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP  ? Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP5  Ty-Med*  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

{ WARNING:  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med ? is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision,  dv 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  leve 
Precautions:  Administer  wit 
caution  to  patients  with  incipier 
glaucoma  or  urinary  bladder  net 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrair 
dicated  in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hypei 
sensitivity  to  any  of  theingredier ;. 

Caution:  Federal  law'  prohib  5 
dispensing  wdthout  prescription 
How  supplied:  Available  in 
bottles  of  100  and  1000  tablets. 

BELAP 

BRAND  OF  PhENOBARBiTAL  AND  BELLADONNA  EXTRACT 

HAACK  LABORATORIES.  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMP'* 
PORTLAND.  OREGON  97208 


NOTES: 


Playback  Opinion  Poll,  conducted  by  Marion  Laboratories, 
finds  most  physicians  agreeing  with  former  AMA  President, 
James  Z.  Appel,  that  fees  should  not  be  increased  beyond  an 
amount  in  keeping  with  inflation.  However,  most  charge  more 
for  a routine  office  visit  than  the  $4  on  Dr.  Appel's  own 
schedule.  The  poll  also  shows  that  22  per  cent  of  those 
queried  are  Democrats,  and  most  of  the  professed  democrats 
prefer  Humphrey.  Kennedy  runs  a poor  third.  Mock  election 
by  physicians  who  are  politically  independent  puts  Nixon  in 
an  easy  win,  with  McCarthy  doing  better  than  Humphrey  or 
Kennedy  when  on  the  ballot  with  Nixon. 

Food  and  Drug  Administration  has  issued  another  warning 
on  chloramphenicol . Apparently  the  drug  is  still  being  used 
for  trivial  infections  or  those  that  could  readily  be 
treated  with  drugs  having  less  potential  for  harm.  Chloram- 
phenicol is  valuable  and  sometimes  life-saving  when  other 
antibiotics  are  not  effective.  But,  according  to  the  FDA 
warning,  "Serious  and  fatal  blood  dyscrasias  (aplastic 
anemia,  hypoplastic  anemia,  thrombocytopenia,  and  granu- 
locytopenia- are  known  to  occur  after  the  administration  of 
chloramphenicol. " 

Theft,  dishonesty,  and  waste  have  upped  hospital  costs, 
according  to  a business  consultant  who  reported  to  a hos- 
pital meeting  at  Atlantic  City  last  month.  Recent  generous 
wage  increases  have  brought  minimal  increase  in  productiv- 
ity. Theft  of  supplies,  equipment,  food,  drugs,  narcotics 
and  other  items  has  become  commonplace.  Conflict  of  interest 
has  been  found  in  laboratory  and  x-ray  services.  Super- 
visors, technicians  and  professional  personnel  are  increas- 
ingly, and  more  significantly,  involved  in  dishonesty  and 
manipulations,  according  to  the  consultant. 

Home-town  delivery  of  continuing  medical  education  has 
been  initiated  by  the  University  of  California  Medical 
Center  in  what  they  call  a physician-in  residence  program. 
Faculty  members  will  go  to  communities  of  25,000  to  100,000 
to  teach  by  working  in  community  hospitals.  They  will  con- 
duct ward  rounds,  clinical-pathologic  conferences,  open 
clinics,  formal  lectures,  group  seminars  and  patient  demon- 
strations. Period  of  residency  for  each  visiting  specialist 
is  three  months.  The  program  was  initiated  in  May. 

Thirty  thousand  hogs  provided  the  thyroid  glands  used 
by  Bell  and  Anderson,  at  Lederle  Laboratories,  to  identify 
a calcium  controlling  hormone  they  have  called  calcitonin. 

It  plays  a part  in  maintaining  the  level  of  circulating 
calcium  and  may  be  helpful  in  treating  fractures,  osteo- 
porosis, and  other  bone  diseases.  Another  field  to  be 
investigated  will  be  maintenance  of  the  skeleton  during 
prolonged  bed-rest  or  on  space  flights. 

Tobacco  companies  support  AMA  research  program.  Six 
companies  have  pledged  an  additional  $8  million  to  the 
inquiry  into  the  relationship  between  smoking  and  health 
being  conducted  by  the  American  Medical  Association  Educa- 
tion and  Research  Foundation.  The  same  companies  donated 
$10  million  to  this  research  project  in  1964.  Research  to 
date  has  confirmed  some  of  the  statements  about  harmful 
effect  of  tobacco  and  cast  doubt  on  others.  One  aim  of  the 
AMA  effort  is  to  replace  emotionalism  with  facts. 

H.L.H. 
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...but  his  other  symptoms: 
functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

AMITRIPTYLINE  HC1 


Indications:  Mental  depression  and  mild  anxiety  accompany 
ing  depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de 
pressive  patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  oi 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi 
leptiform  seizures  in  chronic  schizophrenics;  temporary  con 
fusion,  disturbed  concentration  or,  rarely,  transient  visua 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac 
tivity,  such  as  tachycardia,  dryness  of  the  mouth,  blurring  o 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun 
dice;  agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti 
depressant  activity  may  be  evident  within  3 or  4 days  o 
may  take  as  long  as  30  days  to  develop  adequately,  and  lad 
of  response  sometimes  occurs.  Response  to  medication  wi 
vary  according  to  severity  as  well  as  type  of  depression  pres 
ent.  Elderly  patients  and  adolescents  can  often  be  manage", 
on  lower  dosage  levels. 


Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  an< 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injectio 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  am 
triptyline  HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  an 
0.2  mg.  propylparaben. 

Before  prescribing  or  administering,  read  product  circular  wit 
package  or  available  on  request. 


® MERCK  SHARP  &D0HME  Division  of  Merck  & Co  Inc  West  Rjmt  Ra  1948 


WHERE  TODAY’S  THEORY  IS  TOMORROW'S  THERAPY 


", 


The  1969  Model  Curriculum 


EDITORIAL 


If  the  automobile  industry  were  to  announce 
the  development  of  a set  of  wings  and  a 
propeller  for  every  1969  model,  the  news  would 
be  no  more  startling  than  that  coming  from 
the  University  of  Washington  School  of  Medi- 
cine about  a major  curricular  change.  The  words 
are  hardly  adequate.  The  1969  model  medical 
curriculum  has  been  changed  from  what  has 
gone  before  as  much  as  a flying  automobile 
would  differ  from  those  now  being  produced. 
The  difference  is  one  of  concept. 

The  practitioner  who  has  made  the  transition 
from  student  physician  to  physician  has  had  to 
do  so  at  the  expense  of  considerable  effort  in 
putting  the  sciences  together— with  some  accom- 
panying anguish  in  re-establishing  his  identity. 
Why  not  teach  anatomy,  physiology,  pathology, 
and  clinical  understanding  exactly  as  they  are 
used  in  the  practice  of  medicine?  This  appears 
to  have  been  the  question  asked  by  those  who 
for  several  years  have  been  developing  the  new 
educational  concept  at  the  University  of  Wash- 
ington. The  answer  is  a curriculum  that  breaks 
down  interdisciplinary  barriers  and  establishes 
the  relationship  of  each  to  clinical  medicine. 
From  his  first  hour,  on  his  first  day  in  the  medi- 
cal school,  the  student  will  be  expected  to  con- 
sider himself  a physician,  and  to  see  the  world 
through  professional  eyes. 

Framework  of  the  new  structure  is  a basic 
core  of  required  studies,  pared  to  the  minimum 
deemed  essential  for  all  physicians.  Some  of 
the  old  familiar  subjects  remain  but  they  are 
rearranged  and  given  different  emphasis.  List 
for  the  first  quarter  includes  molecular  and  cellu- 
lar biology;  embryology  and  tissue  structure; 
biostatistics  and  epidemiology;  and  social  and 
cultural  aspects  of  health.  General  consideration 
of  the  musculo-skeletal  system  comes  in  with  the 
second  quarter  but  it  is  coupled  with  studies 
in  tissue  response  to  injury;  natural  history  of 
infectious  disease  and  chemotherapy;  and  con- 
trol systems  and  mechanisms  of  homeostasis. 

With  basic  requirements  of  the  core  curricu- 
lum cut  to  90  credits,  only  half  of  the  total 
required  for  graduation,  there  is  unprecedented 
lattitude  in  electives.  Not  only  does  the  student 


have  opportunity  to  design  much  of  his  own 
education,  but  he  may  also  elect  the  rapidity 
with  which  he  moves  through  the  process  of 
obtaining  his  degree.  Those  of  superior  capa- 
bility and  energy  will  be  able  to  graduate  after 
only  ten  quarters.  Those  who  progress  more 
slowly  or  who  wish  to  explore  a greater  variety 
of  subjects  may  wish  to  remain  as  undergrad- 
uates for  as  much  as  five  years. 

In  a sense,  The  University  of  Washington 
School  of  Medicine  will  no  longer  be  a single 
medical  school,  but  will  be  five  schools,  each 
designed  to  assist  the  student  in  preparing  him- 
self for  the  role  he  wishes  to  assume  in  medicine. 
This  will  be  accomplished  by  the  establishment 
of  five  curricular  pathways:  Behavioral  Special- 
ties, Medical  Specialties,  Surgical  Specialties, 
Medical  Scientist,  and  Family  Physician  Spe- 
cialty. Each  student  will  be  required  to  select 
one  of  these  pathways  upon  completion  of  the 
core  curriculum  or  before.  For  each  pathway 
there  are  required  subjects  but,  again,  there  is 
great  latitude  in  selection  of  elective  courses. 
A strong  advisory  system  is  an  integral  part  of 
the  pathway  plan  as  students  will  be  expected 
to  select  the  elements  of  their  education  with 
the  help  of  faculty  advisors. 

The  new  curriculum  is  the  product  of  untold 
hours  of  committee  work  and  general  discussion 
at  the  Medical  School.  Outlines  of  major  change 
were  reported  in  1965  by  a Committee  for 
Major  Curricular  Change,  headed  by  Charles 
A.  Hunter.  This  was  followed  by  a first  and 
second  report  from  the  Basic  Curriculum  Com- 
mittee under  chairmanship  of  George  Aagaard. 
Further  contributions  came  from  Subject  Com- 
mittees and  Pathway  Committees.  John  Sherris 
became  head  of  the  Committee  for  Major  Cur- 
riculum Change  early  in  1967.  It  was  this  com- 
mittee that  submitted  the  final  recommendations. 
Coordinator  of  activities  leading  to  adoption  of 
the  new  curriculum  was  August  Swanson,  Asso- 
ciate Dean  for  Student  Affairs.  John  Hogness, 
Dean,  has  directed  immediate  implementation 
of  the  curriculum.  It  will  be  in  use  when  a new 
class  enters  the  Medical  School  in  the  coming 
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Part  of 
the  fine  art 
of  medicine 


DARVON* 

COMPOUND-65 


Each  Pulvule®  contains  65  rag.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to 
physicians  upon  request. 

ELI  LILLY  AND  COMPANY 
INDIANAPOLIS,  INDIANA  46206 
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Pancreatitis  III 

Pancreatitis  Related  to  Trauma,  Duodenal  Ulcer,  and  Surgery 


THOMAS  TAYLOR  WHITE,  M.D.,  Seattle,  Washington  / JEAN  MURAT,  M.D.,  Lyon,  France  / 

ALAN  MORGAN,  M.B.,  Cardiff,  Wales 


The  treatment  of  postoperative  pancreatitis  is  conservative  unless  the 
pancreatic  duct  is  thought  to  be  obstructed  by  a suture  or  a long-armed  T-tube, 
or  other  clearly  defined  indications  for  reoperation.  A few  patients  wtih  duodenal 
ulcer  penetrating  into  the  pancreas  or  who  have  pancreatitis  may  be  treated  by 
vagotomy  and  a drainage  procedure.  In  those  patients  with  pseudo-pancreatitis 
due  to  an  obstructed  proximal  loop  following  surgery,  this  loop  should  be 
decompressed.  The  treatment  of  pancreatitis  secondary  to  shock  is  that  of 
the  shock. 


In  a previous  article  in  this 
series  it  was  pointed  out 
that,  out  of  733  patients  with 
pancreatitis  forming  the  basis  for 
these  studies,  358  patients  had 
the  acute  form  of  the  disease, 
(over  half  with  associated  gall 
stones);  179  patients  had  chronic 
pancreatitis;  and  196  patients 
had  pancreatitis  related  to  ex- 
ternal or  operative  trauma,  duo- 
denal ulcer  and  related  diseases, 
the  treatment  of  which  was  that 
of  the  accompanying  disease. 

This  paper  consists  of  a fur- 
ther study  of  these  196  patients 
with  acute  pancreatitis  and 
known  related  disease. 

etiology  and  management 

Retrospective  study  of  the  rec- 
ords of  these  patients  permits 
the  etiologic  background  to  be 
described  with  some  accuracy. 
1.  External  Trauma 
Fifteen  patients  had  a history 
of  some  abdominal  trauma.  In 
some  it  was  a seemingly  trivial 
injury  with  mild  abdominal 
symptoms  accompanied  by  ele- 
vation of  amylase  some  days 


after  injury.  In  others,  typically 
the  “steering  wheel  injury”, 
symptoms  were  more  severe. 
Typically  they  can  be  associated 
with  rupture  of  the  pancreas 
and  the  main  duct  over  the 
spine.  Among  the  victims  of  pan- 
creatic trauma  in  this  group 
were  young  people  being  kicked 
by  horses,  young  people  falling 
out  of  trees,  and  others  falling 
downstairs.  Another  was  shot 
accidentally  in  the  upper  abdo- 
men. Sporting  and  automobile 
accidents  complete  the  picture. 

Where  abdominal  trauma  ap- 
pears to  be  slight  and  the  pa- 
tient has  only  a slight  elevation 
of  amylase,  surgical  therapy 
should  be  deferred.  Fortunately, 
surgical  therapy  is  needed  in- 
frequently. If,  however,  the  situ- 
ation worsens  with  complications 
of  pancreatitis  surgery  may  be 
indicated. 

The  pancreas  that  needs  to  be 
treated  surgically  usually  con- 
tains a cyst,  or  a ruptured  pan- 
creatic duct,  or  is  the  origin  of 
a fistula. 


CASE  REPORTS 

Case  1.  This  patient  had  a fis- 
tula secondary  to  a gun-shot 
wound.  He  was  treated  initially 
by  closure  of  wounds  in  his  stom- 
ach and  small  and  large  intestines 
and  debridement  of  the  surround- 
ing tissues.  Then  he  developed  a 
fistula  that  persisted  for  about 
three  weeks.  After  an  X-ray  was 
taken  of  the  fistula  at  the  hospital, 
it  closed  spontaneously,  probably 
due  to  dislodgement  of  some  debris 
from  the  main  pancreatic  duct 
allowing  pancreatic  contents  again 
to  drain  into  the  duodenum. 

Comment: 

Traumatic  cysts  usually  appear 
in  the  first  few  weeks  following  an 
acute  injury.  Ordinarily,  they  can 
be  marsupialised.  They  are  usually 
connected  to  the  main  pancreatic 
duct  system  so  that,  after  the 
debris  has  been  evacuated,  and  the 
swelling  of  the  surrounding  pan- 
creas has  abated,  the  pancreas  will 
again  drain  completely  into  the 
duodenum.  These  cysts  do  not  have 
a sufficiently  well-organized  cap- 
sule to  allow  subsequent  anastomo- 
sis to  the  alimentary  tract.  Anasto- 
mosis of  a fibrinous  capsule  may 
result  in  an  unfortunate,  and  dis- 
astrous, postoperative  breakdown. 

The  ruptured  pancreatic  duct 
can  be  drained  through  a catheter 
to  the  surface,  anastomosed  over  a 
small,  plastic  T-tube,  or  the  distal 
portion  may  be  implanted  into  the 
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intestine  with  closure  of  the  cut 
surface  of  the  head  portion  of  the 
pancreas.  Another  treatment  is  to 
anastomose  both  cut  surfaces  to  a 
Roux-en-Y  loop  of  jejenum.  We 
prefer  not  to  resect  the  tail  in  these 
instances  because  we  wish  to  pre- 
serve pancreatic  function.  In  one 
recent  instance  where  the  tail  was 
removed  under  the  impression  that 
the  patient  would  have  sufficient 
remaining  pancreas  to  preserve  nu- 
trition, further  necrosis  of  the  head 
took  place  following  operation.  The 
result  was  that  the  patient  has 
intractible  steatorrhea  in  spite  of 
massive  doses  of  pancreatin. 

Case  2.  An  example  of  late  com- 
plication of  a traumatic  cyst  was 
seen  in  a 44-year-old  man  who 
was  kicked  by  a horse  when  he  was 
sixteen  years  of  age,  at  which  time 
no  definitive  therapy  was  carried 
out.  He  went  to  college,  com- 
plained of  persistent  abdominal 
pain,  then  found  that  drinking 
whiskey  relieved  his  pain.  His  doc- 
tor thought  he  had  pancreatitis  on 
the  basis  of  alcoholism.  It  was 
decided  finally  to  operate.  He  was 
found  to  have  severe  fibrosis  of 
the  area  around  the  distal  pan- 
creatic duct  secondary  to  necrosis 
of  the  pancreas  occurring  after  the 
acute  injury  that  followed  his  being 
kicked.  It  was  possible  to  relieve 
this  patient’s  symptoms  completely 
by  transduodenal  sphincteroplasty. 
He  had  no  symptoms  during  the 
five-year  period  after  operation. 

2.  Post-operative  pancreatitis 

(61  cases) 

As  in  previously  reported  ser- 
ies, this  serious  complication  of 
surgery  usually  followed  gastric 
or  biliary  tract  surgery.  It  was 
occasionally  seen  following 
splenectomy  and  aortic  resection 
but  also  was  noticed  following  a 
wide  range  of  extra-abdominal 
procedures.  The  actual  causative 
mechanism  of  postoperative  pan- 
creatitis remains  obscure,  al- 
though our  recent  observation 
that  there  is  a lowering  of  the 
trypsin  inhibitor  content  of  pan- 
creatic juice  following  pancreat- 
ico-biliary  operations,  is  an  at- 
tractive new  slant.7 

In  this  group  it  is  difficult  to 
define  any  specific  treatment 
because  of  the  lack  of  definition 
of  cause.  However,  certain 


guides  may  be  suggested  to  help 
one  avoid  this  situation.  In  addi- 
tion to  the  obvious  surgical  prin- 
ciples which  one  must  observe 
in  any  operation  which  produces 
bruising  and  crushing  of  tissue, 
such  as  those  involving  dilata- 
tion of  the  sphincter  of  Oddi, 
dissection  of  the  duodenum  from 
the  pancreas  in  a duodenal  ulcer, 
or  placement  of  a long-arm  T- 
tube,  there  are  certain  points 
about  which  the  operator  should 
lie  aware: 

1.  Simple  exploration  of  the 
common  bile  duct  with  dilators 
up  to  6 mm  in  size  did  not  ap- 
pear to  produce  an  increase  in 
mortality  or  morbidity.8  With  the 
use  of  larger  dilators  (7mm  +), 
10  of  22  patients  died  during  the 
post-operative  period.  Morbidity 
was  considerably  increased  in 
the  other  patients.  While  Bakes' 
autopsy  study0  showed  that  a 
13  mm  dilator  could  be  passed 
through  the  ampulla  of  Vater 
without  disrupting  the  intrinsic 
muscle  fibers,  Reynolds  recently 
showed  that  when  passed 
through  the  common  bile  duct 


and  ampulla  under  direct  vision 
w ith  the  duodenum  open  at  sur- 
gery a dilator  over  3 mm  in  size 
disrupts  the  ampulla  and  pre- 
sumably results  in  subsequent 
fibrosis  of  the  sphincter  mechan- 
ism.10 The  end  result  may  not 
only  be  edema  and  swelling  of 
the  ampullarv  and  surrounding 
structures  during  the  immediate 
postoperative  period,  with  con- 
sequent frequent  acute  obstruc- 
tion of  the  duct  of  Wirsung,  but 
also  chronic  obstruction  of  the 
biliary  and  pancreatic  trees.  This 
reinforces  our  opinion  that  only 
a dilator  large  enough  to  ensure 
patency  of  the  duct  should  be 
used.  We  prefer  not  to  use  a 
dilator  over  5 mm  in  diameter.  If 
it  will  not  pass,  we  perform  a 
sphincterotomy,  sphincteroplas- 
ty, or  choledocoduodenostomy. 

2.  Direct  trauma  to  the  gland 
itself  should  be  avoided,  partic- 
ularly when  dealing  with  a pos- 
terior penetrating  duodenal  ul- 
cer. Of  course,  the  more  modern 
approach  to  this  problem  using 
vagotomy  and  pyloroplasty  or 
gastroenterostomy  has  obviated 


Fig.  1.  A large  long-arm  T-tube  will  occlude  the  pancreatic  duct.  If  such  a tube 
is  used  at  all,  it  should  fit  loosely  through  the  ampulla  of  Vater,  so  as  not  to 
occlude  the  pancreatic  duct.  (From  White,  Pancreatitis.  Baltimore:  Williams  and 
Wilkins,  1966.) 
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Fig.  2.  This  intravenous  cholangiogram  was  taken  on  a patient  who  had  had 
25  hospital  admissions  for  attacks  of  abdominal  pain  following  a Billroth  II 
gastric  resection.  The  presence  of  radiopaque  medium  in  the  proximal  loop 
indicates  that  there  is  stasis  at  this  level.  The  patient  had  an  elevated  amylase 
with  each  attack.  At  surgery  he  had  a normal  pancreas  and  a 75  cm  loop 
proximal  to  his  gastrojejunostomy.  We  consider  this  patient  to  have  had 
pseudo-pancreatitis.  (From  White,  Pancreatitis.  Baltimore:  Williams  and  Wilkins, 
1966) 


this  danger,  but  occasionally  the 
surgeon  still  has  to  face  it.  Then, 
some  maneuver  such  as  Nissen’s 
open  closure  of  the  stump,  leav- 
ing the  ulcer  in  situ  is  much 
more  desirable  than  an  heroic 
excavation  of  the  ulcer. 

3.  Use  of  large,  long-arm  T- 
tubes  (12-18  F)  previously  has 
been  implicated  by  us  as  a po- 
tent cause  of  pancreatitis.8  These 
tubes  tend  to  obstruct  the  pan- 
creatic duct  as  do  misplaced 
stitches  in  a sphincterotomy. 
Figure  1.  Six  of  14  patients  in 
this  series  on  whom  such  a tube 
was  used  died.  Another  five  pa- 
tients remained  in  the  hospital 
for  five  weeks  or  more  follow- 
ing the  acute  attack.  If  such  a 


tube  is  used,  it  should  fit  loosely 
and  certainly  not  be  over  6-8  F 
in  size.  We  personally  do  not 
like  to  use  tubes  of  this  sort 
but  prefer  to  carry  out  a sphinc- 
teroplasty. 

3.  Patients  with  acute  abdomi- 
nal attacks  of  pseudo-pan- 
creatitis follotving  Billroth  II 
anastomoses. 

Some  patients  develop  recur- 
rent, acute  crises  after  gastro- 
jejunostomy following  gastric  re- 
section for  ulcer.  Accompanied 
by  an  elevation  of  amylase,  these 
attacks  are  thought  to  be  due  to 
acute  pancreatitis.  We  believe 
that  they  are  due  either  to  func- 
tion stasis  of  the  afferent  loop 


or  actual  mechanical  stasis.  The 
afferent  loop  is  often  outlined 
with  radio-opaque  dye  after  an 
intravenous  cholangiogram.  Fig- 
ure 2. 

Case  3.  This  patient  had  36 
hospital  admissions  for  acute  ab- 
dominal pain  associated  with  ele- 
vated amylase.  His  proximal  loop 
was  well  visualized  after  intra- 
venous cholangiography.  His  gastro- 
jejunostomy was  converted  to  a 
gastro-duodenostomy,  after  which 
he  has  been  without  symptoms. 

Case  4.  A 45-year-old  patient 
had  developed  acute  upper  ab- 
dominal pain  45  to  90  minutes 
after  meals  for  15  years,  following 
a Billroth  II  gastric  resection.  X- 
ray  appearance  was  normal.  When 
the  proximal  loop  was  intubated 
during  diagnositc  studies,  500  ml 
of  fluid  was  obtained  in  a great 
gush,  suggesting  stasis  within  the 
loop.  At  the  time  of  surgery,  the 
proximal  loop  was  full  of  undigest- 
ed food  which  undoubtedly  had 
been  in  place  for  some  months. 

Comment:  The  pancreas  was 

normal  in  both  of  these  patients. 
We  agree  with  Thai  and  Perry  that 
this  type  of  individual  has  pseudo- 
pancreatitis, in  most  instances,  and 
not  true  pancreatitis  in  spite  of  the 
fact  that  elevations  of  amylase  are 
found  in  connection  with  the  acute 
attacks.  At  the  time  of  operation, 
one  never  finds  induration  of  the 
pancreas. 

4.  Peptic  Ulceration 

Duodenal  ulcer  co-existed  with 
pancreatitis  in  77  patients,  and 
is  considered  as  the  probable 
cause  of,  or  as  a major  contribu- 
tor to,  pancreatitis  in  the  major- 
ity of  instances,  especially  in 
those  patients  with  an  active, 
posterior,  penetrating  ulcer.  Vag- 
otomy and  pyloroplasty  or  gas- 
troenterostomy are  effective  in 
treating  the  inflammation  in  both 
the  duodenum  and  the  pancreas 
in  most  of  these  cases. 

Case  5.  A 50-year-old  man  devel- 
oped heartburn  and  gradual  intoler- 
ance to  greasy  and  fatty  foods.  The 
symptoms  were  exaggerated  by 
milk,  and  milk  products.  He  ate 
less  and  less  because  of  these 
symptoms  and  lost  weight.  X-ray 
showed  a duodenal  deformity  with 
pvlorospasm,  as  well  as  channel 
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ulcer  deformity  at  the  apex  of  the 
cap.  At  surgery,  he  had  diffuse 
induration  of  the  pancreas,  which 
was  compressing  the  bile  duct  with 
some  resultant  dilatation  of  the 
common  duct,  and  a punched  out 
ulcer  just  beyond  the  pylorus. 
Vagotomy  and  pyloroplasty  re- 
lieved this  man  of  his  signs  and 
symptoms. 

5.  Hypovolemic  Shock  (34  coses) 

Shock  appeared  to  be  the  pre- 
cipitating cause  in  34  cases,  the 
pancreas  being  involved  to- 
gether with  a number  of  other 
organs  in  this  situation.  It  has 
been  recognized  as  a predispos- 
ing cause  for  some  time,  but  we 
were  disconcerted  to  find  so 
many  cases  of  shock  in  this 


series.  It  is  true  that  some  of 
the  patients  were  terminal  w hen 
entering  a hypovolemic  state, 
due  to  severe  heart  attack  or  to 
prolonged  heart  failure,  but  a 
number  of  other  patients  be- 
longed in  the  group  of  surgical, 
or  reversible  shock.  According- 
ly, these  patients  figure  also  in 
the  postoperative  group.  The 
main  treatment  of  course,  for 
these  patients,  is  that  of  the 
shock  and  its  precipitating 
causes. 

6.  Rare  Associations 

There  is  a small  group  of  rare 
cases  to  complete  this  discussion. 


One  patient  had  hyperlipemia, 
three  had  hyperparathyroidism, 
and  five  had  an  associated  viral 
illness. 

The  occurrence  after  para- 
thyroidectomy is  sufficiently 
common  to  warrant  special  care 
before  and  during  the  operation. 
Pancreatic  rest  should  be  in- 
stituted with  gastric  aspiration 
and  atropine.  Hypocalcemia 
should  be  avoided  postoperative- 
ly.  Patients  suffering  pancreatitis 
from  other  causes  should  be 
treated  for  the  primary  ill- 
ness. ■ 

1115  Columbia  St.  98104 
(Dr.  White) 


to  be  continued 


abstracto 

El  tratamiento  de  pancreatitis  postoperativa, 
es  conservador,  a no  scr  que  se  piense  que  el 
conducto  pancredtico  este  obstruido  por  una 
ligadura , o an  tubo  T de  brazo  largo  u otras 
indicaciones  claramente  clefinidas  para  reoperar. 
Pocos  pacientes  con  tilcera  duodenal  con  pene- 


tracion  al  pancreas  o que  tienen  pancreatitis , 
pueden  ser  tratados  con  vagotomia  y tin  proc- 
edimiento  de  drenaje.  En  aquellos  pacientes  con 
pseudo-pancreatitis  debido  a una  obstruccion 
de  asa  intestinal  proximal  despues  de  la  inter- 
vencion  quirurgica,  esa  asa  deberia  descomp- 
rimirse.  El  tratamiento  de  pancreatitis  secundaria 
al  “shock”  es  el  mismo  que  para  el  “shock”. 
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Chest  Injuries,  Their  Recognition  and  Management 


ERIC  M.  N A N SON,  M.B.,  Saskatoon,  Saskatchewan 


Chest  injury  can  he  rapidly  lethal  if  not  given  prompt  treatment. 
Pneumothorax  or  hemopneumothorax  should  be  recognized  and  treated  by 
immediate  insertion  of  a large  caliber  tube.  Tracheostomy  and  suction  may  be 
necessary.  Maintenance  of  respiratory  exchange  is  the  most  important  factor  in 
treatment.  Control  of  shock  will  be  well  under  way  if  the  propert  steps  are 
taken  promptly  after  chest  injury  occurs. 


Chest  injuries  seen  in  civilian 
practice  occur  from  a var- 
iety of  causes.  They  frequently 
are  associated  with  automobile 
accidents,  especially  when  the 
driver  is  thrown  against  the 
steering  wheel.  Farm  accidents 
often  cause  chest  injury  especial- 
ly the  run-over  type  of  acci- 
dent involving  a tractor.  Hunt- 
ing accidents  occasionally  pro- 
duce chest  injury,  most  of  them 
resulting  from  careless  use  of 
firearms.  To  this  group  may  be 
added  homicidal  or  suicidal  in- 
juries with  knives  and  firearms. 

Unfortunately,  chest  injuries 
are  frequently  mismanaged.  Re- 
sults can  be  disastrous.  They  are 
often  associated  with  multiple 
injuries  such  as  head  injury,  ab- 
dominal injury,  and  fractures  of 


Dr.  Nanson’s  article  is  part  of  a lec- 
ture he  gave  at  the  Annual  Meeting 
of  the  Idaho  Medical  Association,  Sun 
Valley,  Idaho,  June  28-July  2,  1967. 


limbs.  If  mismanaged,  shock  is 
markedly  aggravated. 

CASE  REPORTS: 

Case  1:  A 15-year-old  girl  was 
involved  in  an  automobile  acci- 
dent. She  developed  bilateral 
pneumothorax  associated  with  rib 
fractures.  The  doctor,  in  the  coun- 
try, inserted  small  plastic  catheters 
(intracath)  into  the  two  pleural 
spaces  through  the  second  inter- 
costal spaces  anteriorly.  Neither 
pneumothorax  was  eliminated  be- 
cause the  catheters  were  far  too 
small.  She  went  into  respiratory 
arrest  while  being  loaded  into  an 
ambulance  plane  for  transportation 
to  the  city.  She  recovered  from 
this  after  artificial  respiration,  and 
was  reasonably  comfortable  during 
the  one  hour  flight  to  Saskatoon. 
However,  on  unloading  from  the 
aircraft,  she  again  went  into  res- 
piratory arrest,  this  time  associated 
with  cardiac  arrest.  She  was  rushed 
by  ambulance  to  the  hospital  where 
she  promptly  was  intubated  and 
artificially  respired.  At  the  same 
time,  bilateral  chest  tubes,  size 
28F,  were  inserted  into  each  side 
of  the  chest  and  attached  to  under- 
water seal.  Cardiac  and  respiratory 
function  was  restored  but  her  brain 
had  been  irretrievably  damaged  by 


anoxia  of  at  least  10  minutes  dura- 
tion during  the  ride  from  the  air- 
port to  the  hospital.  She  expired 
36  hours  after  admission  to  the 
hospital.  Thus,  this  15-year-old  girl 
died  all  for  the  want  of  two  good 
sized  chest  tubes.  She  had  a few 
fractures  ribs  and  no  other  injuries. 

Case  2:  Another  child,  a 3-year- 
old  girl,  was  run  over  on  her 
father’s  farm  by  a trailer  which, 
with  its  load,  weighed  an  esti- 
mated 10,000  lbs.  She  was  uncon- 
scious for  three  minutes  and  had 
some  air  hunger.  She  was  brought 
quickly  to  the  hospital  where  bi- 
lateral pneumothoracies  were  seen 
on  X-ray.  Bilateral  chest  tubes,  size 
22,  were  inserted  and  attached  to 
underwater  seal.  She  recovered 
rapidly  and  left  the  hospital  some 
10  days  later  without  residual  dis- 
ability. 

Types  of  injury  that  may  oc- 
cur are  listed  in  Table  1.  As  a 
result  of  a severe  chest  injury, 
particularly  with  fractured  ribs, 
certain  conditions  arise  as  a con- 
sequence; they  are  listed  in 
Table  2.  Wet  lung  and  bron- 
chorrhoea  develop  as  reflex  phe- 
nomena, with  outpouring  of 
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Table  1 

Types  of  Chest  Injuries 

1.  Contusion  of  chest  wall 

2.  Fracture  of  ribs 

a.  crack 

b.  single  site 

c.  double  site 

d.  multiple 

e.  stove  in  chest 

3.  Fractured  sternum 

4.  Damaged  lung 

a.  contusion 

b.  hematoma 

c.  ruptured  bronchus 

d.  torn  lung 

5.  Traumatic  asphyxia 

6.  Traumatic  pericarditis 

7.  Bruised  myocardium 

8.  Cardiac  tamponade 

9.  Ruptured  aorta 

10.  Ruptured  diaphragm 

1 1 . Chylothorax 

12.  Subdiaphragmatic  injuries 


mucus  from  the  bronchial  glands 
and  failure  of  elimination  by 
adequate  coughing.  Pneumo- 
thorax occurs  as  a result  of  a torn 
lung  or  a ruptured  bronchus. 
Hemothorax  comes  most  fre- 
quently from  torn  intercostal 
arteries  but  may  arise  from  torn 
internal  mammary  vessels,  torn 
lung  vessels,  torn  diaphragmatic 
vessels,  and  tom  aorta.  Atelec- 
tasis develops  from  failure  to 
cough  up  excessive  mucus  with 
consequent  absorption  of  distal 
air.  In  the  wake  of  atelectasis 
comes  infection  as  a pneumonitis 
or  frank  pneumonia  by  down- 
ward spread  of  infection  from 
the  nasopharynx.  Paradoxical 
respiration  occurs  if  several  ribs 
are  broken  in  two  places,  front 
and  back,  so  that  a whole  seg- 
ment of  the  chest  wall  becomes 
unstable  and  moves  in  with  in- 
spiration and  out  with  expira- 
tion. Fibrothorax  is  a late  com- 
plication due  to  organization  of 
blood  allowed  to  remain  in  the 
pleural  cavity.  Surgical  emphy- 
sema may  be  extensive,  in  the 
chest  wall  or  over  the  whole 
body.  It  usually  means  fractured 
ribs. 


Mediastinal  emphysema  is 
often  indicative  of  a ruptured 
bronchus.  Clinically  it  may  show 
at  the  root  of  the  neck  and  it 
may  be  demonstrated  by  X-ray. 

Nature  and  magnitude  of 
chest  injury  are  assessed  by 
analysis  of  the  factors  listed  in 
Table  3.  A careful  history  of  the 
mechanism  of  the  accident,  ob- 
tained either  from  the  patient 
or  an  observer  is  important.  It 
may  give  a clue  to  the  possible 
damage,  eg.  a steering  wheel  in- 
jury. Physical  examination  is 
useful.  Thus  tenderness  over  a 
rib,  or  pain  on  springing  the 
ribs,  suggest  fracture.  Poor  or 
absent  air  entry,  determined 
by  ausculation,  usually  means 


Table  2 

Consequent  Conditions 

1.  Wet  lung 

2.  Bronchorrhea 

3.  Pneumothorax 

4.  Hemothorax 

5.  Hemopneumothorax 

6.  Atelectasis 

7.  Infection 

8.  Paradoxical  respiration 

9.  Fibrothorax 

10.  Surgical  emphysema 

a.  chest  wall 

b.  mediastinum 


pneumothorax.  But  the  definitive 
diagnosis  depends  on  adequate 
X-ray  examination  preferably 
with  the  patient  in  a sitting  or 
reclining  position  to  detect  pres- 
ence of  air-fluid  level.  Chief 
search  is  for  exidence  of  hemo- 
pneumothorax, mediastinal  he- 
matoma, or  ruptured  diaphragm. 

A patient  with  chest  injury 
may  deteriorate  rapidly.  Causes 
are  listed  in  Table  4.  The  prime 
cause  is  inadequate  gas  ex- 
change which  may  be  due  to 
paradoxical  respiration,  exces- 
sively wet  lungs  with  atelectasis, 
uncontrolled  pneumothorax,  or 


progressive  hemothorax.  A vi- 
cious circle  effect  is  produced 
by  pain,  shallow  breathing  and 
ineffective  cough.  Severe  infec- 
tion may  develop,  after  24  to  48 
hours,  with  further  compromise 
of  ventilating  lung  surface  plus 
the  toxic  factor  of  infection. 

The  principles  of  treatment 
are  listed  in  Table  5.  Mainte- 
nance of  ventilation  is  first  and 
foremost.  This  initially  may  in- 
volve prompt  tracheal  intuba- 
tion and  artificial  ventillation, 
later  to  be  replaced  with  tra- 
cheostomy plus  respirator  assist- 
ed breathing.  Restoration  of  lung 
volume  involves  elimination  of 
the  pneumothorax.  Clearance  of 
secretion  involves  coughing, 
deep  breathing,  tracheobronchial 
suction,  or  bronchoscopy.  Control 
of  infection  involves  the  use  of 
antibiotics.  Removal  of  the 
hemothorax  involves  either  as- 
piration or  tube  drainage. 

The  details  of  treatment  are 
listed  in  Table  6 in  sequence  of 
urgency.  The  treatment  of  shock 
will  obviously  go  on  synchron- 
ously with  the  rest  of  the  treat- 
ment, but  the  proper  carrying 
out  of  items  1 to  4 may  go  a long 
way  to  overcome  shock. 

Some  discussion  of  details  of 
treatment  is  necessary.  Thus  the 


Table  3 

Important  Points  About  Diagnosis 

1.  History  of  accident 

2.  Examination 

a.  bruising 

b.  tenderness 

c.  springing  of  ribs 

d.  stethoscope 

e.  surgical  emphysema;  neck, 
chest  wall 

3.  Signs  of  shock 

4.  Embarrassed  respiration 

a.  grunting 

b.  alae  nasae  working 

c.  cyanosis 

5.  X-ray,  AP  and  lateral  (sit  up 
if  possible) 

6.  Haemoglobin  and  hematocrit 

7.  EKG 
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Table  4 

Mechanisms  of  Deterioration 

1.  Inadequate  gas  exchange 

a.  fall  of  Po2  and  02  saturation 

b.  rise  of  Pco2  and  NaHCOH 

c.  potentiation  of  shock  by  shift 
to  low  pH 

2.  Paradoxical  respiration 

3.  Bronchorrea 

4.  Pneumothorax 

5.  Hemothorax 

6.  Ineffective  cough 

a.  pain 

b.  shallow  breathing 

7.  Infection 


Table  5 

Treatment  Principles 

1.  Maintain  ventillation 

2.  Restore  lung  volume 

3.  Clear  secretions 

4.  Control  infections 

5.  Remove  blood  from  pleural 
cavity 


general  assessment  of  the  pa- 
tient is  vital  to  make  sure  no 
other  injuries  exist  and  to  assess 
the  degree  of  shock.  The  control 
of  pneumothorax  of  significant 
degree  is  best  accomplished  by 
inserting  a chest  tube  of  ade- 
quate size— 18F  to  28F— via  tro- 
char  and  cannula.  Such  a tube  is 
best  inserted  in  the  2nd  inter- 
costal space  anteriorly  because 
in  a sitting  or  reclining  posi- 
tion air  will  rise  to  that  area. 
The  tube  is  connected  to  a water 
seal  with  suction,  preferably 
regulated  as  in  Figure  1. 

Should  a cannula  of  adequate 
size  not  be  available,  a stab  in- 
cision may  be  made  and  the 
catheter  thrust  through  on  a 
rigid  stylette.  If  a hemopneumo- 
thorax  is  present,  the  tube 
should  be  placed  in  about  the 
5th  or  6th  intercostal  space  in 
the  midaxillary  line.  This  will 
remove  both  air  and  blood,  if 


suction  is  used.  Thoracotomy  is 
rarely  needed  except  if  bleeding 
is  uncontrolled,  a bronchus  is 
ruptured,  there  is  aortic  or  car- 
diac damage,  or  the  diaphragm 
is  tom.  A ruptured  diaphragm 
should  always  be  repaired 
promptly,  preferably  through 
the  thoracic  route. 

Control  of  pain  to  enable  ade- 
quate ventillation  is  vital  in  se- 
vere rib  fractures.  Small  doses  of 
morphine  or  meperidine  (Dem- 


erol) with  levallorphan  tartrate 
( Lorfan ) may  be  satisfactory  and 
not  too  depressing  to  the  resipir- 
atory  center.  For  severe  pain,  re- 
peated intercostal  block  may  be 
used.  With  numerous  and  bilat- 
eral rib  fractures,  continuous 
extradural  block  is  a valuable 
means  of  controlling  pain. 

Fixation  of  the  chest  wall,  in 
case  of  paradoxical  respiration, 
may  be  accomplished  in  several 
ways.  Positive  pressure  breath- 


B 


Fig.  X.  Method  of  inserting  intercostal  tube  and  connecting  to  underwater  seal 
with  suction. 
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Table  6 

Details  of  Treatment 


1.  General  assessment 

2.  Maintain  ventillation 

a.  intratracheal  tube 

b.  respirator 

c.  tracheostomy 

3.  Restore  lung  volume 

a.  control  pneumothorax 

b.  aspirate  blood 

c.  thoracotomy 

d.  repair  ruptured  diaphragm 

4.  Clear  airway 

a.  tracheobronchial 

b.  tracheostomy 

c.  coughing  and  breathing  exer- 
cises 


5.  Treat  shock 

a.  oxygen 

b.  transfusion 

c.  control  pain 

1.  morphine0 

2.  meperidine0 

3.  nerve  block 

4.  extradural  block 

6.  Stabilize  chest  wall 

a.  close  sucking  wound 

b.  fixation  of  chest  wall 

c.  positive  pressure  breathing 

7.  Prevent  atelectasis 

a.  high  humidity 

b.  tracheobronchial  suction 

c.  Alevaire,  saline,  mucomist, 
isoproterenol  (Isuprel) 

8.  Prevent  infection 
a.  antibiotics 


“Levallorphan  (Lorfan)  should 
be  added  to  counteract  respiratory 
depression. 


ing  with  tracheostomy  and  res- 
pirator is  useful.  It  is  also  popu- 
lar at  the  present  time.  It  ac- 
complishes what  has  been  called 
internal  splinting  by  the  cushion 
of  the  lung  itself.  It  may  have 
to  be  continued  for  as  much  as 
ten  days,  until  the  healing  pro- 
cess overcomes  the  instability. 
Pericostal  wires  or  towel  clips 
are  still  useful.  They  are  at- 
tached to  a cord  running  over  a 
pulley  and  tied  to  a 2 to  4 pound 
weight,  Figure  2.  It  is  fashion- 
able to  decry  this  method  at 
the  present  time  but  it  is  still 
very  useful.  Only  rarely  should 
thoracotomy  be  considered  for 
internal  fixation  of  the  ribs  by 
wiring. 

Some  comment  should  be 
made  on  neglected  hemothorax. 
As  a general  rule  all  blood 
should  be  removed  from  the 
pleural  cavity  as  soon  as  possi- 
ble. Blood  tends  to  remain  fluid 
in  the  pleural  cavity  for  36  to 
72  hours  because  it  tends  to  get 


defibrinated.  Ultimately,  it  be- 
comes organized.  Easiest  way  to 
remove  large  quantities  of  blood 
from  the  pleural  cavity  is  to  in- 
sert a tube  and  attach  it  to  an 


Fig.  2.  Method  of  stabilizing  a chest 
wall  paradoxical  respiration. 


underwater  seal  with  suction.  It 
is  far  more  effective  than  needle 
aspiration.  Furthermore,  if  the 
tube  is  in,  any  continued  bleed- 
ing may  be  readily  detected. 


If  the  blood  clots  and  organizes 
it  compresses  lung  and  fixes  the 
chest  wall  so  that  there  is  poor 
ventillation  on  that  side.  Result- 
ing fibrothorax  requires  thora- 
cotomy and  decortication  of  the 
lung.  This  is  a major  procedure 
and  is  required  chiefly  because 
of  mishandled  hemothorax.  It 
can  develop  within  6 to  8 weeks. 

Traumatic  asphyxia  is  due  to 
sudden  compression  of  the  chest 
with  back  pressure  of  the  blood 
up  the  valveless  internal  jugular 
venous  system  producing  ecchy- 
moses  of  the  head  and  neck,  and 
chest  wall  above  the  nipple  line. 
The  conjunctivae  become  oede- 
matous  and  ecchymotic.  There 
may  be  temporary  blindness  but 
usually  no  serious  sequelae  re- 
sult. Signs  disappear  in  ten  to 
fourteen  days.  It  is  important  to 
reassure  the  relatives  that  the 
condition  is  not  serious  and  will 
clear  up. 

summary 

Chest  injuries  are  temporarily 
serious  and  urgent.  They  require 
prompt  and  effective  treatment 
to  obviate  death.  Nothing  other 
than  hemorrhage  kills  more 
quickly  than  inadequate  res- 
piratory exchange. 

With  proper  and  prompt  at- 
tention the  patient  should  im- 
prove rapidly.  In  general,  about 
7 to  10  days  should  see  him 
recovered  from  the  chest  injury 
aspect  of  his  accident.  Excep- 
tions exist,  especially  if  there  has 
been  severe  aortic  or  cardiac 
damage  but  patients  should  not 
die  because  of  chest  injury, 
per  se.  ■ 

University  of  Saskatchewan 


Continued  on  next  page 
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abstracto 


Heridas  del  torax  pueden  ser  mortal  si  no 
son  tratado  prontamente.  N eumotorax  o hemo- 
neumotorax  debe  ser  reconocido  y tratado  in- 
mediatamente  con  insercion  de  un  tubo  de 
calibre  ancho.  Puede  ser  que  tenga  el  cirujano 
que  nsar  traqueostomia  tj  succion.  El  factor  de 


mas  importancia  en  el  tratamiento  es  el  manteni- 
miento  del  cambio  respiratorio.  Se  progresaran 
btien  la  restriccion  del  shock  si  las  acciones 
propias  son  iniciadas  prontamente  despues  la 
ocurrencia  de  la  herida  del  torax. 


EAT-IN 

For  many  years  students  at  Guy’s  have  tried  to  find  a means  whereby  they  could 
bring  to  the  attention  of  the  authorities  the  poor  quality  of  the  food  they  eat  in  the  Spit. 
From  the  results  of  the  Eat-In  that  was  held  two  weeks  ago  it  appears  that  success 
is  within  sight. 

Under  the  guise  of  a sausage-eating  contest  between  Guy’s  and  fellow-emaciated 
Bart’s,  a most  fantastic  gastronomique  circus  was  put  on  with  the  consumption  of 
over  120  lbs.  of  genuine  pork— British  produced.  This  was  in  no  tcatj  a Back  Britain 
Campaign,  but  a protest  against  inadequate  hospital  cuisine. 

Held  in  the  East  Wing  and  honored  with  the  presence  of  a group  of  Czech 
medical  students  currently  in  this  country  on  a two-week  culmary  tour  of  Britain  under 
the  auspices  of  the  Education  Exchange  Council,  the  malnourished  individuals 
of  the  contesting  sides  set  to. 

Bart’s  showed  the  true  colors  of  their  kitchen’s  deficiencies  when  five  zombie-likc 
characters  consumed  38-1/2  sausages  in  ten  minutes,  winning  for  themselves  that  most 
treasured  prize  of  Champions  of  the  Sausage  Relay. 

But  Guy’s  were  not  to  be  out-eaten,  for  in  reply  Robert  Kent  demonstrated  most 
poignantly  the  hunger  suffered  at  the  hands  of  the  Guy’s  Catering  Committee  by 
devouring  23-1/2  long-johns  in  the  30-minute  Marathon,  for  which  he  received 
equivalent  in  prize  of  a Gold  Medal. 

As  the  evening  wore  on,  with  fears  of  burst  abdomens  hovering  over  surgical 
take-in  housemen,  Christine  Ryman,  a Guy’s  nurse,  surprised  all  by  achieving  the 
exalted  position  of  Queen  Crammer  by  polishing  off  18  sausages  in  15  minutes,  a 
new  Women’s  All-comers’  Record! 

The  night  for  Guy’s  was  capped  by  an  event  the  winning  of  which  will  only  be 
equalled  by  the  First  Fifteen,  if  it  wins  the  Cup,  when  Guy’s  man  John  Wood  downed 
1 dozen  raw  eggs  in  4.9  seconds,  and  two  pints  of  best  bitter  in  7.7  seconds,  easily 
bettering  the  reigning  champions,  Oxford  University.  So  much  for  that  other  place. 

Guy's  Hospital  Gazette— March  2,  1968 
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Metastasizing  Xanthofibroma  of  the  Skin 


LOIS  J.  CARTER,  M.D.,  Rock  Hill,  South  Carolina  and  ROBERT  S.  SMITH,  M.D.,  Boise,  Idaho 


Enlarged  cervical  lymph  nodes,  appearing  two  years  after  irradiation 
treatment  of  a recurring  lesion  of  the  face,  were  removed  by  radical  neck 
dissection.  Tumors  tissue  was  xanthofibroma  and  met  no  criterion  of  malignancy 
except  that  it  had  metastasized. 


Xanthofibroma  of  the  skin, 
ordinarily  considered  to  be 
a benign  lesion,  is  occasionally 
associated  with  lymph  node 
metastases.  Histologic  diagnosis 
in  some  of  these  cases  may  be 
difficult,  but  operative  manage- 
ment should  offer  a hopeful 
prognosis.  A case  of  metasta- 
sizing xanthofibroma  with  long 
term  follow-up  is  presented. 

CASE  REPORT: 

A 54-year-old  Idaho  rancher, 
presented  a large,  firm  mass  in  the 
submaxillary  triangle  of  the  left 
side  of  the  neck  when  first  exam- 
ined on  May  3,  1954.  He  had  had 
irradiation  treatment  in  1952  for 
a recurrent  malignant  lesion  of  the 
skin  of  his  face,  and  a firm  scar  in 
the  upper  left  nasolabial  fold 
marked  the  site  of  this  treatment. 
The  finding  of  several  enlarged 
lymph  nodes  in  immediate  asso- 
ciation with  the  submaxillary  mass 
suggested  an  extensive  cervical  in- 
volvement by  metastatic  tumor, 
and  reinforced  the  indications  for 
radical  neck  dissection.  While  sec- 


Dr.  Carter,  pathologist  to  York  Gen- 
eral Hospital,  South  Carolina,  was 
pathologist  to  St.  Luke’s  Hospital, 
Boise,  Idaho,  when  this  paper  was 
submitted. 


tions  of  the  original  facial  tumor, 
resected  in  1945  and  recurrent  7 
years  later,  were  not  available  for 
review,  a pathologic  report  on  file 
indicated  that  the  neoplasm  had 
been  considered  to  be  a lightly 
pigmented,  malignant  melanoblas- 


toma,  of  spindle  cell  type. 

Radical  neck  dissection  was  per- 
formed May  6,  1954.  In  the 
operative  specimen,  a single,  hard 
submaxillary  lymph  node,  orange 
yellow  on  cut  surface,  was  found. 
Microscopic  sections  of  the  node 


Fig.  1.  No  evidence  of  recurrence  of  metastasizing  xanthofibroma  twelve  years 
after  operative  treatment.  Scars  mark  left  neck  dissection,  and  operative  removal 
of  primary  tumor. 
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showed  a preponderance  of  fibro- 
blastic cells,  arranged  in  irregular 
whorls,  and  associated  with  scat- 
tered small  groups  of  lipid-filled 
phagocytes.  The  node  presented 
a rim  of  remaining  lymphoid  tis- 
sue. Other  cervical  lymph  glands 
were  hyperplastic  but  were  unin- 
volved by  tumor.  The  pathologic 
impression  at  this  time  was  metas- 
tasic  fibrosarcoma. 

The  patient’s  convalescence  fol- 
lowing neck  dissection  was  un- 
eventful. However,  during  the 
summer  months,  the  scarred  area 
in  the  upper  left  cheek,  marking 
the  location  of  the  original  skin 
tumor,  showed  thickening  and 
scaling  and  finally  became  frankly 
ulcerated.  On  September  22,  1954, 
this  lesion  was  excised.  Sections 
of  the  tissues  resected  showed 
tumor  involvement  consistent  with 
a diagnosis  of  fibrosarcoma  of  the 
skin,  and  the  neoplasm  was  ac- 
cepted as  the  presumptive  primary 
of  the  tumor  which  previously  had 
been  found  in  the  left  submaxil- 
lary node.  The  pathologist  noted, 
in  section  of  the  tissues,  keratosis 
on  the  surface,  acanthosis  of  rather 
atrophic  squamous  epithelium, 
scarring  of  the  dermis  with  some 
hyalinoid  degeneration,  and  mark- 
ed vascularity.  Definite  areas  of 
proliferation  of  immature  fibro- 
blasts, with  spindle  cells  invading 
and  fading  off  into  the  surrounding 
tissues,  were  also  noted. 

The  patient  was  not  given  fur- 
ther treatment  of  any  kind  after 
resection  of  his  facial  tumor.  He 


has  been  under  close  observation, 
however,  and  to  date  has  shown  no 
evidence  of  tumor  recurrence, 
either  in  face,  or  in  neck,  Figure  1. 

The  patient  was  presented  at  a 
meeting  of  the  St.  Luke’s  Hospital 
Tumor  Board,  Boise,  Idaho,  on 
September  1,  1965.  When  the 
microscopic  sections  related  to  the 
case  were  reviewed  for  the  pur- 
poses of  this  meeting,  it  appeared 
that  a revision  of  the  pathologic 
diagnosis  was  in  order.  The  neo- 


plasm (cervical  lymph  node,  Fig- 
ure 2;  facial  tumor,  Figure  3)  was 
considered  to  fall  more  properly 
into  the  category  of  metastasizing 
xanthofibroma.  When  microscopic 
preparations  of  the  tumor  were 
sent  to  the  Armed  Forces  Institute 
of  Pathology  for  review,  the  staff 
of  the  Institute  expressed  complete 
agreement  with  a diagnosis  of 
metastasizing  xanthoma,  pointing 
out  that  the  long  term  and  un- 
eventful follow-up  in  this  case 
militated  against  its  designation  as 
a malignant  fibrous  xanthoma. 

comment 

Xanthofibroma  is  sometimes 
thought  to  be  merely  an  inflam- 
matory granuloma,  and  not  a 
true  tumor.1’2  However,  the 
presence  of  this  tissue  within 
a lymph  node  would  substan- 
tiate the  presumption  that  it  is 
indeed  a neoplasm.  The  tumor 
of  the  present  case  was,  mod- 
erately cellular,  but  otherwise 
appeared  identical  to  commonly 
seen  dermal  skin  lesions  classi- 
fied as  xanthofibroma,  dermato- 
fibroma, or  histiocytoma.  Exam- 
ples of  xanthofibroma  are  seen 
in  profusion  by  every  general 
pathologist,  but  apparently  the 


Fig.  3.  Xanthofibroma  of  skin  of  face.  Cellular  pattern  of  tumor  is  similar 
to  that  of  lymph  node  metastasis  shown  in  Fig.  2.  (X450) 


567 

.V orthwest  Medicine,  June,  1968 


tumor  only  rarely  is  capable  of 
metastasizing.  As  the  patient  of 
this  report  did  not  have  any 
other  similar  skin  lesion,  it  is 
obvious  that  his  disease  did  not 
represent  a generalized  lipidosis. 

Lever3  has  pointed  out  that 
xanthofibromas  showing  consid- 
erable hemosiderin  may  be  mis- 
taken for  melanomas,  particu- 
larly when  most  of  the  cells  are 
spindle  fibrocvtes.  The  original 
impression  of  fibrosarcoma  in 
the  present  case  would  appear 
reasonable,  particularly  since 
the  metastatic  lesion  presented 
first.  Upon  re-examination  of 
the  slides  after  eleven  years 
without  recurrence,  it  seemed 
reasonable  to  accept  a diagnosis 
of  less  serious  import.  The  final 
diagnosis  accurately  describes 


what  happened  without  making 
commitment  as  to  any  degree  of 
malignancy  of  this  unusual 
tumor.  In  the  differential  diag- 
nosis in  this  case,  it  is  consid- 
ered important  that  no  mitotic 
figures  were  seen  in  sections 
from  either  lesion.  ■ 

York  General  Hospital  (Dr.  Carter) 
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abstract  o 

Adenopatias  cer  vie  ales  aumentadas  de  tamano, 
que  aparecieron  siete  afios  despues  de  la  extir- 
pation de  una  lesion  de  la  cara,  fueron  extirpadas 
por  disection  radical  del  cuello.  El  tejido  tu- 
moral resulto  ser  xantofibroma  y en.  el  no  se 
encontro  criterio  de  malignidad  excepto  el  de 
que  era  metastasico. 


A HERITAGE  OF  DISASTER 

Some  of  our  collectivists  are  most  probably  men  of  evil  purpose,  linked  more 
or  less  directly  to  a world  of  conspiracy  that  would  destroy  us.  But  they  are  few,  and 
would  be  impotent  in  their  designs,  were  they  not  upheld,  with  good  intent  and  clear 
conscience,  by  a much  larger  number  who  are  people  of  good  will  and  charitable, 
if  mistaken,  attitude.  What  the  conspirators  think  is  no  concern  of  ours.  . . . They 
know  their  goal,  and  will  not  be  deterred  from  its  wicked  accomplishment.  But  the 
others,  the  men  and  women  of  fuzzy  good  will,  should  reflect  (as  a starter)  that  if 
inflation  is  not  stopped  by  the  exercise,  finally  of  fiscal  prudence,  and  is  allowed  to 
reach  avalanche  velocity  (as  it  has  done  in  many  countries,  both  anciently  and  of  late) 
then  the  first  to  suffer  loss  and  want  and  destitution  will  be  the  people  of  small  means 
and  limited  income,  over  whose  status  certain  type  of  politicians  and  leftwing 
“philosophers”  now  shed  tears. 

Ralph  Bradford 
The  Freeman,  February  1968 
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Accidental  Hypothermia,  Part  / 


WARREN  C.  HUNTER-,  M.D.  Portland,  Oregon 


While  the  physiologic  effects  of  hypothermia  are  well  authenticated  in 
man  and  experimental  animals , observations  based  on  human  autopsy  material 
have  been  few  and  often  incomplete.  In  ten  victims  of  apparent  hypothermia, 
gross  and  microscopic  studies  revealed  constant  although  variable  degrees  of 
pulmonary  hyperemia,  hemorrhage,  and  edema,  findings  noted  only  sporadically 
in  previous  reports.  While  felt  to  be  secondary  to  the  primary  and  fatal  cardiac 
effects  of  cold,  the  pulmonary  changes  may  have  contributed  to  death  by  re- 
ducing the  amount  of  space  needed  for  adequate  air  exchange. 

Accidental  hypothermia  is  always  potentially  dangerous  and  may  be  fatal. 
Recognition  by  physicians  is  not  general,  in  part  attributable  to  failure  to  use 
a low  reading  thermometer  and  to  take  the  temperature  rectally,  but  even  more 
to  the  lack  of  knowledge  that  the  clinical  manifestations  of  hypothermia  can 
mimic  many  diseases,  traumatic  shock  or  the  effects  of  certain  drugs  and  alcohol. 

The  death-dealing  effects  of  cold  are  primarily  cardiac,  manifested  by 
clinical  signs  and  rather  characteristic  electrocardiographic  abnormalities.  Re- 
warming the  victim,  either  slowly  or  rapidly,  is  urgent  and  life-saving. 


Hypothermia  in  man  is  gen- 
erally acknowledged  to 
exist  when  the  body  temperature 
falls  below  95  F (35  C).1’2  The 
effects  on  physiologic  function 
and  life  itself  depend  upon  the 
depth  and  duration  of  the  low- 
ered temperature.  Exton-Smith 
states  that  in  clinically  mild  de- 
grees between  95-90  F (35-32.2  C) 
the  condition  may  not  be  serious 
but  still  deserves  close  observa- 
tion and  investigation,  while 
subjects  with  a temperature  be- 
low 90  F ( 32.2  C ) require  im- 
mediate treatment.1  At  the  other 
end  of  the  spectrum  are  the  data 
on  seven  unanesthetized  human 
subjects  intentionally  chilled  in 
ice  water  during  the  Dachau 
experiments  in  whom  death  oc- 


curred between  75.2-84.2  F 
(24.2-29  C),  with  an  average 
value  of  80.6  F (27  C).3  Ac- 
cording to  Hagnauer,  life  may 
continue  at  somewhat  lower 
temperatures  in  unanesthetized 
man  exposed  to  cold  air.3  Proba- 
bly the  most  thoroughly  studied 
example  of  survival  of  accidental 
hypothermia,  reported  by  Lauf- 
man,  concerned  an  inebriated 
female  in  whom  the  rectal  tem- 
perature was  64.4  F ( 18  C ) 90 
minutes  after  admission  to  the 
hospital.1  It  was  felt  that  the 
effect  of  alcohol,  like  an  anes- 
thetic agent,  may  have  acted 
to  offset  the  intense  psycho- 
motor disturbances  of  the  first 
stages  of  abrupt  chilling,  re- 
duced peripheral  vascular  dila- 


tation at  the  expense  of  deep 
body  temperature,  exposing  a 
greater  volume  of  blood  to  the 
cooling  effect  of  the  surround- 
ings and  hastening  a drop  in 
body  temperature. 

induced  or  accidental 

Hypothermia  may  be:  1.  in- 
duced purposely  to  decrease 
metabolic  activity  of  cells  as 
used  everyday  in  certain  cardio- 
vascular and  brain  operations; 
2.  a spontaneous  and  infrequent- 
ly occurring  form  sometimes 
associated  with  myxedema  and 
hypopituitarism;  and  3.  the  ac- 
cidentally acquired  type  due  to 
exposure  to  cold  alone,  immer- 
sion in  cold  water,  or  various 
combinations  of  cold,  rain,  snow, 
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wind  and  wet  clothing,  often 
accompanied  or  preceded  and 
enhanced  by  physical  exhaus- 
tion. Infrequent,  but  important, 
is  a combination  of  unintention- 
ally induced  hypothermia  in  the 
course  of  massive  and  rapidly 
given  transfusions  of  cold  blood, 
best  avoided  by  prewarming  the 
blood  and  by  continuous  record- 
ing of  the  recipient’s  tempera- 
ture/ 

Although  the  existence  of  ac- 
cidental hypothermia  has  long 
been  recognized,  the  frequency, 
especially  of  the  fatal  form,  re- 
ceived little  notice  prior  to  the 
reports  of  Rees,  1958;  Emslie- 
Smith,  and  Duguid,  et  al,  1961, 
from  England.6-8  The  unusually 
severe  winter  of  1962-63  in  Brit- 
ain sharply  focused  attention 
on  the  condition,  as  evidenced 
by  the  leading  articles,  “Dead- 
ly Cold”,  and  “Cold  the  Killer", 
that  appeared  in  1963  and 
1964. 9,c  In  the  United  States, 
Fruehan  recognized  eight 
cases  between  1946  and  1958 
and  reported  her  findings  in 

1960.11  The  importance  of  cold 
injury  in  civil  defense  in  Canada 
was  the  subject  of  an  excellent 
paper  by  Zingg  and  Hildes  in 

1962.12 

in  the  elderly 

The  Exton-Smith  Committee,1 
emphasizing  the  effects  of  hypo- 
thermia on  elderly  persons, 
pointed  out  their  vulnerability 
to  cold  and  that  hypothermia  is 
a serious,  though  unspectacular, 
condition  with  a high  mortality 
rate,  making  important  its  dis- 
covery by  physicians,  welfare 
workers  and  all  others  who  con- 
tact the  elderly.  Recognition  is 
based  on  physician  awareness  of 
the  existence  of  hypothermia 
and  the  use  of  a thermometer 
graduated  lower  than  the  ordi- 
nary mouth  instrument.  Since 


temperatures  were  not  recorded 
in  the  past,  little  was  known 
about  the  incidence  and  prog- 
nosis of  patients  with  readings 
below  95-90  F (35-32.2  C).  In 
Britain,  at  least,  the  incidence 
is  suspected  of  being  much  high- 
er than  commonly  is  supposed, 
especially  in  people  over  60  who 
live  alone.  But  the  incidence 
should  not  be  overlooked  at  any 
age,  including  the  newborn.12 
Poorly  heated  living  quarters, 
insufficient  or  imbalanced  diet, 
improper  clothing  and  infrequent 
contact  with  other  people  to- 
gether with  such  factors  as  pre- 
existent disease,  traumatic  in- 
juries, drugs  or  alcohol,  in  com- 
bination with  cold,  set  the  stage 
for  hypothermia.  The  Commit- 
tee could  not  accurately  deter- 
mine the  number  of  deaths  from 
available  figures,  but  at  least 
43  of  135  persons  who  were  ad- 
mitted to  hospitals  died. 

in  the  young 

Even  young  and  healthy 
people  may  succumb  to  hypo- 
thermia and  exhaustion.  Pugh 
listed  the  occurrence  of  three 
deaths  in  a group  of  young  men 
competing  in  a walking  contest 
during  severe  weather.  He  later 
reported  observations  on  expos- 
ure incidents  in  various  parts  of 
Britain,  and  cited  25  deaths,  5 
cases  of  unconsciousness  with 
recovery  and  58  milder  exam- 
ples, that  mostly  occurred  at 
temperatures  near  the  freezing 
point  and  in  the  presence  of 
gales,  wind,  or  snow.1115  Wet- 
cold  conditions  were  more  dan- 
gerous than  dry-cold  weather. 
The  two  principal  factors  in 
fatal  cases  were  wet  clothing 
and  walking  to  the  point  of 
collapse.19 

Timely  and  pointed  recogni- 
tion of  the  importance  of  hypo- 
thermia appeared  as  an  editorial 


in  the  Journal  of  the  American 
Medical  Association  in  late 
1966.17 

Trott  and  Darvill  have  em- 
phasized the  need  for  mountain 
climbing  physicians  to  be  able 
to  recognize  promptly  and  prop- 
erly treat  victims  of  accidental 
hypothermia,  as  does  the  recent 
book  “Medicine  for  Mountain- 
eering”.18-20 Kreider,  writing  in 
the  publication  of  the  Appalach- 
ian Mountain  Club,  fully  de- 
scribed, and  depicted  in  draw- 
ings, the  effects  of  exposure  to 
cold.21  And  the  Annual  Reports 
of  a Safety  Commission  of  the 
American  Alpine  Club,  taking 
cognizance  of  all  deaths  of 
mountain  climbers  occurring  in 
the  United  States  and  Canada, 
indicate  that  between  1951  and 
1965,  inclusive,  42  (9  per  cent) 
died  at  a result  of  exposure  or 
exhaustion  or  both.22  Although 
not  listed  as  hypothermia,  it  is 
entirely  possible  that  this  was  an 
important  factor  as  well. 

From  the  foregoing  citations, 
one  might  conclude  that  the 
causes,  manifestations  and  treat- 
ment of  accidental  hypothermia 
generally  is  recognized  by  phy- 
sicians. Yet  my  experience  in 
talking  with  individual  physi- 
cians and  formally  to  local  and 
regional  medical  groups,  includ- 
ing pathologists,  has  been  to  the 
contrary. 

AUTOPSY  DATA 

The  constancy  of  pulmonary 
changes— hemorrhage  and  edema 
—in  ten  cases  historically  com- 
patible with  accidental  hypo- 
thermia, seen  personally  or  made 
available  by  pathologist  col- 
leagues, proved  to  be  a most 
striking  phenomenon.  The  lack 
of  mention  of  these  features  in 
many  of  the  previously  studied 
examples,  the  small  total  num- 
ber of  autopsies  and  frequent 
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absence  of  microscopic  studies 
seem  to  justify  reporting  even  as 
few  as  ten  cases.  All  but  one 
subject  were  actually  or  com- 
paratively young,  Table  2;  ne- 
cropsies were  complete,  includ- 
ing microscopic  sections.  The 
only  comparable  series  as  con- 
cerns age  are  Pugh's  six  young 
men  and  Uttley’s  three  young 
women.1'15'”  Table  1 lists  data, 
relating  to  autopsies  on  hypo- 
thermia victims,  found  in  the 
available  literature. 

Tomaszewski  simply  mentions 
that  the  heart  was  morphologi- 
cally unchanged.21  He  appears 
to  have  been  the  first  to  note 
two  important  clinical  features 
of  hypothermia:  bradycardia 

and  electrocardiographic  change. 
The  EKG  shows  prolonged  PR 
interval,  low  voltage  and  de- 
layed conduction  time.  Frue- 
han’s  seven  subjects  exhibited 
varying  degrees  of  edema  of  the 
lungs,  peripheral  tissues,  viscera, 
and  brain,  and  three  subjects 
suffered  an  episode  of  acute  pul- 
monary edema  prior  to  death. 
Clouding  the  relationship  of  this 
to  hypothermia  was  the  fact  that 
all  these  subjects  had  suffered 
from  pre-existent  cardiovascular 
or  metabolic  disease,  had  ingest- 
ed alcohol  or,  in  two  instances, 
had  lobar  pneumonia.11 

edema 

Fruehan  felt  the  cause  of  the 
edema  was  at  least  two-fold: 
1.  the  marked  shift  in  plasma 
volume  from  the  extravascular 
back  into  the  intravascular  space 
during  rewarming  and  2.  the 
continuous  intravenous  fluid  giv- 
en during  the  period  of  acute 
failure  of  urinary  excretion.  In 
Rockley ’s  subject,  edema  ap- 
pears to  have  been  super- 
imposed on  pneumonia.26 

Mann  and  Elliott  observed 


terminal  exudation  of  sanguin- 
ous  frothy  fluid  from  the  upper 
respirator)7  passages  of  three  in- 
fants with  massive  pulmonary 


hemorrhage  in  all  eight  cases, 
not  attributable  to  hemorrhagic 
broncho-pneumonia  or  a gener- 
alized he/norrhagic  tendency. ia 


Table  1 

Recorded  Autopsies  on  Hypothermia  Deaths 


Author 

Date 

No.  of 
Autopsies 

No.  of 
Deaths 

Tomaszewski-' 

1938 

1 

1 

Uttley23 

1948 

3 

3 

Mann  and  Elliott  (infants)"1 

1957 

8 

8 

Rees6 

1958 

2 

4 

Emslie-Smith7 

1958 

5 

8 

Rockley26 

1958 

1 

1 

Fruehan11 

1960 

7 

8 

Read,  Emslie-Smith,  et  al26 

1961 

1 

2 

Duguid,  et  al8 

1961 

13 

16 

Prescott,  et  al27 

1962 

4 

6 

McNichol  and  Smith28 

1964 

12 

12 

Duckworth  and  Cooper2" 

1964 

5 

5 

Mant30 

1964 

6 

6 

Lloyd31 

1964 

2 

2 

Pugh14 

1964 

3 

25 

Pugh15 

1966 

3 

Total 

76 

* 107 

Table  2 

Pertinent  Data  on  Ten  Cases  of  Accidental  Hypothemia  Terminating  Fatally 


Case  Sex 

Age 

Occupation 

Prior  Health 

Body  Nourishment 

#1 

M 

51 

Surveyor 

Good,  but  tired 
prior  to  exposure 

Spare,  muscular; 
1 cm  fat  over 
abdomen 

#2 

M 

41 

School 

teacher 

Good 

Sparely  built; 
subcutaneous  fat 
not  recorded 

#3 

M 

12 

Schoolboy 

Good 

Puerile,  subcutaneous 
fat  not  recorded 

#4 

M 

24 

Unknown 

Unknown  but 
presumably  good 

“Average,”  subcutan- 
eous fat  12  mm 
abdomen 

#5 

M 

13 

Schoolboy 

Unknown  but 
presumably  good 

Puerile,  subcutaneous 
fat  3 mm  abdomen 

#6 

M 

27 

Phone 

installer 

Good 

Spare,  muscular, 
subcutaneous  fat 
7 mm  abdomen 

#7 

M 

16 

Schoolboy 

Good 

Well  developed  and 
nourished,  subcutan- 
eous fat  not  recorded 

#8 

F 

24 

Housewife 

Presumably  good; 
on  fishing  trip 

Thin;  subcutaneous 
fat  few  mm  abdomen 

#9 

F 

81 

Retired 

Confined  to 
nursing  home 

Well  nourished; 
subcutaneous  fat 
2.5  cm  abdomen 

#10 

F 

51 

Housewife 

Long  suffered 
from  migraine 
and  insomnia 

Slender;  subcutan- 
eous fat  1 cm 
abdomen 
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Table  3 

Clothing  of  Victims  of  Hypothermia— Ten  Subjects 


Sex 

Fully 

C.lothed 

Water 

Proof 

Wind 

Proof 

Wet 

Dry 

Male 

All 

None 

None 

fi 

1 

Female 

All 

None 

1 case 
jacket 
only 

3 

0 

Vesicular  foaming  at  the  mouth 
was  noted  in  the  Dachau  human 
experiments  although  evidence 
of  pulmonary  edema  was  ab- 
sent on  auscultation.32  Caranna, 
Neustein,  and  Swan  described 
pulmonary  edema  and  patchy 
atelectasis  in  hypothermic  dogs, 
while  Sehmidt-Habelmann,  and 
Horatz  found  not  only  massive 
edema  but  also  hyperemia,  hem- 
orrhage, atelectasis,  emphysema 
and  pneumonia.33-34 

Edema  has  been  found  in- 


constantly in  many  organs  and 
tissues  of  man  and  animals  sub- 
jected to  hypothermia.®3  Accord- 
ing to  Kreider  edema  results 
from  altered  capillary  perme- 
ability or  a decrease  of  the  os- 
motic pressure  of  the  blood 
largely  attributable  to  changes 
in  protein  concentration.36  In- 
creased permeability'  may  be 
caused  by  a histamine-like  sub- 
stance, damaged  material  from 
cells,  lack  of  oxygen  and  in- 
creased intra-  or  extra-capillary 


mechanical  pressure.  Any  of 
these  factors  could  be  responsi- 
ble for  the  edema  developing 
during  hypothermia  as  well  as 
for  local  cold  injury'. 

Moritz  asserts  that  there  are 
no  histological  changes  that  can 
be  regarded  as  pathognomonic 
of  death  due  to  systemic  hypo- 
thermia.33 In  such  cases  the  post- 
mortem examination  may  dis- 
close nothing  more  than  a mod- 
erate degree  of  right  heart  dila- 
tation and  pulmonary  edema. 

A few  writers  list  pancreatitis 
or  fat  necrosis,  or  both,  as  an 
autopsy  finding  in  fatal  hypo- 
thermia, while  others  have  noted 
the  presence  of  gastric  erosions 
and  mucosal  hemorrhages.  In  my 
series,  these  features  were  lack- 
ing save  for  the  presence  of 
stress  ulcers  in  the  stomach  of 
Case  5. 

6040  S.E.  Belmont  St.  (97215) 


abstracto 

Mientras  que  los  efectos  fisildgicos  de  la  ■ 
hipotermia  estan  bien  documentados  en  el  hom- 
bre  y los  animales  experimentales,  ban  sido  pocas 
ij  frecuentemente  incompletas  las  obscrvaciones 
basadas  en  material  sacado  de  autopsias 
humanas.  En  diez  victimas  por  aparente  hipo- 
termia, estudios  macro  y microscopicos  revelaron 
constante  hiperhemia  pulmonar,  hemorragia  y 
edema,  aunque  en  grados  variables,  hallazgos 
notados  solamcnte  de  nna  manera  esporddica 
en  informes  previos.  Aunque  los  cambios  pul- 
monares  se  piensa  que  sean  secundarios  al  efecto 
primario  fatal  del  frio  sobre  el  corazon,  pueden 
haber  contribuido  a la  muerte  reduciendo  la 
cantidad  de  especio  necesitado  para  un  inter- 


cambio  adecuado  de  aire. 

La  hipotermia  accidental  es  siempre  potencial- 
mente  peligrosa  y puede  ser  fatal.  El  recono- 
cimiento  por  los  medicos  no  es  general,  en  parte 
atribuible  al  fallo  de  no  usar  un  termometro 
de  baja  temperature  y a tomar  la  temperature 
rectalmente,  pero  aun  mas  por  la  falta  de 
conocimiento  de  que  las  manifestaciones  clinicas 
de  hipotermia  pueden  imitar  muchas  enferme- 
dades,  shock  traumatico  o los  efectos  de  ciertas 
drogas  y alcohol. 

La  cause  primaria  de  muerte  por  frio  es 
cardiaca,,  manifestada  por  signos  clinicos  y unas 
ciertas  caracteristicas  anomalias  electrocardio- 
graficas.  Calentamiento  de  la  victima,  lento  o 
rapidmente,  es  urgente  y salva  la  vida. 
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X-Ray  of  the  Month 


SUBMITTED  BY  WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


Bladder  film  from  intravenous  pyelogram.  Kidney  and  ureters  are  normal.  A 68- 
year-old  man  with  micro-hemoturia  and  mild  symptoms  of  prostatism. 


See  page  609 
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OREGON 


Oregon  Medical  Association -2164  s.w.  park  place,  Portland,  Oregon  97205 


president  Glenn  M.  Gordon,  M.D.,  Eugene 

secy.-treas.  Noel  B.  Rawls,  M.D.,  Astoria 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Oct.  1-4,  1968,  Portland 


New  Dean  Appointed  for  UOMS 


CHARLES  N.  HOLMAN,  M.D. 


The  appointment  of  Charles  N.  Holman  to  suc- 
ceed D.  W.  E.  Baird  as  dean  of  the  University  of 
Oregon  Medical  School  in  Portland  has  been  an- 
nounced by  the  Oregon  State  Board  of  Higher 
Education.  Dr.  Holman  will  become  the  fifth  physi- 
cian to  head  the  institution  during  its  81-year 
history. 

Dr.  Baird,  who  has  served  as  dean  for  the  past 
25  years  will  retire  October  21. 


Dr.  Holman  took  his  pre-medical  work  at  Oregon 
State  University  and  received  his  bachelors  degree 
from  the  University  of  Oregon  in  1931,  and  his 
M.D.  degree  from  the  Medical  School  in  1936.  He 
interned  and  completed  his  residency  in  internal 
medicine  at  the  UOMS  Hospitals  and  Clinics,  of 
which  he  later  became  medical  director  and  admini- 
strator. 

Following  his  residency,  Dr.  Holman  became  in- 
structor in  medicine  and  later  served  as  assistant 
professor,  associate  professor,  and  assitant  medical 
director  of  Multnomah  Hopital  before  being  named 
medical  director  of  the  UOMS  Hospitals  and  Clinics 
in  1943  and  administrator  in  1946.  He  was  named 
to  full  professorship  in  1955  and  was  appointed 
associate  dean  of  the  School  in  1957. 

A diplomate  in  the  American  Board  of  Internal 
Medicine  and  a fellow  in  the  American  College  of 
Physicians,  Dr.  Holman  has  been  active  in  a score 
of  medical,  hospital  and  allied  health  societies  and 
organizations.  He  is  a past  president  of  the  Oregon 
Tuberculosis  and  Health  Association  and  the  Oregon 
Association  of  Hospitals.  He  also  holds  membership 
in  Alpha  Omega  Alpha,  the  American  College  of 
Hospital  Administrators,  the  American  and  Western 
Hospital  Associations,  the  Oregon  and  American 
Medical  Associations,  the  North  Pacific  Society  of 
Internal  Medicine,  the  Portland  Academy  of  Medi- 
cine, and  the  Multnomah  County  Medical  Society. 
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OBITUARIES 


dr.  Lena  kenin,  70,  of  Portland,  Oregon,  died 
March  24,  1968.  Dr.  Kenin  graduated  from  the 
University  of  Oregon  Medical  School  in  1929  and 
received  her  license  in  the  same  year.  Dr.  Kenin 
was  associate  professor  of  psychiatry  at  University 
of  Oregon  Medical  School.  Cause  of  death  was 
arteriosclerotic  heart  disease. 

dr.  Charles  david  donahue,  76,  of  Eugene,  Ore- 
gon, died  March  18,  1968,  Dr.  Donahue  was  born 
in  Osceola,  Missouri.  He  graduated  from  University 
of  Oregon  Medical  School  in  1919  and  received  his 
license  in  1920.  He  was  a veteran  of  World  War  1. 
Death  was  caused  by  metastatic  carcinoma  of  the 
prostate. 

dr.  edward  w.  st.  pierre,  76,  of  Portland,  Oregon, 
died  February  10,  1968.  Dr.  St.  Pierre  was  born  in 
Urmia,  Iran.  He  graduated  from  Rush  Medical  Col- 
lege, Chicago,  Illinois,  in  1921,  and  was  licensed  in 
1930.  Cause  of  death  teas  uremia. 


dr.  leland  o.  carey,  81,  of  Portland,  Oregon,  died 
February  28,  1968.  Dr  .Carey  was  born  in  Palmyra, 
Iowa,  and  graduated  from  Drake  University  College 
of  Medicine,  Des  Moines,  Iowa,  in  1910.  He  was  a 
veteran  of  World  War  I.  Cause  of  death  was  pneu- 
monia with  pneumothorax. 

dr.  Ralph  m.  dodson,  81,  of  Gearhart,  Oregon, 
died  March  26,  1968.  Dr.  Dodson  was  born  in 
Baker,  Oregon.  He  graduated  from  Johns  Hopkins 
University  School  of  Medicine,  Baltimore,  Mary- 
land, in  1914  and  received  his  license  in  the 
same  year.  Cause  of  death  was  uremia. 

dr.  grant  Stanley  beardsley,  89,  of  Eugene,  Ore- 
gon, died  February  24,  1968.  Dr.  Beardsley  was 
born  in  Faribault,  Minnesota.  He  graduated  from 
the  Minneapolis  College  of  Physicians  and  Surgeons 
in  1908,  and  received  his  license  in  the  same  year. 
Cause  of  death  was  acute  pancreatitis. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short . . . 


start  with  _ 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic. 

(4)  those  on  long-term  tetracycline  therapy. 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
he  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea. flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCI  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension. 
1 25  mg.  tetracycline  and  125,000  u.  nystatin  5 ml..  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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PRESIDENTS  page 


GLENN  M.  GORDON,  M.D. 


- 

A House  Divided  . . . 


My  concern  today— this  period  in  which  frag- 
mentation is  a harmful  influence— is  that 
physicians  should  render  primary  allegiance  to 
Medicine,  placing  narrow  specialties  in  proper  per- 
spective, with  the  mother  science  in  the  foreground. 
It  is  apparent  to  each  of  us  that  specialization  has 
created  tremendous  pressure  toward  reversal  of  these 
positions.  Too  many  are  content  to  learn  more  of  a 
small  segment  of  medicine  and  leave  the  rest  to 
someone  else.  The  trend  is  most  apparent  in  urban 
areas  where  specialists  tend  to  congregate,  and 
where  there  are  large  medical  centers. 

Few  would  quarrel  with  the  statement  that 
specialization  has  favored  advancement  of  the  prac- 
tice of  medicine.  I have  derived  a great  deal  of  per- 
sonal satisfaction  from  the  type  of  work  afforded  in 
my  own  field  of  special  practice  and,  what  is  more 
important,  I believe  benefit  has  accrued  to  my 
patients.  Specialization  is  here  to  stay  because  it 
offers  a practical  and  desirable  way  to  organize  teach- 
ing, research,  and  delivery  of  medical  care. 

But  how  are  we  to  remember  that  first  we  are 
physicians  and  only  secondarily  members  of  sub- 
sidiary groups?  How  can  we  develop  an  additive 
process  that  will  augment  the  strength  of  the  whole 
by  combining  strengths  of  the  fragments? 

It  has  been  suggested  that  one  practical  method 
of  meeting  the  problem  would  be  to  bring  the  off- 
spring into  closer  relationship,  geographically,  with 
the  parent.  This  possibility  will  open  in  Portland 
when  Multnomah  County  Medical  Society  moves  to 


its  own  building  adjacent  to  the  present  head- 
quarters. This  will  leave  Oregon  Medical  Association 
with  additional  space.  Would  it  not  be  to  the  advan- 
tage of  everyone  to  bring  the  headquarters  offices 
of  our  separate  organizations  into  proximity'  with 
the  two  well  located  buildings  to  be  used  by  OMA 
and  MCMS?  Pediatricians,  general  practitioners,  in- 
ternists, surgeons,  radiologists,  pathologists,  other 
groups,  would  have  many  services  immediately 
available.  There  would  be  sharing  of  staff  capa- 
bilities, secretarial  help,  printing  publicity,  meeting 
rooms,  and  facilities  for  luncheons  or  dinners. 

Much  more  important  than  the  physical  advan- 
tages offered  by  such  an  arrangement  would  be 
better  understanding  of  the  fact  that  specialty 
groups  are  integral  parts  of  the  whole  practice  of 
medicine.  Just  as  the  sick  man  is  not  just  an  ulcer, 
a diabetic,  a heart  case  or  a cancer,  but  a whole 
person  whose  mental,  religious,  and  physical  make- 
up must  be  recognized  by  the  wise  physician,  so  is 
medicine  a whole  with  many  parts  that  cannot  be 
strong  unless  the  whole  is  stronger. 

Specialty  groups  can  lend  further  strength  to 
the  parent  organization  by  assuming  function  within 
it.  By  this  I mean  that  they  should  operate  as  sections 
of  the  state  organization.  We  now  have  OMA 
sections  of:  general  practice,  internal  medicine,  oph- 
thalmology and  otolaryngology,  pediatrics,  public 
health,  and  radiology.  There  are  numerous  other 
specialty'  groups  that  should,  as  rapidly  as  possible. 
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apply  for  recognition  as  structural  parts  of  Oregon 
Medical  Association.  The  whole  and  each  of  its  inte- 
gral parts  will  be  stronger  if  we  are  all  brought 
together. 

Our  first  allegiance  is  to  medicine.  We  are  physi- 
cians first— specialists  second.  Our  profession  will 
gain  in  many  ways  if  together  we  are  attentive  to 
the  many  problems  that  confront  medicine  today. 
I invite  your  interest  and  active  participation  in  the 
work  of  the  Oregon  Medical  Association.  And  I 
should  like  to  suggest  that  you  work  assiduously 
in  your  specialty  organization  toward  coordinating  its 
efforts  with  those  of  the  parent  organization  in  a 
unifying  effort.  ■ 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


LIFESAVING  BRACELETS 

More  than  170,000  Ameri- 
cans have  their  lives  pro- 
tected by  the  bracelet.  The 
nonprofit  Medic  Alert  Foun- 
dation of  Turlock,  California 
provides  the  signaling  device 
for  the  one  person  in  five 
who  has  a special  or  “hid- 
den" medical  problem.  The 
American  Medical  Association 
estimates  that  forty  million 
Americans  should  be  wearing 
some  sort  of  medical  warn- 
ing device. 

One  side  of  the  emblem  has  the  words  “Medic  Alert" 
and  the  staff  of  Aesculapius  to  warn  emergency 
personnel  that  a special  medical  problem  exists.  On 
the  back  is  engraved  the  member's  medical  problem, 
such  as  "Diabetes",  "Allergic  to  penicillin",  et  cetera. 

A 24-hour  a day  collect  telephone  number  and  an 
individual  serial  number  also  engraved  on  each  emblem 
provides  an  additional  link  with  life  for  the  member. 

A one-time  basic  fee  of  $5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 


The  anticostive  hematinic  is 

PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-da.v  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7—6064 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine5 
tablets  in  two  different  formulations. 


And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


Each Novahistine  LP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate,  8 mg.;  and  acetamin- 
ophen, 500  mg. 

panied  by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


r Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it.” 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98ns 

president  Charles  D.  Mailer,  M.D.,  Bremerton 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


Physicians,  Educators  Meet 
Discuss  Learning  Disabilities 


During  a workshop  session,  members  discuss  methods  of 
identifying  and  managing  school  age  children  who  suffer 
from  learning  disabilities. 

How  the  educator  and  physician  can  work  together 
to  identify  learning  disabilities  of  school  age  children 
was  one  of  the  questions  discussed  by  222  physicians, 
educators,  nurses,  social  workers,  psychologists, 
speech  therapists,  dentists,  and  sociologists  who  took 
part  in  the  1968  Washington  Physicians  and  Schools 
Conference  held  April  26-27  in  Wenatchee. 

During  the  opening  session,  Lucius  Waites,  a 
pediatric  neurologist,  Scottish  Rite  Hospital,  Dallas, 
Texas,  pointed  out  that  “there  is  considerable 
evidence  that  perceptual  difficulties  are  among  the 
most  common  neuro-psychological  problems  of  chil- 
dren today  ...  in  all  probability,  these  difficulties 
are  a factor  in  the  large  number  of  school  failures, 
emotional  disturbances  and  behavioral  aberrations.” 

Herman  \1.  Frankel,  University  of  Oregon  School 
of  Medicine,  emphasized  in  his  keynote  address  that 
educators  should  utilize  services  provided  by  the 
family  physicians,  should  not  be  overly  concerned 


about  why  a particular  child’s  learning  process  is 
inadequate  but  should  focus  on  the  question  of 
what  this  child  needs  to  learn. 

Workshop  sessions  offered  participants  a chance 
to  discuss  and  suggest  recommendations  in  the  five 
areas  of  learning  disabilities  considered  . at  the 
conference.  These  areas  are  cortical  integration, 
cultural,  emotional,  motor  and  perceptual.  A copy 
of  recommendations  may  be  obtained  by  writing: 
Physicians  and  Schools  Conference,  444  N.E.  Ra- 
venna Boulevard,  Seattle,  Washington  98115. 

Donald  B.  Fager,  Wenatchee,  was  Conference 
Co-chairman  with  Miss  Lucille  Trucano,  Supervisor 
of  Health  Education,  Office  of  the  State  Superinten- 
dent of  Public  Instruction. 

The  conference  was  sponsored  by  the  Washington 
State  Medical  Association  School  Health  Committee. 


Chester  D.  Babcock,  Ph.  D.,  Assistant  Superintendent,  Di- 
vision of  Curriculum  and  Instruction,  Office,  State  Superin- 
tendent of  Public  Instruction,  reviews  the  purpose  of  the 
Conference.  (Seated  L-R) : Lucius  Waites,  Dallas,  Texas; 
Daniel  A.  Lagozzino,  Chairman,  WSMA  School  Health 
Committee,  Everett;  Charles  D.  Muller,  President,  WSMA. 
Bremerton,  and  Herman  M.  Frankel,  Portland,  Oregon. 


* 
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1968  Annual  Convention 
September  22,  23,  24,  25 

Olympic  Hotel,  Seattle 


look  for  highlights  of  program  in  July  issue 
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Tokyo-Hong  Kong  Excursion 

Any  member  of  Washington  State  Medical  As- 
sociation can  take  advantage  of  the  group  travel 
plan  being  sponsored  by  King  County  Medical 
Society,  leaving  Seattle  immediately  after  close  of 
the  WSMA  Annual  Meeting.  The  Boeing  707,  oper- 
ated by  Northwest  Airlines,  will  leave  Seattle, 
September  26,  and  return,  October  10.  Cost  per 
person  for  the  complete  package  tour,  including 
hotel  rooms  and  meals  is  $838,  slightly  less  than 
the  regular  tourist  air  fare  alone. 

Basic  plan  is  for  seven  days  in  Tokyo  and 
seven  in  Hong  Kong,  but  side  trips  are  available 
from  each  city.  It  will  be  possible  to  travel  to 
Kyoto  aboard  Japan’s  famous  streamliner  at  more 
than  100  miles  per  hour.  A trip  to  Bangkok  can  be 
made  from  Hong  Kong. 

Further  information  may  be  obtained  from 


Chauncey  G.  Paxson,  M.D.,  4260  West  Mercer 
Way,  Mercer  Island,  Washington  98040. 

Richard  J.  Blandau  Elected 

Richard  J.  Blandau,  professor  of  Biological  Struc- 
ture at  the  University  of  Washington  School  of 
Medicine,  has  been  named  President-elect  of  the 
American  Association  of  Anatomists.  He  has  just 
concluded  a term  as  president  of  the  American 
Fertility  Association. 

Dr.  Blandau  has  been  a member  of  the  medical 
faculty  since  1949,  and  served  as  associate  dean  for 
student  affairs  from  1955  to  1964.  His  research 
interests  are  in  fertility  and  embryology. 

He  is  the  third  member  of  his  department  to 
serve  as  president  of  the  anatomists’  group.  The 
other  physicians  are  H.  Stanley  Bennett  and  Edward 
Allen  Boyden. 


Vacation  trip 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally -not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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More 

Serpasil-Esidrix  2 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

or  less 

Serpasil-Esidrix  1 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N.  J. 


C I B A 
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PRESIDENTS  page 


CHARLES  D.  MULLER,  M.D. 


Physicians  and  their  consumer-patients  constitute 
primary  elements  in  the  health  care  process— 
a process  which  relates  to  our  economy  in  many 
intricate  ways.  Our  awareness  of  this  is  heightened 
by  the  inquiries  of  the  consumer-citizen-patient.  He 
is  asking  about  the  health  care  system.  Is  it  assess- 
able, available,  and  appropriate?  Is  it  an  acceptable 
quality  organization?  He  feels  that  he  is  entitled  to 
answers  because  of  his  contribution  to  its  support. 
Such  contribution  may  emanate  from  industry-labor 
health  contracts  with  private  insurance,  govern- 
mental sources  (as  Medicare  and  Medicaid),  pre- 
paid individual  or  group  contracts,  or  directly 
from  the  consumer’s  pocket. 

To  answer  these  inquiries  requires  some  degree 
of  conscience,  moral  commitment,  observations  of 
what  is  actually  happening,  and  understanding. 
These  questions  reach  beyond  the  promise  of  better 
health.  They  extend  beyond  participation  and  volun- 
tary action  to  involvement.  They  narrow  any  gaps 
between  promise  and  performance.  Such  matters 
relate  to  a major  fraction  of  our  national  product. 
The  very  quality  of  life  itself  is  at  stake.  The 
consumer-citizen’s  demand  for  health  care  rights 
stems  from  an  experience  based  on  real  needs.  He 
also  is  only  human.  Blame  for  deficienciesis  placed 
on  the  nearest  tangible  symbols,  physicians  or  hos- 
pital—not  necessarily  on  the  “system”— which  also 
must  include  himself  as  citizen,  consumer,  patient, 
voter  and  financier.  How  much  does  he  really  know 
about  the  health  care  system?  What  do  we  know 
about  it? 

Three  hundred  and  sixty-five  days  a year,  seven 
days  a week,  some  thirty-two  hundred  physicians  in 
the  state  of  Washington  are  helping  to  take  care  of 
the  medical  needs  of  over  three  million  people. 
Physicians  know  there  are  gaps,  deficiencies,  and  un- 
met needs  in  health  care.  Others  in  the  health  care 
industry  such  as  hospitals,  nursing  homes,  extended 
care  facilities,  public  health  officers,  administrators 


The  Health  Care  r System ” 


and  the  citizen-consumer  are  also  cognizant  of 
vacuums,  but  many  are  confused  by  the  complex 
interaction  between  health  care  financing,  health 
care  servicing  and  health  care  institutionalization. 
Research  and  planning  will  be  required  to  tell  what 
methods  of  health  services  can  be  used  for  what 
people  and  what  resources  will  be  required.  Any 
confusion  which  exists  is  inherent  in  the  aberrant 
structure  of  the  health  care  industry  itself. 

Three  major  elements  in  modern  society  contribute 
to  the  quality  of  life:  1)  the  institutions  and  pro- 
fessions involved  in  the  health  care  industry;  2) 
education,  and  3)  the  elements  which  provide 
gainful  employment.  Sociologists  and  economists 
indicate  that  if  the  quality  of  life  of  a citizen  is  to 
rise  in  a balanced  fashion,  the  productive  capacities 
of  education,  employment  and  health  must  rise  in  a 
balanced,  dynamic  relationship.  Some  would  lead 
us  to  believe  that  the  health  services  sector  is  not 
keeping  pace  in  efficiency  and  productivity  with 
the  industrial  and  educational  sectors,  and  may 
actually  be  falling  behind.  It  is  difficult  to  single  out 
any  group  or  organization  or  technical  factor  respon- 
sible for  this.  The  health  services  sector  as  a whole 
must  acquire  and  incorporate  means  of  upgrading 
and  continuously  reviewing  its  products  and  methods 
to  keep  pace  with  the  revolution  taking  place  in 
industry  and  general  technology. 

Forty-three  billion  dollars  was  spent  for  health 
and  medical  care  in  the  United  States  during  1966 
which  represents  6 per  cent  of  the  gross  national 
product.  More  than  two  and  one-half  million  people 
were  engaged  in  production  and  delivery  of  these 
services.  By  any  measure,  these  activities  certainly 
constitute  a major  national  industry. 

The  term  “national  industry”  is  likely  to  produce 
the  image  of  a highly  organized  corporate  entity. 
But  this  is  not  necessarily  true  with  health  services. 
Presently,  health  services  are  produced  by  many 
relatively  small,  widely-dispersed  institutions  and 
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people.  There  are  approximately  seven  thousand 
hospitals,  twenty  thousand  nursing  homes,  seventeen 
hundred  state  and  local  health  departments,  two 
hundred  and  eight-nine  thousand  physicians,  ninety- 
three  thousand  dentists,  six  hundred  and  twenty’ 
thousand  nurses  and  over  two  million  other  profes- 
sional and  technical  health  personnel. 

Many  other  persons  in  other  industries  supply 
material  used  by  the  medical  care  sector.  Totally, 
this  constitutes  between  3 per  cent  and  5 per  cent  of 
the  national  work  force.  The  most  striking  implication 
is  that  the  number  of  “firms”  in  the  health  care 
industry  is  extremely  large.  Unlike  other  industries 
in  the  economy,  this  industry  is  widely  diffused,  and 
no  single  “firm”  dominates  the  market.  Production 
remains  largely  on  a tailor-made  basis  according 
to  the  unique  need  of  each  patient.  There  are  indi- 
cations that  the  growth  in  the  number  of  “firms”  in 
the  industry  has  kept  pace  with  the  “size  of  the 
market”  for  medical  care  as  roughly  reflected  by 
the  nation’s  population.  Such  data  are  only  sugges- 
tive of  the  relative  growth  of  the  industry  for 
several  reasons.  The  amount  of  medical  care  con- 
sumed per  person  may  have  changed  due  to:  higher 
standards  desired  by  people;  less  need  because  of 
improved  diagnosis  and  preventive  care;  a change 
in  the  age  structure  of  the  population.  Other  reasons 
relate  to  increases  in  the  productivity  per  physician 


or  firm— expressed  as  improved  quality  of  service 
or  more  of  a quality-constant  service.  Keeping  this  in 
mind,  a stasis  or  decline  in  the  number  of  “firms” 
per  unit  of  population,  in  spite  of  a growth  in  the 
number  of  physicians,  does  not  necessarily  indicate 
a decrease  in  quality  of  patient  care.  Other  analyses 
point  to  substantial  improvements  in  quality  when 
we  consider  that  numerous  cures  can  be  effected 
today  for  diseases  only  be  partially  treatable  a 
generation  ago.  Also,  the  number  of  paramedical 
personnel  has  increased  and  this  has  resulted  in  a 
more  efficient  use  of  the  physician’s  time  and  skill. 

A supply  of  health  care  involves  the  indivdual 
decision  of  many  people  to  train  and  equip  them- 
selves to  offer  one  or  more  of  its  ingredients  in 
the  market  place.  Each  year,  between  eight  thousand 
and  ten  thousand  young  people  make  the  decision 
to  invest  time  and  money  necessary  to  qualify  them- 
selves as  physicians  or  other  medical  care  profession- 
als. Other  individuals  must  make  the  decision  to 
assemble  the  human  resources,  plants  and  equip- 
ment, and  the  other  assets  necessary  to  produce 
and  distribute  drugs,  surgical  instruments,  and  other 
goods.  Still  another  group  must  decide  to  undertake 
the  responsibilities  of  building  and  operating  hos- 
pitals if  there  is  to  be  a continuing  supply  of 
hospital  care. 

In  a world  of  economic  automation,  each  indi- 


a 

12001  Ambaum  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


del  'J-te^utal 
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vidual  would  sell  his  talents  and  time  to  the  buyers 
offering  the  highest  price.  In  the  real  world,  this  is 
only  partly  true.  A young  man’s  decision  to  become  a 
physicist,  engineer,  lawyer,  or  farmer,  is  only  par- 
tially influenced  by  economic  considerations.  This  is 
also  true  for  one  who  plans  to  be  a physician.  First 
he  has  to  want  to  provide  service  as  a way  of  life; 
he  has  to  be  willing  to  invest  at  least  seven  years  of 
his  life  in  a formal  training  program;  to  pay  the 
costs  during  these  year  (approximately  fiifty  thou- 
sand dollars  including  wages  foregone),  and  then 
be  willing  to  work  at  his  chosen  profession  at  least 
fifty  to  sixty  hours  per  week,  and  during  his  lifetime 
subordinate  his  personal  interests  to  those  of  his 
patients. 

The  desire  for  and  willingness  to  accept  this 
form  of  life  is  not  enough.  He  must  also  be  intel- 
lectually and  morally  qualified  and  able  to  convince 
the  faculty  of  the  medical  school,  and  the  physicians 
who  guide  him  through  an  internship  and  residency 
program,  that  he  has  these  qualifications.  As  a 
supplier  of  health  care,  he  will  find  that  he  must 
now  add  to  his  fifty  thousand  dollar  investment  in 
formal  education,  an  additional  outlay.  Typically,  he 
must  rent  and  equip  an  office.  He  must  hire  a 
receptionist,  assistant  or  nurse.  He  must  provide 
an  automobile,  professional  insurance  coverage,  and 
all  the  other  necessities  of  medical  practice.  His  re- 
maining problem  then  is  to  provide  professional 
service  to  patients,  or  consumers,  at  prices  that  they 
are  willing  to  pay,  and  yet  at  prices  high  enough  to 
enable  him  to  pay  his  overhead,  and  to  compensate 
for  the  investment  necessary  to  remain  in  practice. 
Actually  the  physician  is  wearing  two  hats.  He  is 
the  organizer  or  chief  executive  of  the  “firm”.  He 
is  also  using  his  own  labor  directly  in  the  production 
process  (examinations  and  treatment).  In  this  func- 
tion, we  recognize  him  as  both  a practitioner  and  a 
businessman. 

Most  physicians  set  themselves  up  as  suppliers  of 
medical  care  on  a “fee-for-service”  basis.  Out  of 
these  fees,  they  must  pay  employees,  office  rent, 
taxes,  and  other  costs  of  conducting  a practice. 
Like  other  entrepreneurs,  their  economic  compen- 
sation is  the  fluctuating  difference  between  income 
and  expenses.  The  marketplace  in  which  the  physi- 
cian must  sell  his  services  is  among  the  most  com- 
plex. Just  as  the  consumer  faces  a unique  problem 
when  he  enters  the  market  to  purchase  medical  care, 
so  the  physician  finds  that  there  is  no  easy  way  to 
become  an  effective  supplier. 

A thorough  economic  analysis  of  the  way  in  which 
a free  market  regulates  the  production,  distribution, 
and  consumption  of  physicians  services  would  also 
require  recognition  of  the  way  in  which  the  ethics 
of  the  profession  affect  the  physician’s  role  as  a 
supplier.  His  inability  to  advertise,  to  share  fees 


for  joint  services,  and  the  requirement  that  he 
make  his  services  available  irrespective  of  the  pa- 
tiont’s  ability  to  pay,  are  factors  which  while  ethical 
in  origin,  have  significant  economic  consequences. 

Special  attention  should  be  given  to  the  economic 
consequences  of  the  fact  that  unlike  suppliers  of 
a commodity  or  product,  the  physician  cannot 
accumulate  an  inventory  of  “medical  care”.  Like- 
wise, specialized  accelerated  advances  in  the  science 
of  medicine  have  made  the  physician  vulnerable 
to  a high  risk  of  obsolescence.  Nonetheless,  fees  tend 
to  be  an  average  for  all  types  of  care  on  a time- 
cost  basis  rather  than  on  a value  to  patient  basis. 

These  complexities  contribute  to  the  physician’s 
confusion  as  well  as  the  citizen’s  when  thinking 
about  the  problems  of  the  health  care  industry. 
Previously,  the  production  model  of  health  services 
was  defined  by  the  functions  of  the  solo  practitioner 
who  performed  all  the  functions  of  an  increasingly 
scientific  process.  In  this  current  model,  the  health 
care  industry  functions  through  the  capacities  of 
the  solo  practitioner.  History  taking,  diagnosis,  plan- 
ning of  treatment,  evaluation  of  patient  progress, 
follow-up  and  after  care  are  all  based  upon  the 
capacities  of  the  solo  practitioner  even  when  patients 
have  been  hospitalized.  Professionals  in  other  disci- 
plines have  imparted  the  impression  that  the  Ameri- 
can physician,  dentist,  nurse,  health  professional,  and 
allied  health  workers  have  given  the  United  States  of 
America  its  good  general  health  status  while  labor- 
ing in  an  obsolescent  system.  They  point  to  this  as 
proof  of  the  excellence  of  their  professional  training, 
personal  dedication,  industry,  judgment,  and  ex- 
perience. Yet,  what  they  do  not  say,  is  that  the 
origin  of  the  health  care  system  sprang  from  the 
need  for  individual  patients  to  receive  individual 
care  from  these  health  professionals.  This  in  itself 
creates  a paradox  wherein  a major  national  in- 
dustry finds  itself  unable  to  “Americanize”  in  terms 
of  mass  production  for  individual  care.  Research  is 
delivering  an  increasing  amount  of  biophysical 
knowledge  and  new  medical  procedures  for  usage 
by  the  individual  physician.  Methods  of  diagnosis 
and  treatment  more  and  more  involve  laboratory 
analysis,  team  surgery,  intensive  treatment  units, 
and  drugs  of  high  specificity.  Health  planning  pro- 
fessionals feel  that  these  new  developments  clearly 
indicate  the  need  for  a new  general  model  of  medi- 
cal and  health  service  practice.  This  new  model 
should  “coordinate  expanding  new  knowledge  and 
technological  procedures  for  effective  use  by  prac- 
titioners, and  align  health  service  programs  and 
institutions  so  they  are  coterminous  in  time  and 
space  with  the  desires  and  needs  of  all  individuals 
for  normal  growth,  repair  of  episodic  disease  or 
trauma,  and  containment  of  chronic  and  long-term 
diseases  and  conditions.”  This  is  not  necessarily  a 
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crash  program  of  great  activity  for  a short  period  of 
time.  The  program  is  understood  and  undertaken 
as  a major  continuing  commitment  of  the  U.S. 
Public  Health  Service  and  Department  of  HEW. 

Our  advanced  society  is  so  complex  that  it  is 
impossible  for  anyone  to  have  an  adequate  knowl- 
edge of  even  the  small  sample  of  the  total  range 
of  technological  roles.  Our  society  relies  on  full- 
time specialists  to  use  the  tools  and  techniques  to 
achieve  the  most  satisfactory  results.  At  the  same 
time,  the  average  citizen  in  some  ways  resists  dele- 
gation to  one  limited  spot  in  the  scheme  of  things. 
While  the  citizen  relies  heavily  on  specialists,  he 
nonetheless  is  distrustful  of  their  judgment  some- 
times even  in  their  own  fields.  The  evolution  of 
medical  practice  and  related  health  activities  is 
heavily  influenced  by  a variety  of  groups  which 
arm  themselves  with  very  effective  analytical  and 
evolutional  information.  These  groups  are  medical 
schools,  unions,  and  large  industry  which  pays  health 
benefits,  and  government.  Developments  in  this 
area  without  similar  participation  by  those  who 
actually  diagnose  and  treat  patients  cannot  be  bal- 
anced properly.  Physicians  usually  enter  the  arena 
of  decision  armed  only  with  opinion  and  professional 
judgment.  At  a recent  meeting  of  our  hospital  staff, 
any  number  of  physicians  stated  that  we  needed 
more  beds.  When  asked  why,  they  replied  that  there 
are  patients  in  the  hall.  Yet,  none  could  actually 
communicate  the  basic  elements  which  would  deter- 
mine a true  need  such  as  functioning  utilization 
committees,  lack  of  nursing  home  and  extended  care 


facility  beds,  and  other  measures  which  would 
provide  more  efficient  utilization  of  the  existing 
facilities. 

A large  measure  of  effectiveness  of  these  influ- 
ential sources  comes  from  the  employment  of  skills 
in  the  area  of  economics,  behavioral  science,  medical 
science,  demography,  and  systems  analysis.  These 
tools  will  be  increasingly  useful  and  available  as 
our  Washington  State  Medical  Education  and  Re- 
search Foundation  becomes  better  established. 

The  health  requirements  of  the  United  States  are 
met  by  a complex  supply  mechanism— the  health 
care  industry.  This  can  be  called  an  industry  in  the 
sense  that  there  are  both  production  and  flow 
mechanisms  involving  the  efforts  of  many  individual 
and  corporate  enterprises,  flexibly  linked  to  furnish 
the  consumer-patient  with  appropriate  goods  and 
services  in  a competitive  supply  and  demand  cli- 
mate. The  ultimate  goal  of  all  participants  in  the 
health  care  industry  is  better  health.  How  can 
anyone  consider  today’s  doctors,  drugs  or  hospital 
bills  any  less  than  a bargain  for  the  long  and 
comfortable  life  most  people  lead?  Now,  to  move 
ahead  to  find  ways  of  improving  the  purchasing 
capacity  of  those  who  for  economic  reasons  are 
unable  to  enter  the  system.  ■ 


SECOND  PRINTING 


Proposed  Amendment  to  Article  IV,  Section  4 of  the 
Constitution  of  the  Washington  State  Medical  Asso- 
ciation 

Article  IV— Component  Societies 


Section  4:  Limitations.  Change  subsection  (d) 
to  (e)  and  replace  (d)  with  the  following: 

(d)  Non-citizens  who  possess  all  other  qualifi- 
cations for  membership  may  be  admitted  to  active 
membership  in  a component  society  provided  they 
file  with  their  application  a declaration  of  intention 
to  become  a citizen  of  the  United  States. 


(1)  Such  non-citizen  membership  shall  be 
held  for  not  more  than  a total  of  five  (5)  years. 

(2)  Such  non-citizen  membership  shall  ter- 
minate six  months  after  admission  to  citizenship. 
Accepted  as  amended— 1967  House  of  Delegates, 

WSMA  (To  be  published  twice  and  voted  on  at 
the  1968  House  of  Delegates  meeting.) 
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Pack  Forest  Conference, *1968 

He  stood,  for  a moment,  as  though  reluctant  to  speak.  Then  he  began 
to  tell  about  his  childhood  in  Washington,  D.  C.,  his  early  education  and  the 
high  school.  There  teas  one  within  two  blocks  of  his  home  that  he  could  not 
attend.  He  went  to  another,  much  farther  away,  a high  school  from  which 
men  before  him  had  emerged  to  win  recognition  against  heavy  odds.  Pride 
was  in  his  voice  as  he  praised  the  school  and  expressed  gratitude  for  what  it 
had  given  him.  He  told  about  choosing  a career  in  which  he  might  find 
opportunity  to  succeed.  And  he  told  about  his  education  in  a medical  school 
in  Washington,  D.  C. 

It  wasn’t  easy.  There  were  frustrations  and  disappointments.  It  wasn’t 
always  fair.  And  sometimes  he  felt  within  himself  the  bitter  resentment  that 
made  him  want  to  destroy  those  who  ivotdd  not  remove  the  senseless  blocks 
that  held  him  back.  His  hands  could  all  but  feel  the  hot  barrel  of  a machine 
gun  as  he  would  swing  it  from  side  to  side  to  cut  them  down. 

He  spoke  of  these  things  softly,  ivithout  bitterness,  without  rancor,  with- 
out condemnation.  The  pain  had  abated,  resentment  had  gone,  there  was  no 
attempt  to  dramatize.  With  the  eloquence  of  restraint  he  was  revealing  to  his 
listeners  what  life  had  meant  to  one  who  had  no  access  to  a social  structure 
built  for  others.  It  was  a history  told  simply  and  honestly,  that  was  not  quite 
like  anything  those  in  the  group  had  ever  heard  before. 

The  story  went  on  to  residency  in  a hospital  in  St.  Louis,  where  he 
became  a physician,  and  where  he  learned  that  people  would  come  to  him 
for  help  and  advice.  Then  came  military  service  and  a period  in  Puerto  Rico 
where  he  took  care  of  the  families  of  service  men,  learned  to  speak  Spanish, 
and  where  he  spent  a good  bit  of  time  thinking  about  how  he  could  find  a 
place  to  practice.  These  were  gratifying  days.  But,  before  they  could  be  fol- 
lowed by  gratifying  days  in  practice,  he  had  to  face  the  old  barriers  once  again. 
Nothing  came  easily,  even  after  he  had  found  confidence  in  his  ability. 

He  spent  many  days  looking  for  an  apartment  but,  strangely,  found  none 
for  rent.  The  office  building  in  which  he  hoped  to  establish  his  practice  had 
no  space.  For  a time  it  seemed  there  teas  no  possibility  for  him  to  make  a 
place  for  himself  in  the  city  in  which  he  had  chosen  to  live.  After  many  tries 
and  many  disappointments,  he  did  find  an  office,  and  a place  to  live.  S lowly 
his  practice  grew  and  slowly  he  found  acceptance  and  recognition.  The  old 
days,  and  the  old  hurts,  were  forgotten— but  not  quite. 

Quite  recently  he  had  taken  his  son  to  Washington,  D.  C.,  to  kindle  in 
the  youngster  the  pride  of  country  he  himself  had  always  felt.  It  was  his  birth- 
place  and  he  wanted  his  son  to  know  about  it.  They  were  to  visit  the  Capitol 
and  see  the  Congress  in  action.  But  when  they  got  there  the  city  was  burning, 
there  were  rioters  and  looters  in  the  streets.  The  Capitol  was  closed.  And  sud- 
denly within  him  there  surged  the  old  anger,  the  old  resentment  that  he  thought 
he  had  forgotten.  It  teas  not  that  he  wished  to  join  the  lawbreakers,  or  that 
he  approved  the  looting  and  burning.  It  was  the  old  resentment  against  a 
system  that  had  kept  opportunity  from  him,  that  had  made  life  more  difficult 
for  him,  that  had  not  been  capable  of  realizing  that  he  was  an  individual,  that 
ivould  not  permit  him  to  use  the  equipment  with  which  he  was  born. 

Even  as  he  related  this  experience  he  continued  to  speak  softly,  without 
bitterness  or  rancor.  It  was  a simple  story,  powerful  in  its  simplicity.  And 
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abruptly,  as  he  uas  about  to  close,  he  stopped.  Struggling  to  regain  composure, 
his  eyes  dropped.  He  stood  again,  for  a moment,  now  not  reluctant  to  speak, 
but  unable.  He  was  still  telling  his  story,  in  a way  that  made  words  unnecessary. 
As  he  sat  down,  the  entire  group  rose  in  recognition  of  one  strong  enough  to 
reveal  the  hurt  within  him,  and  the  pride  that  helped  him  tolerate  it.  And 
among  those  who  heard  his  moving  story  there  was  none  ashamed  to  admit  the 
moisture  in  his  own  eyes,  because  each  who  heard  him  understood. 


To  bring  understanding  may  be  set  down  as  the 
purpose  of  the  Pack  Forest  Conferences  of  the 
University  of  Washington  School  of  Medicine.  None 
has  been  more  successful  in  achieving  this  goal 
than  the  conference  held  at  Pack  Forest  Camp, 
near  Eatonville,  May  11  and  12.  Theme  of  the 
Conference  was  “Society,  Change,  and  the  Physi- 
cian.” During  the  meeting  it  became  clear  that 
change  is  bringing  a great  deal  that  needs  to  be 
understood. 

specialists  and  the  community 

Harold  L.  Amoss,  Ph.  D.,  Director  of  the  De- 
partment of  Community  Development  at  the  Uni- 
versity, submitted  an  anthropologist’s  view  of  cur- 
rent trends.  He  was  not  talking  about  medical 
specialists,  but  specialists  in  any  field,  when  he 
said  that  a gulf  has  developed  between  specialists 
and  the  man  in  the  street.  There  is  growing  distrust 
of  specialists.  They  tend  to  talk  down.  They  tend 
to  cloak  themselves  in  the  guild  atmosphere  and 
feel  that  they  do  not  have  to  cooperate  with  society. 
With  wider  dissemination  of  knowledge,  and  uni- 
versal education,  people  wish  to  be  admitted  as 
partners.  This  does  not  mean  that  they  wish  to  be 
equals.  They  wish  to  participate.  If  they  are  al- 
lowed to  become  junior  partners,  they  will  work 
with,  and  have  more  respect  for,  their  senior 
partners. 

People  in  urban  communities  will  discuss  com- 
munity problems  but  they  seldom  wish  to  discuss 
health.  People  in  rural  communities,  however,  will 
do  so.  This  seems  to  indicate  that  rural  residents 
have  accepted  a role  as  junior  partners. 

A community  is  not  a geographic  subdivision 
but  is  best  defined  as  a loyalty  area.  The  physician’s 
role  is  that  of  an  advisor  in  decision  making.  Dr. 
Amoss  suggests  that  criticisms  of  medicine  should 
be  turned  back  to  the  critics  by  asking  them  to 
define  health. 

hospitals  for  alcoholics? 

A subject  that  will  call  for  a good  bit  of  under- 
standing was  discussed  by  Luverne  V.  Rieke,  Ph.  D., 
Professor  of  Law.  The  United  States  Supreme  Court 
is  about  to  hand  down  a decision,  on  the  case  of 


a man  convicted  of  being  drunk  in  public,  that 
may  turn  alcoholics  out  of  jails,  thus  handing  hos- 
pitals and  the  medical  profession  a major  problem. 

The  case  is  that  of  a man  who  was  a social 
drinker  prior  to  1946,  who  has  been  arrested  98 
times  in  17  years,  with  no  other  citation  than  that 
of  being  drunk  in  public.  His  defense  has  been 
that  he  has  a disease— chronic  alcoholism— and  has 
been  drunk  because  of  the  disease,  not  with  de- 
liberate attempt  to  break  the  law.  He  denies  con- 
trol. 

Previous  decisions  have  established  the  principle 
that  a person  cannot  be  put  in  jail  for  what  he  is. 
If  the  Supreme  Court  decision  recognizes  alcoholism 
as  a disease,  and  bases  its  decision  on  the  estab- 
lished principle,  it  will  be  possible  for  a person 
arrested  for  being  drunk  to  use  the  decision  to 
escape  being  thrown  into  jail.  All  he  will  need  to 
do  will  be  to  claim  that  he  is  a victim  of  alcoholism, 
therefore,  not  responsible  and  not  subject  to  con- 
finement in  jail. 

At  present,  alcoholics  are  usually  given  a jail 
sentence  that  does  little  more  than  provide  a short 
period  of  sobriety  after  which  the  cycle  is  repeated. 
Under  the  situation  anticipated  by  Professor  Rieke, 
it  will  be  necessary  to  provide  hospital  service  or 
treatment  centers  for  those  who  have  alcoholism. 
It  is  estimated  that  there  are  now  about  6 million 
arrests  for  alcoholism,  each  year. 

skeptical  economist 

An  economist’s  view  of  medicine  was  presented 
by  Kenneth  M.  McCaffree,  Ph.  D.  of  the  College 
of  Rusiness  Administration.  He  cited  the  fact  that 
expenditures  for  health  care  had  risen  from  $4 
billion  in  1929  to  $50  billion  in  1967.  A rise,  such 
as  this,  in  expenditure  in  any  industry  is  not  alarm- 
ing to  an  economist.  He  only  asks,  “What  are  we 
getting?”  If  the  money’s  worth  is  not  being  de- 
livered, there  is  question  about  efficiency  of  the 
industry.  Professor  McCaffree  went  no  further  in 
this  direction  but  gave  a detailed  report  of  increased 
costs.  Since  1947,  annual  rise  in  expenditures  for 
health  care  has  been  8 per  cent.  Cost  of  an  episode 
of  illness  rose  85  per  cent  from  1950  to  1965. 
Rates  have  gone  up  most  rapidly  where  there  has 


590 

Xorthicest  Medicine,  June.  1968 


1.  W.  O.  Robertson,  M.D.,  Associate  Dean,  Program  Coordinator  for  the  Conference.  2.  Ken- 
neth M.  McCaffree,  Ph  D.,  Professor  Economics.  3.  Luverne  V.  Rieke,  Ph.D.,  Professor  of  Law. 
4.  Harold  L.  Amoss,  Ph.D.,  Director,  Community  Development. 


been  insurance.  Dr.  McCaffree  admitted  that  there 
had  been  increase  in  demand,  against  a relatively 
inflexible  supply,  because  of  a 1.6  per  cent  increase 
in  population. 

In  discussing  rise  in  the  unit  price  of  hospital 
days,  x-rays,  and  physicians’  fees,  he  realized  that 
fees  had  been  increased  in  many  cases  from  zero 
as  result  of  governmental  programs  for  those 
formerly  given  service  without  fee.  This  does  not, 
however,  explain  all  of  the  present  rise,  since  there 
has  been  virtual  elimination  of  the  former  practice 
of  charging  higher  fees  for  the  wealthy. 

curriculitis 

For  understanding  of  new  developments  in  the 
Medical  School,  Robert  Petersdorf  outlined  recently 
approved  changes  in  curriculum.  (See  editorial  on 
the  new  curriculum,  page  555  this  issue.  Ed.) 

The  University  of  Washington  is  not  alone  in 
seeking  better  ways  to  teach  medicine.  Faculty 


discussion  on  curriculum  seems  to  be  going  on  at 
nearly  every  medical  school  in  the  country,  so 
much  so  that  some  have  dubbed  the  process 
“curriculities.”  At  Washington,  however,  change  is 
not  being  made  just  for  the  sake  of  change.  Effort 
has  been  made  to  preserve  the  good  things  of  the 
old  curriculum  while  adopting  the  new  structure. 
In  addition  to  curriculum  changes  there  will  be 
increased  effort  to  utilize  resources  of  community 
colleges  and  preceptorships  will  be  established. 
Some  community  services  will  be  created  as  ex- 
periments in  training  but  the  University  does  not 
wish  to  be  forced  into  becoming  a major  provider 
of  health  services. 

Conclusion  of  the  program  was  to  have  been  a 
half-hour  summation  by  the  Dean.  It  was  not 
necessary.  Sensing  accurately  the  reaction  to  one 
portion  of  the  program,  Dr.  Hogness  realized  that 
neither  he  nor  anyone  else  need  add  to  the  story 
told  by  Alvin  Thompson.  It  was  his  story  that 
served  as  the  introduction  to  this  report. 
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IDAHO 


Idaho  Medical  Association- 407  west  bannock  st„  Boise,  Idaho  83702 


president  James  R.  Kircher,  M.D. , Burley 

secretary  William  R.  Tregoning,  M.D.,  Boise 

executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  June  26-29,  1968,  Sun  Valley 


PRESIDENTS  page 
Team  Effort 


JAMES  R.  KIRCHER,  M.D. 


The  76th  annual  meeting  of  the  Idaho  Medical 
Association  will  be  held  at  Sun  Valley,  June 
26-29,  1968.  It  is  one  of  the  most  important  medi- 
cal meetings  of  the  year. 

An  outstanding  scientific  and  social  session  has 
been  planned  for  you  and  your  lady.  We  have  not 
experienced  any  interference  from  federally-financed 
sources  in  preparing  the  continuing  education  pro- 
gram for  members  of  our  medical  family. 

It  is  your  meeting,  organized  by  your  State  Medi- 
cal Association  with  a single  idea  of  giving  you 


three  full  days  of  profitable  scientific  sessions, 
and  personal  enjoyment  with  your  Idaho  colleagues. 

Not  the  least  important  is  our  review  of  the  past 
year  and  the  charting  of  our  course  for  the  year  to 
come  in  our  House  of  Delegates.  Many  important 
decisions  will  be  made  by  the  Delegates  represent- 
ing your  component  society  or  specialty  group. 

This  is  our  annual  session,  a team  effort  of  many 
of  your  colleagues  who  have  worked  hard  since  last 
June  to  make  this  session  truly  outstanding.  I feel 
we  should  all  give  it  our  support  and  make  this 
meeting  the  best  yet.  ■ 


592 

Northwest  Medicine,  June.  1968 


Idaho  News  Notes 


officers  and  councilors  meet 

Officers  and  councilors  met  May  10-11  in  Associ- 
ation offices,  Boise,  and  discussed  membership 
problems  and  various  Association  programs,  listened 
to  reports  and  resolutions  that  will  be  presented 
to  the  House  of  Delegates,  and  conducted  routine 
Association  business. 

The  meeting  was  attended  by:  President,  James  R. 
Kircher;  President-elect,  O.  D.  Hoffman;  Past-presi- 
den,  A.  Curtis  Jones;  Secretary-Treasurer,  William 
R.  Tregoning;  Councilors,  John  M.  Ayers;  J.  B.  Mar- 
cusen,  George  W.  Warner,  and  John  E.  Comstock; 
AMA  Delegate,  Alexander  Barclay;  AMA  Alternate 
Delegate,  Donal  K.  Worden,  and  Speaker  of  the 
House  of  Delegate,  Dauchy  Migel. 

elected 

North  Idaho  Medical  Service  Bureau,  Inc.  elected 
1968  officers  at  its  annual  meeting  held  April  17. 
Elected  are:  President,  Robert  L.  Olson,  Lewiston; 
Vice-president,  J.  Burton  Britzmann,  Moscow,  and 
Secretary-Treasurer,  O.  V.  Baumann,  Lewiston. 
Newly  elected  Directors  are  J.  Burton  Britzmann, 
and  Dan  E.  Stipe. 

medicine  and  religion 

Medicine  and  Religion  Committee  met  April  17 
in  Association  offices,  Boise,  to  review  activities  and 
discuss  plans  for  holding  a luncheon  meeting  with 
component  society  chairmen,  June  28,  at  Sun  Valley. 
Reverend  Paul  B.  McCleave,  Director,  AMA’s  De- 
partment of  Medicine  and  Religion  will  speak  at  the 
Sun  Valley  luncheon.  Members  of  the  Medicine 
and  Religion  Committee  are:  Bernard  P.  Strouth, 
Boise;  Wilbur  H.  Lyon,  Coeur  d’Alene,  and  Aldon 
Tall,  Rigby. 

surgeons  meet 

Annual  meeting  of  the  Boise  Valley  Chapter, 
American  College  of  Surgeons,  was  held  May  11  in 
Boise.  A clinical  conference  was  held  in  the  morning 
at  St.  Luke’s  Hospital  followed  by  scientific  presenta- 
tions held  at  the  Owyhee  Hotel.  Guest  Lecturer 
was  Rudolf  J.  Noer,  Louisville,  Kentucky,  Professor 
of  Surgery,  University  of  Louisville  School  of  Medi- 
cine. 

Norman  G.  Hedemark,  Boise,  is  President  of  the 
Boise  Valley  Chapter,  and  Glenn  E.  Talboy,  Boise, 
is  Secretary-Treasurer. 


immediate  care  program 

Second  annual  conference  on  “Immediate  Care  of 
the  Sick  and  Injured”  was  held  May  2-3  at  the 
Boise  College  Student  Union  Building,  under  the 
sponsorship  of  IMA,  American  College  of  Surgeons’ 
Trauma  Committee,  and  the  Idaho  Department  of 
Health. 

The  course  is  designed  for  hospital  emergency 
personnel,  policemen,  firemen,  safety  directors,  Red 
Cross  personnel,  emergency  teams,  Civil  Defense 
workers  and  state  employees.  Coordinators  of  the 
course  are:  Harold  W.  Hatten,  Jr.,  Boise,  Chairman 
of  the  Association’s  Disaster  and  Civilian  Defense 
Committee;  Richard  O.  Vycital,  Boise,  Chairman  of 
the  ACS  Idaho  Trauma  Committee,  and  Mr.  W.  W. 
Benson,  Boise,  of  the  Idaho  State  Department  of 
Health. 

report  on  activities 

Several  officers  and  councilors  attended  the  meet- 
ing of  the  Idaho  Falls  Medical  Society,  April  9, 
to  report  on  activities  and  programs  of  the  Associ- 
ation. A similar  meeting  was  conducted  with  the 
Southeastern  Idaho  District  Medical  Society,  May  2 
in  Pocatello. 

Attending  the  Idaho  Falls  meeting  were:  Presi- 
dent, James  R.  Kircher;  President-elect,  O.  D.  Hoff- 
man; Secretary-Treasurer,  William  R.  Tregoning; 
Councilor,  John  E.  Comstock,  Pocatello;  AMA  Alter- 
nate Delegate,  Donald  K.  Worden;  Speaker  of  the 
House  of  Delegates,  Dauchy  Migel,  and  Executive 
Secretary,  Mr.  Armand  L.  Bird. 

new  officers 

The  Idaho  Thoracic  Society  met  April  25  in  Boise 
and  elected  new  officers.  They  are:  President, 
William  D.  Forney,  Boise;  Vice-president,  Lehman 
N.  Sterling,  Twin  Falls;  Secretary-Treasurer,  Fritz 
R.  Dixon,  Boise.  Newly-elected  members-at-large 
are:  Paul  F.  Miner,  Boise,  and  Clarence  F.  Wurster, 
Twin  Falls. 


peace  corps  volunteer 

O.  A.  Moellmer,  Rupert,  has  received  a two-year 
assignment  to  serve  with  the  Peace  Corps  in  Guiana, 
South  America.  Dr.  Moellmer  will  be  staff  physi- 

Continued  nn  page  594 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Pai'epectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepeetolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 


i earning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 

daily. 
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O 

RORER 

R 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


cian,  and  assist  with  a massive  immunization 
program. 

Dr.  Moellmer,  who  will  be  accompanied  by  his 
wife,  will  leave  July  1,  for  Washington,  D.C.  for 
a preparatory  course  in  immunization  and  the  treat- 
ment of  tropical  diseases. 

His  duties  will  include  caring  for  Peace  Corps 
volunteers,  and  working  with  an  immunization  pro- 
gram for  smallpox,  diphtheria-tetanus,  measles,  and 
polio. 


board  of  medicine 

A Temporary  License  was  issued  in  April  to: 
Clifford  Jay  Kindred,  Fresno,  California,  Graduate 
George  Washington  University  School  of  Medicine, 
Washington  D.C.,  May  1964.  Internship,  Latter- 
Day  Saints  Hospital,  Salt  Lake  City',  1964-65.  Resi- 
dency, Obstetrics  and  Gynecology,  L.D.S.  Hospital, 
Salt  Lake  City’,  1965-66;  University  of  Utah  College 
of  Medicine,  1966-67;  Fresno  General  Hospital, 
Fresno,  1967-68.  Granted  TL-403,  April  5,  1968. 
Obstetrics  and  Gynecology. 


obituary 

dr.  willis  a.  melcher,  59,  of  Ashton,  Idaho,  died 
April  11,  1968. 

Dr.  Melcher  was  horn  in  Omaha,  Nebraska, 
where  he  completed  his  elementary  and  secondary 
education.  He  attended  the  University  of  Omaha 
and  Creighton  University,  and  received  his  M.D. 
degree  from  the  University  of  Nebraska  College  of 
Medicine  in  June  of  1939.  He  interned  at  Roper 
Hospital  in  Charleston,  South  Carolina. 

He  was  a captain  with  the  U.S.  Army  Medical 
Corps  during  World  War  II,  and  served  in  the 
Panama  Canal  Zone  and  in  Europe  from  1941  to 
1945. 

He  practiced  in  Iva,  South  Carolina  from  1945 
to  1952,  when  he  opened  his  practice  in  Ogden, 
Utah.  He  received  license  No.  M-2237  to  practice 
medicine  and  surgery  in  Idaho  on  January  11,  1954, 
and  opened  a practice  in  Ashton  where  he  stayed 
until  his  death. 

Dr.  Melcher  was  a past  vice-president  and  past 
president  for  the  Upper  Snake  River  District  Medical 
Society.  He  served  as  alternate  to  the  Idaho  Medical 
Association  in  1958.  He  was  a member  of  the 
Idaho  Medical  Association  and  the  American  Medi- 
cal Association. 
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REVIEWS 

Principles  and  Practice  of  Obstetric  Analgesia 
and  Anesthesia 

By  John  J.  Bonico,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Anesthesiology,  University  of  Washington  School  of 
Medicine;  Anesthesiologist-in-Chief,  University  of  Washington 
Medical  Center,  Seattle,  Washington.  837  pp.  Illustrated.  Price 
$40.00.  F.  A.  Davis  Company,  Philadelphia,  Pa.  1967. 

This  book  is  a major  contribution  to  the  medical 
profession.  Bonica  has  attempted  to  present  a com- 
prehensive source  of  information  on  the  fundamental, 
technical  and  clinical  aspects  of  obstetric  analgesia 
and  anesthesia.  He  has  succeeded  admirably! 

This  volume  not  only  tells  the  practitioner  the 
“how”  of  obstetric  anesthesia  but  also  the  “why”, 
it  contains  a synthesis  of  information  on  maternal, 
fetal,  neonatal,  placental  and  uterine  physiology 
and  pharmacology.  This  information  has  been  gath- 
ered from  the  most  recently  available  original  manu- 
scripts which  have  appeared  in  the  leading  journals 
of  the  day:  The  American  Journal  of  Obstetrics  and 
Gynecology,  Obstetrics  and  Gynecology,  Anesthesi- 
ology, American  Journal  of  Physiology,  and  so  forth. 
Each  of  the  47  chapters  has  a complete  bibliography. 
Figures  and  diagrams  which  were  an  important  part 
of  these  original  papers  are  also  included.  Indeed 


one  of  the  outstanding  qualities  of  this  book  is  the 
copious  number  of  excellent  illustrations,  tables 
summaries.  These  invariably  make  the  fine  prose 
even  more  lucid. 

This  volume  also  contains  up  to  date  information 
on  the  various  technics  of  inhalation  analgesia  and 
anesthesia,  and  excellent  chapters  on  psychologic 
anesthesia  including  hypnosis,  natural  childbirth,  and 
the  increasingly  popular  psychoprophylaxis.  If  one 
were  to  choose  the  highlights  of  this  book  it  would 
likely  be  the  chapters  on  regional  anesthesia.  This 
field  is  one  in  which  Bonica  has  been  a world 
expert  for  years.  His  clear,  detailed  descriptions  of 
these  technics  accompanied  by  the  many  photo- 
graphs and  diagrams  will  aid  enormously  the  anes- 
thesiologist, obstetrician  and  medical  student. 

To  summarize,  I enthusiastically  recommend  this 
monumental  textbook  to  every  doctor,  medical  stu- 
dent and  nurse  involved  in  the  care  of  the  pregnant 
woman  and  her  newborn. 

SOL  M.  SHNIDER,  M.D. 

Drugs  in  Current  Use 

By  Walter  Modell,  M.D.,  F.A.C.P.,  Associate  Professor,  Clin- 
ical Pharmacology,  Cornell  University  Medical  College.  152  pp. 
Price  $2.75.  Springer  Publishing  Company,  Inc.,  New  York.  1968. 

This  small,  soft  cover  book  is  really  an  alphabetical 
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FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 

Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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list  of  drugs  in  current  use.  It  includes  some  drugs 
like  thiocyanates  which  should  not  be  used,  but 
apparently  still  are  prescribed.  Coverage  includes 
brief  descriptions  of  some  agents  together  with  the 
classification,  action  and  use,  warnings,  preparations 
available,  and  dosage.  Other  drugs  are  granted  only 
two  or  three  lines.  I was  unhappy  that  guanethidine 
(Ismelin),  an  important  drug  in  the  treatment  of 
severe  hypertension,  was  dismissed  with  the  com- 
ment, “most  commonly  used  of  the  potent  antihyper- 
tensive agents.  Available  in  10  and  25  mg  oral 
tablets.” 

My  criticism  of  this  book  is  that  it  is  too  brief. 
If  you  wish  to  prescribe  a drug  for  the  first  time 
you  will  have  to  go  to  a more  complete  source. 
However,  the  information  which  is  given  is  sound 
and  reflects  the  author’s  well  deserved  reputation 
as  an  authority  in  pharmacology. 

GEORGE  N.  AAGAARD,  M.D. 

A Continual  Rememberance:  Letters  from  Sir  William 
Osier  to  his  friend  Ned  Milburn 

By  Howard  L.  Holley,  B.S.,  M.D.,  Professor  of  Medicine,  Direc- 
tor of  Rheumatology,  University  of  Alabama  in  Birmingham, 
The  Medical  Center  Birmingham,  Alabama.  With  a foreword 
by  John  W.  Scott,  M.A.,  M.D.,  Bond  Head,  Ontario.  132  pp. 
Illustrated.  Price  $6.75.  Charles  C Thomas,  Springfield,  III.  1968. 

Title  of  this  little  volume  should  have  been,  “The 
Busy  Man’s  Life  of  Osier.”  The  letters  to  Ned  Mil- 
burn  serve  only  as  a loose  framework  for  the 
biography.  No  harm  will  be  done  if  the  reader 
chooses  to  skip  the  letters  and  annotations  to  read 
the  story  of  an  interesting  life.  The  letters  provide 
less  than  a fifth  of  the  material  presented  in  the 
155  pages  of  the  book.  They  are  not,  as  claimed 
in  the  Foreword,  the  very  essence  of  Osier’s 
greatness.  They  testify  merely  to  the  fact  that  a 
friendship  was  maintained.  But  it  was  a static  sort  of 
friendship  that  could  not  grow  beyond  the  shared 
escapades  of  mischievous  schoolmates.  To  be  sure, 
Osier  sent  Milburn  copies  of  his  published  papers 
and  of  his  many  speeches.  But  there  is  no  evidence 
in  the  letters  that  Milburn,  who  was  not  a physician, 
ever  entered  into  an  exchange  of  ideas  with  the  man 
he  undoubtedly  admired  greatly. 

In  spite  of  failure  of  the  letters  to  reveal  more 
than  a friendship  that  was  not  forgotten,  the  book 
does  give  a good  report  of  Osier’s  life  and  his 
development  from  an  exuberant  prankster,  who 
got  himself  kicked  out  of  school,  to  the  greatest 
clinician  of  modern  times.  Admittedly,  the  author 
has  leaned  heavily  on  Cushing’s  “Life  of  Sir  Wil- 
liam Osier”  but  the  capsule  version  presents  enough 
to  provide  good  reading  for  anyone  too  busy  to 
read  Cushing’s  excellent  biography. 

H.  L.  HARTLEY,  M.D. 

Retimes  continued  on  page  598 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin 

Tetracycline  HC1—  Antihistamine—  Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  bacterial/allergic  u.r.i.,  ACHROCIDIN  brings  the  treatment  together  in  a single  prescription 
—prompt  relie f of  headache  and  congestion  together  with  effective  control  of  the  tetracycline- 
sensitive  organisms  frequently  responsible  for  complications  leading  to  prolonged  disability 
in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Average  adult  dosage:  2 tablets  four  times  daily,  given  at 
least  one  hour  before,  or  two  hours  after  meals. 
Contraindications:  History  of  hypersensitivity  to  any 
component. 

Warning:  If  renal  impairment  exists,  even  usual  doses 
may  lead  to  liver  toxicity.  Under  such  conditions,  lower 
than  usual  doses  are  indicated  and,  if  therapy  is  pro- 
longed, serum  level  determinations  may  be  advisable. 
Hypersensitive  individuals  may  develop  a photodynamic 
reaction  to  natural  or  artificial  sunlight  during  use. 
Individuals  with  a history  of  photosensitivity  reactions 
should  avoid  direct  exposure  while  under  treatment, 
which  should  be  discontinued  at  first  evidence  of  skin 
discomfort. 

Precautions:  Some  individuals  may  experience  drowsi- 
ness, anorexia,  and  slight  gastric  distress.  If  excessive 
drowsiness  occurs,  it  may  be  necessary  to  increase  the 
interval  between  doses.  Persons  on  full  dosage  should 
not  operate  any  vehicle.  Use  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  infections  appear  during 
therapy,  appropriate  measures  should  be  taken.  Infec- 
tions caused  by  beta-hemolytic  streptococci  should  be 
treated  for  at  least  10  full  days  to  help  prevent  rheumatic 


fever  or  acute  glomerulonephritis.  Use  of  tetracycline 
during  tooth  development  may  cause  discoloration  of 
teeth. 

Adverse  Reactions:  Gastrointestinal-anorexia,  nausea, 
vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  - maculopapular  and  erythematous 
rashes  (a  case  of  exfoliative  dermatitis  has  been  re- 
ported); photosensitivity;  onycholysis  and  discoloration 
of  nails  (rare).  Kidney-rise  in  BUN,  apparently  dose 
related.  Hypersensitivity  reactions-urticaria,  angioneu- 
rotic edema,  anaphylaxis.  In  young  infants,  bulging 
fontanels  following  full  therapeutic  dosage  has  been 
reported.  This  has  disappeared  rapidly  when  drug  was 
discontinued.  Teeth-dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline  during  the  latter 
half  of  pregnancy  and  in  children  given  the  drug  during 
the  neonatal  period,  infancy,  and  early  childhood.  En- 
amel hypoplasia  has  been  seen  in  a few  children.  Blood - 
anemia,  thrombocytopenic  purpura,  neutropenia,  eosin- 
ophilia.  Liver-cholestasis  (rare),  usually  at  high  dos- 
age. If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication  and  insti- 
tute appropriate  therapy. 
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Reviews  continued  from  page  596 

Clinical  Judgment. 

By  Alvan  R.  Feinstein,  M.D.,  Associate  Professor  of  Medicine 
and  Epidemiology,  Yale  University  Medical  School;  and  Chief, 
Division  of  Clinical  Biostatistics,  West  Haven  Veterans  Adminis- 
tration Hospital.  414  pp..  Graphs  and  drawings.  Index.  Price 
$9.50.  Williams  & Wilkins,  Baltimore,  Md.,  1967. 

This  may  well  be  the  most  important  and  badly 
needed  book  to  date  on  the  nature  of  medical  prac- 
tice, and  the  criticisms  I must  make  should  not  be 
construed  as  detracting  one  whit  from  its  excellence 
and  importance  as  a whole.  For  reasons  inherent  in 
its  potential  sphere  of  influence,  if  it  were  better  it 
would  not  be  so  good. 

It  should  be  required  reading  for  every  physician 
(those  who  don’t  need  it  will  really  enjoy  it),  every 
faculty  member  or  student  in  a medical  school,  every 
hospital  or  medical  administrator  or  trustee,  every 
legislator,  every  jurist— in  fact  for  everyone  with  any 
serious  interest  in  the  provision  of  medical  care.  And 
it  should  be  not  just  once-over-lightly,  but  reading 
and  rereading  with  soul-searching  thought  to  its 
implications. 

By^  the  same  token,  it  may  be  a futile  book  since 
most  of  those  who  need  it  most  will  be  impervious 
to  its  message,  as  witness  the  many  enthusiastic 
reviews  it  has  received.  Few  books  have  received 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare,  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25's. 


such  uniformly  high  praise,  but  chiefly  for  the  things 
on  which  the  author  is  in  error.  It  preaches  counter- 
revolution, with  implications  far  transcending  the 
field  of  medicine;  and  the  reviewers  have  been  emo- 
tionally unprepared  to  have  the  ground  cut  from 
under  everything  they  have  been  taught  to  believe, 
or  to  recognize  the  source  of  the  confusions  and 
frustrations  that  prompt  them  to  praise  the  book. 

They  have  been  taught  to  treat  diseases  by  “scien- 
tific” methods,  and  when  Feinstein  tells  them  that, 
instead,  they  should  be  treating  people  and  that  the 
methods  are  inappropriate  and  of  doubtful  validity, 
they  can  accept  what  he  says  intellectually  but  are 
emotionally  unable  to  accept  the  implications. 

Feinstein  is  not  alone  since  there  are  still  a few 
good  teachers  in  our  medical  schools  who  also  stress 
the  importance  of  history-taking.  Professor  Cecil 
Watson  told  the  entering  freshmen  medics  at  the 
University'  of  Minnesota  last  fall: 

“History  taking  is  still  the  center  of  the  phy- 
sician’s art;  indeed,  it  is  the  prime  requisite  in 
the  investigation  of  any  patient’s  illness.  It  is 
safe  to  say  that  taken  at  large,  it  outranks  all 
of  the  other  methods  of  the  total  study  leading 
to  a definitive  diagnosis  and  treatment.” 

and  he  quoted  the  great  American  clinician,  Louis 
Hamman,  as  saying: 

“ ‘Let  me  take  the  history  and  I will  accept 
the  physical  examination  of  any  intern.’  ” 

Watson  went  on  to  say: 

“It  is  perfecdy  true  that  in  any  given  case  a 
physical  finding,  an  x-ray  or  a laboratory  result 
may  be  decisive  in  establishing  the  diagnosis. 
However,  without  the  careful  history  to  guide 
him,  without  the  observation  that  accompanies 
the  history  (i.e.,  the  art  rather  than  the  science), 
the  physician,  if  he  tries  to  reach  his  goal 
through  scientific  methods  alone,  is  likely  to  be 
wandering  in  a forest  of  laboratory  and  x-ray 
data  obtained  more  or  less  at  random.  These 
may  be  even  more  confusing  than  helpful,  not  to 
speak  of  the  great  expense  at  which  they  were 
obtained.  The  history  guides  the  physician  to 
an  appropriate  selection  of  laboratory  and  x-ray 
procedures,  thus  leading  much  more  expedi- 
tiously and  inexpensively  to  the  correct  answers.” 

and, 

“Although  I am  sure  that  computer  tech- 
niques will  be  of  great  value  in  clinical  medi- 
cine as  well  as  in  medical  research,  it  would  be 
a colossal  mistake  to  divorce  the  physician  from 
taking  the  history  himself  and  instead  turning 
it  over  to  a technician  and  a computer.  The 
fact  is  that  taking  the  history  is  the  doctor’s 
opportunity  to  make  a very  important  personal 
contact  with  the  patient.  It  is  essential  that  he 
become  acquainted  with  the  patient’s  person- 
ality, background,  habits,  family,  his  outlook 
on  life  and  his  manner  of  thinking.” 

Continued  on  page  603 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Fortew 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  11>: 316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.t  et  ad.:  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 
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She  relies 
on  your 
eptive 
advice 


She  can  expect  to 
continue  Oracon  for  years 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets:  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 

] >i  Generally,  withdrawal  bleeding  is  compara- 

ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  ORACON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing, spotting,  change  in  menstrual  How,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post-partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als. mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like svndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching,  l’ost-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin,  Factors  VII,  VIII,  IX,  and  X): 
thyroid  function  (increase  in  FBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values): 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1 , the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Sonic- 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
teronc  and  0.1  mg.  of  ethinyl  estradiol.  Each  month's 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette*  dispenser 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 
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Feinstein  says  all  this  at  far  greater  length  and 
deplores  its  disappearance  from  medical  teaching; 
but  our  Watsons  and  Feinsteins  are  voices  in  the 
wilderness  in  a day  when  our  medical  schools  are 
largely  staffed  with  men  who  have  never  practiced 
and  who  don’t  know  what  the  practice  of  medicine 
is  all  about,  and  who  were  taught  by  men  who 
never  practiced,  who  in  turn  were  taught  by  men 
who  never  practiced.  Any  physician  who  learns  the 
meaning  and  importance  of  clinical  judgment  in 
fulfilling  his  responsibility  to  his  patients,  learns  it 
the  hard  way  after  he  graduates  and  he  exercises 
it  with  feelings  of  guilt  for  his  back-sliding  from  the 
teachings  of  the  schools.  The  book  should  give  him 
much-needed  moral  support.  Meanwhile,  a promi- 
nent and  highly  “successful”  internist  in  our  city 
habitually  orders  up  to  a thousand  dollars  “worth” 
of  x-ray  and  laboratory  studies  before  he  even  sees 
the  patient. 

The  “town-gown  controversy”  stems  largely  from 
the  arrogant  contempt  of  medical  faculties,  unfor- 
tunately taught  to  the  students,  for  the  “unscientific” 
methods  of  practitioners  which  Feinstein  defends, 
and  the  resentment  by  the  practitioners  of  the 
“holier  than  thou”  attitude  of  those  who  teach  such 
unrealistic  nonsense.  Meanwhile,  both  look  down 
upon  and  cannot  understand  the  success  of  the 
“quacks”  who,  after  all,  do  treat  people  rather  than 
diseases  and  with  considerable  success  since  most 
people  get  well  if  given  a chance,  with  or  without 
treatment. 

With  relentless  logic  and  countless  illustrative  ex- 
amples, the  book  demonstrates  till  the  most  blind 
should  see,  that  much  of  the  “science”  is  pseudo- 
science, that  the  “diseases”  we  treat  are  mostly 
factitious,  and  that  the  sine  qua  non  of  our  function 
is  clinical  judgment. 

If  that  were  all,  the  book  would  be  highly  im- 
portant, but  its  implications  are  more  far-reaching 
and  far  more  devastating  to  current  preaching  and 
practice  in  a day  when  the  function  of  the  physician 
is  stated,  even  by  medical  spokesmen,  to  be  the 
provision  of  medical  services  to  society  rather  than 
ministering  to  the  wants  and  needs  of  sick  people. 
Even  the  author  of  another  important  book,  Ferment 
in  Medicine,  quotes  without  batting  an  eye-lash  or 
seeming  to  understand  its  significance,  the  statement 
by  an  influential  sociologist  that  the  physician’s  role 
is  characterized  by  “orientation  to  the  collectivity” 
(aimed  at  society).  People  seem  to  forget  that,  as 
Emerson  put  it,  “society  everywhere  is  in  conspiracy 
against  the  manhood  of  every  one  of  its  members.” 
Trying  to  serve  both  involves  an  inescapable  conflict 
of  interest. 

To  understand  the  counter-revolutionary  impact  of 
the  book  it  must  be  viewed  in  context;  if  what  it 


teaches  had  governed  our  conduct  these  past  thirty- 
odd  years  we  wouldn’t  be  in  the  mess  we  are  in. 
Thirty  years  ago,  two  things  were  considered  essen- 
tial to  the  ethical  practice  of  medicine:  “Free  choice 
of  physician”  and  “Freedom  from  third-party  inter- 
ference.” The  first  protected  the  right  of  the  patient 
to  have  no  medical  care  except  what  he  freely  chose 
to  accept,  and  the  right  to  change  freely  whenever 
dissatisfied;  the  second  protected  both  the  freedom 
of  the  physician  to  treat,  and  the  right  of  the 
patient  to  be  treated,  according  to  the  physician’s 
untrammeled  clinical  judgment.  The  words  are  still 
parroted,  but  their  meaning  has  long  since  been 
perverted. 

At  that  time,  and  until  long  after  physicians, 
sacrificing  principle  to  expediency,  had  sold  out  the 
birth-right  of  themselves  and  their  patients,  the 
courts  were  on  our  side.  In  the  1930’s  the  private 
practice  of  medicine  was  seriously  threatened  by 
“contract  practice”  in  which  a physician  or  group 
of  physicians  would  contract  with  an  employer  or 
an  organization  to  provide  the  medical  services 
which  were  offered  by  the  employer  to  his  em- 
ployees or  the  organization  to  its  members.  The 
practice  was  not  only  unethical  but  was  also  illegal. 
In  the  Standard  Optical  case  the  Washington  State 
Supreme  Court  quoted,  with  approval,  the  South 
Carolina  decision  in  Ezell  vs.  Ritholz  which  held 
that  corporations  or  unlicensed  persons  could  not 
practice  the  learned  professions  by  offering  the  serv- 
ices of  licensed  agents.  The  Court  said: 

“If  such  a course  were  sanctioned  the  logical 
result  would  be  that  corporations  and  business 
partnerships  might  practice  law,  medicine, 
dentistry,  or  any  other  profession  by  the  simple 
expedient  of  employing  licensed  agents.  And 
if  this  were  permitted  professional  standards 
would  be  practically  destroyed,  and  professions 
requiring  special  training  would  be  commer- 
cialized to  the  public  detriment.  The  ethics  of 
any  profession  is  based  upon  personal  or  indi- 
vidual responsibility.  One  who  practices  a pro- 
fession is  responsible  directly  to  his  patient  or 
his  client.  Hence  he  cannot  properly  act  in  the 
practice  of  his  vocation  as  an  agent  of  a cor- 
poration or  business  partnership  whose  interests 
in  the  very  nature  of  the  case  are  commercial 
in  character.” 

Instead  of  haling  the  offenders  into  court,  how- 
ever, medical  societies  decided  to  set  up  competing 
contract  practices  of  their  own  which  would  permit 
all  the  members  to  participate  in  the  contracts.  They 
thought  of  “free  choice  of  physician”  in  terms  of 
equal  access  of  physicians  to  the  available  patients; 
and  they  told  themselves  that  there  could  be  no 
objectionable  “third  party  interference”  so  long  as 
the  contracting  corporation  was  controlled  collec- 
tively by  the  participating  physicians. 

Continued  on  page  607 
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New 


Tegretol' 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
"Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient's  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with  - 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk,  it  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 

be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  dri  j 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during  tr  f. 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The  1 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  liver  I 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tono  I 
etry,  are  recommended  for  patients  being  treated  with  this  drug  since  I 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  eye  1 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated  v ■ 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocyto  1 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities  i 1 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fre  I 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure,  I 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  uri  ,1 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue  1 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speed  I 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  am  I 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin-  I 
nitus,  paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency,  I 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrom  I 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative  I 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  eryt  ■ 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythemaJB 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anoreJl 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  crampsjl 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hyp  I 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  artery  I 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  e ctj 
are  drug-related  is  not  known.  However,  some  of  these  complications  ifl 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should  I 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  me 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  c ifl 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  f ll 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg. 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patient  I 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  rang*  I 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles  tj 
of  100  and  1000.  (B)46-820-  ■ 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


“Will  it  stop  the  pain?” 


a puzzle 
of  antacid 
complaints 


“Will  this  one 


taste  O.K.?” 


Will  it  help  “my 
gassy  stomach?” 


a solution 
to  peptic  ulcer 
distress 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 


Effective  neutralization— 

with  the  two  most  widely  prescribed  antacids: 
aluminum  and  magnesium  hydroxides. 

Concomitant  relief  of  G.l.  gas  distress— 

with  the  proven1  defoaming  action  of  simethicone. 

Prolonged  acceptance  confirmed- 

in  87.5%  of  104  patients  after  a total  of  20,459 
documented  days  of  therapy.2 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 
(5  ml.)  contains:  magnesium  hydroxide,  200  mg.; 
aluminum  hydroxide,  dried  gel,  200  mg.;  simethicone,  20  mg. 
Dosage:  One  or  two  tablets  (well  chewed  or  allowed 
to  dissolve  in  the  mouth)  or  one  or  two  teaspoonfuls  to  be 
taken  between  meals  and  at  bedtime. 

References:  1.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 

2.  Danhof,  I.E.,  Personal  communication. 
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My  own  King  County  (Washington)  Medical  So- 
ciety was  one  of  the  first  to  contract  for  “prepaid 
medical  care”  through  the  King  County  Medical 
Service  Corporation  which  set  the  pattern  for  “serv- 
ice type”  contracts.  Other  societies  set  up  “indem- 
nity plans,”  and  there  was  bitter  controversy  over 
the  relative  merits  and  evils  of  the  two  types  despite 
the  fact  that  they  were  equally  evil  and  arrived  at 
the  same  place  by  different  routes. 

Then,  when  the  drive  for  “socialized  medicine” 
threatened,  instead  of  pointing  out  that  govern- 
mental medicine  destroys  the  rights  and  protections 
of  the  patient  in  the  same  way  as  corporate  practice, 
physicians  argued  that  their  own  prepaid  schemes 
were  preferable  and  made  socialization  by  govern- 
ment unnecessary.  This  is  a completely  untenable 
position  since  the  only  difference  is  in  what  set  of 
bureaucrats  is  to  control  the  patients’  care;  and  the 
heartless  hoax  called  “Medicare”  became  inevitable. 
The  question  was  no  longer  whether,  but  when;  and 
now  we  find  our  “medical  leaders”  conspiring  with 
the  Government  to  make  the  atrocity  work.  And 
Medicare  is  only  one  of  the  devil’s  brood  that  has 
hatched  or  is  in  the  offing. 

What  is  conveniently  forgotten  is  the  inescapable 
fact  that  “he  who  holds  the  purse-strings  calls  the 
tune”  and  that  neither  “free  choice  of  physician” 
nor  “freedom  from  third  party  interference”  is  even 
remotely  possible  when  the  physician  is  paid  by 
anyone  other  than  the  patient,  or  his  parent  or 
guardian. 

When  a physician  contracts  to  provide  the  “medi- 
cal care”  offered  by  a physicians’  service  corporation, 
an  insurance  company,  a hospital,  an  employer,  a 
labor  union,  a consumers’  cooperative,  a government, 
or  what  have  you,  there  are  two  ways  he  can  be 
paid.  If  he  is  on  salary  he  is  the  employee  and 
agent  of  his  employer  and  can  do  only  what  his 
employer  orders  or  permits. 

Alternatively,  he  may  be  paid  for  services  ren- 
dered according  to  a “fee  schedule,”  which  is  the 
ultimate  device  of  the  devil  for  degrading  and  com- 
mercializing the  profession  of  medicine.  This  is 
thought  by  many  to  solve  the  problem.  It  doesn’t. 
The  adequacy  and  appropriateness  of  the  fee  can- 
not help  but  influence  what  the  physician  will  do, 
but  that  is  not  the  worst. 

Inevitably,  the  fee  schedule  must  be  either  or 
both:  a list  of  diseases  treated— at  so  much  per— 
undefinable  “diseases”  which  Feinstein  has  shown 
to  be  figments  rather  than  entities;  or  a list— at  so 
much  per— of  examinations,  manipulations,  opera- 
tions and  medications  without  regard  to  whether 
they  could  reasonably  have  been  expected  to  serve 
any  useful  purpose.  As  proved  by  Feinstein  and 
stated  by  Watson,  most  of  these  are  not  merely 


unnecessary  but  actually  detrimental  to  proper  care; 
but  they  account  for  the  vicious  circle  by  which 
collectivized  medicine  sky-rockets  the  costs  which 
increase  the  demand  for  collectivization. 

Nowhere  in  any  fee  schedule  is  there  any  item 
of  “clinical  judgment”  or  “professional  responsibility” 
which  primarily  are  what  the  patient  should  be  pay- 
ing for,  to  which  the  other  items  are  at  best  ancillary 
and  for  which  they  are  too  often  a poor  substitute. 

Thus,  medical  practice  is  no  longer  a profession 
but  has  become  the  business— big  business— of  mer- 
chandizing the  “services”  itemized  on  the  fee  sched- 
ule; and  “a  profession  requiring  special  training  has 
been  commercialized  to  the  public  detriment.” 

Budding  lawyers  at  Harvard  Law  School  long 
have  been  taught  that  “medical  care”  is  a commodity 
and  subject  to  the  same  laws  as  any  other  commod- 
ity. When  King  County  physicians  were  sued  for 
“conspiracy  in  restraint  of  trade”  for  trying  to 
monopolize  contract  practice  in  King  County  and 
argued  that  it  was  all  right  for  them  to  sell  “medical 
care”  but  not  for  corporations  not  offering  “free 
choice  of  physician,”  the  same  Court  which  had 
previously  outlawed  corporate  practice  ruled  that 
medical  care  is  a “product”  within  the  meaning  of 
the  anti-trust  laws. 

By  exposing  the  absurdities  of  “scientific”  medi- 
cine and  restoring  clinical  judgment  to  its  rightful 
place  of  supremacy,  Feinstein  has  cut  the  ground 
from  under  this  entire  development  and  cleared  the 
path  for  a possible  return  to  sanity. 

And  now  for  what  is  wrong  with  the  book.  Fein- 
stein objects,  with  reason,  to  the  prevalent  notion 
that  x-ray  and  laboratory  findings  are  scientific  while 
clinical  observations  are  mere  art.  Whatever  you 
call  them,  they  are  in  the  same  category.  Any  dis- 
tinction is  as  artificial  as  to  say  that  when  a drafts- 
man uses  a scale  it  is  scientific  but  when  he  uses  a 
straightedge  it  is  art. 

To  offset  the  idea  that  laboratory  and  x-ray  find- 
ings are  somehow  more  “scientific”  than  clinical  ob- 
servations, Feinstein  proposes  that  the  latter  also  be 
made  scientific.  He  points  out,  correctly,  that  enum- 
eration and  mensuration  have  equal  validity  as  quan- 
titative criteria.  He  feels  that  by  applying  the 
methods  of  symbolic  logic  and  specifically,  Venn 
diagrams  and  Boolean  algebra,  therapeutic  meas- 
ures can  be  given  “scientific”  validity  equal  to  that 
of  objective  data.  He  explains  at  length  how  he 
thinks  this  can  be  done. 

He  admits  that  the  needed  data  are  largely  non- 
existent, but  he  feels  that  they  can  be  acquired  by 
the  application  of  computer  techniques  to  existing  or 
obtainable  data.  The  idea  sounds  attractive  and  has 
inspired  most  of  the  enthusiastic  book  reviews,  but 
it  contains  numerous  fallacies,  both  mathematical 

Continued  on  page  609 
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“Your  heart  is  sound” 


The  complete  examination 
rules  out  organic  disease.  Yet 
the  patient  “knows.”  Again 
he  counts  off  the  complaints 
—discomfort  and  pain  around 
the  heart,  pressure,  breathing 
difficulty,  palpitations.  He  in- 
sists something  must  be 
wrong  with  his  heart. 

When  somatic  symptoms 
persist  despite  negative  ob- 
jective findings,  you  may  sus- 
pect a psychogenic  cause.  As 
a useful  measure,  consider 
adjunctive  Valium  (diaz- 
epam). It  helps  relieve  the 
psychic  tension  that  often 
finds  its  outlet  in  somatic 
symptoms.  In  some  patients 
it’s  the  heart.  In  others,  the 
troublesome  symptoms  may 
be  gastrointestinal,  genitouri- 
nary, respiratory,  dermato- 
logic or  musculoskeletal. 


cardiac  symptoms. ..often  the 
somatic  voice  of  psychic 
tension 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in: 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  dis- 
orders; athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole 
therapy). 

Contraindications:  Known  hypersensi- 
tivity to  drug;  children  under  6 months 
of  age;  acute  narrow  angle  glaucoma; 
may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  ap- 
propriate therapy. 

Warnings:  Not  of  value  in  treatment 
of  psychotic  patients,  and  should  not 
be  employed  in  lieu  of  appropriate 
treatment.  As  with  most  CNS-acting 
drugs,  caution  patients  against  haz- 
ardous occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  When  used  ad- 
junctively in  convulsive  disorders,  pos- 
sibility of  increase  in  frequency  and / 
or  severity  of  grand  mal  seizures  may 
require  increase  in  dosage  of  standard 
anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  also  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 
Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  ab- 
rupt discontinuance.  Keep  addiction- 
prone  individuals  (such  as  drug 
addicts  or  alcoholics)  under  careful 
surveillance  because  of  their  predis- 
position to  habituation  and  depen- 
dence. Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing 
age  requires  that  potential  benefit  be 
weighed  against  possible  hazard. 
Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  care- 
fully consider  individual  pharmaco- 
logic effects— particularly  with  known 
compounds  which  may  potentiate  ac- 
tion of  Valium,  such  as  phenothia- 
zines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  se- 
verely depressed  or  in  those  with 
latent  depression;  suicidal  tendencies 
may  be  present  and  protective  mea- 
sures necessary.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debili- 
tated to  preclude  ataxia  or  overseda- 
tion (initially  2 to  2*/2  mg  once  or 


twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most 
commonly  reported:  drowsiness,  fa- 
tigue and  ataxia.  Infrequently  encoun- 
tered: confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in 
salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo  and 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances  and  stimulation 
have  been  reported;  should  these  oc- 
cur, use  of  the  drug  should  be  discon- 
tinued. Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic 
blood  counts  and  liver  function  tests 
are  advisable  during  long-term  ther- 
apy. Minor  changes  in  EEG  patterns 
(low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no 
known  significance. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anx- 
iety and  psychoneurotic  states,  2 to 
10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively 
in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2Vi  mg,  1 or  2 times 
daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Chil- 
dren: 1 to  2 Vi  mg  t.i.d.  or  q.i.d.  ini- 
tially, increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tab- 
lets, 2 mg,  5 mg,  and  10  mg;  bottles 
of  50,  100  and  500. 


Helps  relieve 
psychic  tension 
and  its 

somatic  expressions 

Valium 

(diazepam) 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutlev.  New  Jersey  07110 
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and  logical.  These  would  require  extended  discus- 
sion to  refute,  and  they  detract  in  no  way  from  the 
positive  values  of  the  book. 

Feinstein,  however,  is  not  the  only  great  man  to 
be  carried  away  by  the  dream  of  mechanizing  judg- 
ment. Scientific  American,  in  the  September,  1953, 
issue  published  an  article  by  Rudolph  Carnap,  the 
great  authority  on  symbolic  logic,  entitled  “What 
Is  Probability?”  Carnap’s  article  also  contained 
numerous  mathematical  and  logical  fallacies,  in  addi- 
tion to  which  he  envisioned  a mathematical  substi- 
tute for  judgment  based  on  the  laws  of  probability. 
I wrote  the  Editor  detailing  the  fallacies  and  said: 

“We  have  always  considered  that  the  weight 
to  be  given  such  indications  of  probability,  and 
the  extent  to  which  they  should  govern  con- 
duct, were,  in  the  final  analysis,  matters  of 
judgment  often  involving  a balancing  of  values. 
We  have  also  considered  that  there  can  be  no 
mathematical  or  mechanical  substitute  for  judg- 
ment. Dr.  Carnap  says  he  is  about  to  invent 
one.  I say  it  won’t  work,  (how  would  you  judge 
when  to  use  it?),  and  I offer  his  article  in  evi- 
dence that  he  has  found  no  superior  substitute 
for  horse-sense.”  (My  letter  wasn’t  published.) 


The  search  for  certainty  in  this  vale  of  tears  is 
foredoomed  to  failure.  Clinical  judgment  needs  no 
apology  and  no  “scientific”  basis.  Like  architecture 
and  engineering,  medicine  is  an  ART— the  art  of 
using  scientifically  acquired  knowledge,  tools,  skills 
and  know-how  to  accomplish  for  people,  within  the 
bounds  of  possibility,  what  they  want  or  can  be  led 
to  want.  “Needs”  are  merely  high-priority  desires, 
or  what  would  be  given  high  priority  if  their  im- 
portance were  recognized.  No  one  “needs”  to  eat  if 
he  doesn’t  mind  starving,  or  “needs”  shelter  if  he 
doesn’t  mind  freezing.  When  desires  conflict,  their 
relative  importance  must  be  balanced,  and  only  the 
patient  has  the  right  to  choose  between  them— the 
professional  advisor  can  only  advise  as  to  the  prob- 
able consequences  of  the  respective  decisions. 

We  must  never  impose  on  people  what  we,  or 
anyone  else,  think  they  should  want,  much  less  what 
“science  says”  they  should  want.  There  is  no  such 
word  as  “should”  in  science.  Value  judgments  and 
policy  decisions  lie  completely  outside  its  domain. 

Clinical  judgment  will  often  be  wrong  but  there 
is  no  superior  substitute ; and  despite  the  author’s 
desire  to  find  one,  his  book  has  made  this  clear. 

F.  B.  EXyER,  M.D. 


X-Ray  of  the  Month 
on  page  575 


At  cystoscopy  extensive  lobulated  hypertrophy  of 
the  left  lateral  lobe  was  the  dominant  feature.  The 
x-ray  appearance  is  that  of  large  non-opaque  calculi. 
Also  to  be  considered  are  lobulated  bladder  tumor 
and  blood  clots,  but  neither  of  these  are  so  smooth 
and  oval.  Prostatic  hypertrophy  is  only  rarely  this 
asymmetric. 

Diagnosis:  Benign  prostatic  hypertrophy. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


WANTED  GENERAL  PRACTITIONER-To  practice  in  association 
with  five  other  physicians.  Attractive  salary  and  retire- 
ment system  with  excellent  sick  and  annual  leave  bene- 
fits. Well  staffed  medical  program.  Office-type  practice 
with  varied  pathology.  Unfurnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  Near  Med- 
ford, Oregon,  a growing  medical  center,  in  heart  of  beau- 
tiful Rogue  River  Valley  with  unlimited  outdoor  recre- 
ational opportunities.  Nondiscrimination  in  employment. 
For  additional  information  write,  Director,  VA  Domi- 
ciliary, White  City,  Oregon  97501. 


ORTHOPEDIST— For  65-man  clinic  serving  the  Kaiser  Health 
Plan  in  Oregon.  Starting  income  $30,000;  substantial  in- 
creases for  10  years.  Insurance  benefits,  retirement  pro- 
gram. N.  W.  Frink,  M.D.,  The  Permanente  Clinic.  5055 
N.  Greeley,  Portland,  Ore.  97217. 


OTOLARYNGOLOGIST— F°r  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


OPHTHALMOLOGIST— For  65-man  clinic  servicing  the  Kaiser 
Health  Plan  of  Oregon.  Starting  income  $30,000;  sub- 
stantial increases  for  10  years.  Insurance  benefits,  retire- 
ment program.  N.W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


OPENING  FOR  GENERAL  PRACTITIONER— In  Medical  Center, 
northwestern  Washington.  Economic  outlook  excellent. 
Medical  Center  established  in  same  location  many  years. 
Write  Box  17-C,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


MEDICAL  CENTER  IN  WESTERN  WASH.-Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C  Northwest  Medicine,  500  Wall 
St.,  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hsopital,  Cle  Elum;  F.  J.  Rogalski,  M.D.; 
or  C.  C.  Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


NEUROSURGEON— For  68-man  Permanente  Clinic  serving 
the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland.  Ore.  97217. 


GENERAL  PRACTITIONER— For  suburban  clinic  . Call  two 
nights  per  week  and  every  fourth  weekend.  Four  weeks 
vacation  per  year.  Salary  open.  Write  Box  15-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTICE  NORTH-END  SEATTLE— Complete  office 
equipment  including  x-ray  for  sale.  Solo  practice.  Gross 
$60,000  a year.  Four  hospitals  near  by.  Retiring  when  new 
physician  fully  introduced.  Write  Box  16-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle.  Wa.  98121. 


UROLOGIST— The  Permanente  Clinic  seeks  a third  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $24,000. 
Walter  Berlin,  M.D.  The  Permanente  Clinic,  5055  N.  Gree- 
ley, Portland,  Ore.  97217. 


OPENING  FOR  TWO  GP'S  AND  AN  INTERNIST-To  join  estab- 
lished GP  in  new  Med. -Dent.  Center  by  Aug.  1,  1968.  Lo- 
cated in  rapidly  expanding  community  20  miles  east  of 
Seattle.  Additional  GP’s  and  specialists  added  as  needed. 
Write  Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle. 
Wa.  98121. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
68-man  clinic  of  specialists  associated  with  250-bed  hospital; 
8-man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Per- 
manente Clinic,  5055  N.  Greeley  Ave„  Portland,  Ore.  97217. 


INTERNIST  & PEDIATRICIAN— For  a specialist  medical  group 
associated  with  a prepaid  health  plan;  $21,800  if  board 
eligible,  $23,000  if  certified.  Partnership  after  2 years  if 
mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  A.  Hurtado,  M.D.,  (Medicine);  P.  Hurst. 
M.D.  (Pediatrics).  The  Permanente  Clinic,  5055  N.  Greeley 
Ave„  Portland,  Ore.  97217. 


OPENING  FOR  GENERAL  PRACTITIONER-Established  GP  (18- 
years)  in  N.W.  Washington  near  Tacoma  and  Seattle  needs 
2nd  GP.  Adequate  office  space.  Lab,  x-ray,  EKG,  and  phy- 
siotherapy in  office.  Ob  necessary,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital,  new  hospital 
under  construction.  Partnership  opportunity.  Write  Box 
10-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121 


GENERAL  SURGEON  AND  PRACTITIONER-For  modern  three 
physician  medical  clinic,  adjoining  long  established  but 
new  complete  26-bed  general  hospital.  Located  in  a thriv- 
ing prosperous  community  in  Western  Washington,  the 
heart  of  outdoor  recreational  and  forest  areas.  Compen- 
sation above  average,  good  working  conditions,  vacations 
and  numerous  fringe  benefits.  Write  Brandt  Bede,  M.D., 
Morton  Medical  Center,  Morton,  Wa.  98356. 

OCCUPATIONAL  PHYSICIAN— For  large  Southwest  Washing- 
ton wood  products  operation.  5-day  week,  outstanding 
fringe  benefits  and  working  conditions.  Salary  commen- 
surate. Washington  license  required.  Contact  Medical 
Director,  Weyerhaeuser  Company,  Tacoma,  Wa  98401  or 
call  collect  (206)  FU  3-3361  (An  equal  opportunity  em- 
ployer). 

GP  AND  OB-GYN  OPPORTUNITY— To  practice  in  association 
with  five  other  physicians  in  beautiful  Willamette  Valley. 
Conveniently  located  near  Portland  and  beaches.  Area  of 
40,000  population.  Attractive  situation  for  right  doctors. 
Partnership  possibilities.  Write  Mr.  Weiher,  Administrator. 
Physicians’  Medical  Center,  McMinnville,  Ore.  97128. 

INTERNIST  RETIRING  AUG.  15,  1968-Wishes  to  transfer  large 
practice  to  younger  qualified  internist.  Six  other  intern- 
ists and  one  GP  in  same  clinic  building  share  laboratory, 
other  facilities  and  have  exceptionally  good  x-ray  arrange- 
ments. Adequate  parking.  First  Hill.  Walking  distance  to 
hospitals.  No  compensation  expected  except  modest  return 
for  equipment.  Contact  C.C.G.,  EA  2-0022,  1114  Boylston 
Ave.,  Seattle,  Wa.  98101. 

SURGICAL  PRECEPTORSHIPS-For  one  or  two  year  appoint- 
ments. American  board  credit  if  three  years  residency 
completed.  Oregon  license  required  2nd  year  but  not  the 
1st.  If  foreign  graduate,  ECFMG  and  permanent  visa  re- 
quired. Salary  $1,000  per  month  1st  year,  $1,100  2nd.  N.  W. 
Frink,  M.D.,  Permanente  Clinic,  5055  N.  Greeley,  Portland, 
Ore.  97217. 
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PHYSICIAN— For  Student  Health  Service.  Stimulating  prac- 
tice, fringe  benefits.  Outdoor  recreational  facilities  nearby. 
Write  Box  20-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


OFFICE  SPACE 


DESIGN  AWARD  CLINIC— 2 new  offices  with  built-in  cabi- 
nets, still  available.  Carpeting,  drapes  furnished.  Near 
Stevens  Hospital  in  State’s  most  vigorous  growth  area. 
Rental  adjustment  to  start.  Manager,  2411  - 5th  St.,  S.E., 
Edmonds,  Wa.  98020,  778-4333. 


OFFICE  FOR  LEASE— Fully  equipped,  Renton  area.  Write 
Box  17-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


SHORTAGE  OF  PEDIATRICIANS  & INTERNISTS-Sunnyside, 

Wash.  Suites  will  be  made  available.  Contact  Mr.  John 
C.  Reith,  P.  O.  Box  180,  Sunnyside,  Wa.  98944,  phone  (509) 
837-4601. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


UNIVERSITY  VILLAGE  MEDICAL  DENTAL  CENTER-5120-25th 

Ave.  N.E.,  Seattle,  has  an  office  1,200  sq.  ft.  and  700  sq.  ft. 
Can  be  divided  to  suit  tenants  at  $3.75  sq.  ft.  with  parking. 
Call  522-2340. 


TWO  SUITES  AVAILABLE  VANCOUVER,  WA— In  attractive 
modern  brick  building  close  to  two  hospitals.  First  suite 
1,057  sq.  ft.,  including  reception  room,  business  office, 
private  office,  three  treatment  rooms  and  two  smaller 
rooms.  Second  suite  1,750  sq.  ft.,  including  reception  room, 
business  office,  two  private  offices,  four  treatment  rooms, 
laboratory,  large  x-ray  room  and  dark  room.  Basement 
storage  available  for  both.  Robert  K.  Laws,  D.D.S.,  2912 
Main  St.,  Vancouver,  Wa.  98660. 


THREE  MONTHS  FREE  RENT—  In  Longview,  Wash.  Modern 
medical  building.  Air  conditioned.  On  site  parking.  Nine 
hundred  square  feet,  $175  per  month.  We  need  doctors  here 
so  pay  us  a visit.  Phone  423-0960  or  425-2128. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


Interested  in 
Industrial  Medicine 

? 

■ 

The  medical  staff  of  The  Boeing 
Company  wishes  to  engage  the 
professional  services  of  a physician, 
practicing  or  retired,  on  a part-time 
(evening)  basis.  The  work  is  in 
connection  with  Boeing's  Occu- 
pational Medicine  Clinic  in  Seattle. 

For  complete  information, 
including  the  nature  of  the  work 
and  a schedule  arrangement,  please 
telephone  Bruce  K.Wightman,M.D„ 
at  (206)  655-8156.  Boeing  is  an 
equal  opportunity  employer. 


LIFESAVING  BRACELETS 

More  then  170,000  Ameri- 
cans have  their  lives  pro- 
tected by  the  bracelet.  The 
nonprofit  Medic  Alert  Foun- 
dation of  Turlock,  California 
provides  the  signaling  device 
for  the  one  person  in  five 
who  has  a special  or  "hid- 
den" medical  problem.  The 
American  Medical  Association 
estimates  that  forty  million 
Americans  should  be  wearing 
some  sort  of  medical  warn- 
ing device. 

One  side  of  the  emblem  has  the  words  "Medic  Alert" 
and  the  staff  of  Aesculapius  to  warn  emergency 
personnel  that  a special  medical  problem  exists.  On 
the  back  is  engraved  the  member's  medical  problem, 
such  as  "Diabetes",  "Allergic  to  penicillin",  et  cetera. 

A 24-hour  a day  collect  telephone  number  and  an 
individual  serial  number  also  engraved  on  each  emblem 
provides  an  additional  link  with  life  for  the  member. 

A one-time  basic  fee  of  $5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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Meetings  OF  medical 

o 


AMA  Annual — June  16-20,  1968,  San 

Francisco;  July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chi- 
cago. 


AMA  Clinical— Dec.  1-4,  1968,  Miami 
Beach;  Nov.  30-Dec.  3,  1969,  Denver; 
Nov.  29-Dec.  2,  1970,  Boston. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Oct.  1-4,  1968,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
—Sept.  22-25,  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — June  26-29, 
1968,  Sun  Valley;  July  2-5,  1969, 
Sun  Valley;  July  1-5,  1970,  Sun 
Valley. 


Medical  Society  of  United  States  and 
Mexico — Oct.  29,  Nov.  2,  1968,  Phoe- 
nix, Ariz. 

Sec.,  Virginia  Bryant,  Phoenix, 
Ariz. 


North  Pacific  Pediatric  Society — Sept. 
14-17,  1968,  Empress  Hotel,  Victoria, 
B.C. 

Pres.,  Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  17-18,  Wash.  Athletic 
Club,  Seattle. 

F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  1968,  San  Fran- 
cisco. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto,  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Jack  B.  Miller,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  H.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


SOCIETIES 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society' — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  Robert  S.  Miller,  Beaverton 
Sec..  Irving  J.  Horowitz,  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — 3rd 
Monday  (Sept. -May)  Congress  Ho- 
tel, Portland. 

Pres.,  Ira  Clary,  Portland 
Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 1th 
Tuesday,  Jan. -May,  Sept. -Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 1th  Tuesday 
(Sept.-May). 

Pres.,  Edward  Wayson,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Acad.  Ophth  & Oto.— 3rd 
Tues.  (Oct.-Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc. — Annual  Fall  Assem- 
bly, Sept.  13,  14;  3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynnwood 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May). 

Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair.  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Owen  Martin,  Seattle 
Sec.,  D.  E.  Wold.  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle. 

Pres.,  Richard  L.  Pokorny,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May). 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler.  Jr..  Yakima 
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True  Drug  Failure... 

How  often  does  it  occur 


Cure  rates  in  10,700  patients 

treated  for  trichomoniasis  with  Flagyl  and  reported  in 
60  papers  published  in  the  United  States. 


I 

Range  of  Initial  Cures 

after  one  course  of  treatment 


84.7%  to  100% 


Range  of  Final  Cures 

after  retreatment  of  refractory  conditions  in  women  and 
treatment  of  their  husbands  when  indicated 


97.1% 


Final  Cure  Rate 

Average  of  final  cure  rates  reported  in  60  studies 


76.6%  to  100% 


Indications:  Flagyl  is  indicated  only  in  the  treat- 
ment of  trichomoniasis  in  both  men  and  women. 

Contraindications:  Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution:  Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially 
if  a second  course  is  necessary. 

Side  Effects:  Infrequent  and  minor  side  effects 


include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and  head- 
ache sometimes  occur,  especially  with  concom- 
itant ingestion  of  alcohol.  The  taste  of  alcoholic 
beverages  may  be  altered.  Other  effects,  all  re- 
ported in  an  incidence  of  less  than  1 per  cent,  are 
diarrhea,  dizziness,  vaginal  dryness  and  burning, 
dry  mouth,  rash,  urticaria,  gastritis,  drowsiness, 
insomnia,  pruritus,  sore  tongue,  darkened  urine, 
anorexia,  vomiting,  epigastric  distress,  dysuria, 
depression,  vertigo,  incoordination,  ataxia,  ab- 
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with  Flagyl  ? 

brand  of 

metronidazole 


In  clinical  practice  an  occasional  uncooperative  or  drug-sensitive  patient 
or  spouse  makes  100  per  cent  cure  of  trichomonal  vaginitis  in  large  series 
of  patients  difficult. 

Further  a very  few  patients  who  apparently  absorb  Flagyl  poorly 
and  a few  rare  instances  of  trichomonads  resistant  to  Flagyl  have  been 
reported.  Nevertheless,  approximately  half  the  United  States  investiga- 
tors report  a final  cure  rate  of  100  per  cent  with  Flagyl. 

Sixty  papers1  published  on  the  use  of  Flagyl  in  trichomoniasis  in  the 
United  States  and  comprising  a total  of  10,700  patients  have  been  evalu- 
ated. In  thirty  of  the  papers  it  was  declared  that  all  patients  adequately 
followed  and  treated  were  free  of  trichomonal  infection. 

Analysis  of  all  of  these  papers  shows  that  the  incidence  of  cures  for 
the  initial  course  of  therapy  ranged  from  76.6  per  cent  to  100  per  cent. 
The  cure  rates  after  retreatment  of  female  patients  and  treatment  of  their 
husbands  when  indicated  ranged  from  84.7  to  100  per  cent.  The  average 
final  cure  rate  reported  in  all  investigations  was  97.1  per  cent. 


dominal  cramping,  constipation,  stomatitis, 
numbness  or  paresthesia  of  an  extremity,  joint 
pains,  confusion,  irritability,  weakness,  cystitis, 
pelvic  pressure,  dyspareunia,  fever,  polyuria,  in- 
continence, decreased  libido,  nasal  congestion, 
proctitis  and  pyuria.  Elimination  of  trichomonads 
may  aggravate  candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten  days. 
A vaginal  insert  of  500  mg.  is  available  for  local 
therapy  when  desired.  When  used,  one  vaginal 


SEARLE 


insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days;  concurrently  two  oral  tab- 
lets should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 

1 . Complete  list  of  references  on  request. 

Research  in  the  Service  of  Medicine 
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In  shock— 

When  time  is  precious... 


It’s  time  for  Plasmanate0 

PLASMA  PROTEIN  FRACTION  [HUMAN]  5%  SOLUTION,  U.S.P. 


No  blood  typing  needed 

In  the  “hurry-up”  condition  of  shock,  you  can  help 
reverse  circulatory  collapse  with  the  immediate 
administration  of  Plasmanate.  This  human  blood 
protein  fraction  has  no  history  of  coagulation  defect 
or  hepatitis  transmission.  Nor  does  it  upset  cross- 
matching  if  future  whole  blood  transfusions  are  re- 
quired. Plasmanate  is  the  quick,  safer  way  to 
normalize  plasma  volume  in  shock  therapy. 

Plasmanate  is  a 5%  solution  of  selected  human  plasma 
proteins  with  stabilizers  in  a buffered,  balanced  elec- 
trolyte solution.  Contains  88%  serum  albumin,  7% 


alpha  globulin,  5%  beta  globulin.  Significant  elec- 
trolytes are  110  mEq.  sodium,  50  mEq.  chloride  and 
a maximum  of  2 mEq.  potassium  per  liter. 

Each  flask  is  heat-treated  at  60°  C.  for  10  hours  against 
the  possibility  of  transmitting  the  hepatitis  virus. 
Administration:  Plasmanate  should  be  administered  by 
intravenous  route  only.  For  full  details,  please  examine 
literature.  Precautions:  Should  be  administered  cau- 
tiously in  patients  with  normal  or  increased  blood 
volume.  Package  directions  contain  indications  and  all 
known  contraindications.  In  new  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with  ready- 
to-use  administration  set. 


World  Leader  in  Human  Plasma  Fractions 
CUTTER  JlcdiOA&t&u&L  • Berkeley,  California  94710 
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OREGON  • WASHINGTON  • IDAHO 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


in  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsuie 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


BSP®  DISPOSABLE  UNIT 


HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


ROMSULPHALEIN® 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 


IN  A COMPLETE, 

STERILE, 

DISPOSABLE, 

& ECONOMICAL 


Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND  21201 


( BSPQ3) 
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KING  COUNTY  MEDICAL  SOCIETY 

Travel  Program  for  Physicians  and  Their  Families 

Orient 

Adventure 

Departing  Seattle 
September  26,  1968 

VIA  NORTHWEST  ORIENT  PRIVATE  707  JET 


14  Fun  Filled  Days  in  Exotic  and  Colorful  Japan  and  Hong  Kong  . . . No  Regimentation! 
Do  as  You  Please  . . . Sightsee  . . . Golf  . . . Shop  or  participate  in  Group  Activities. 

Deluxe  Hotels  . . . Two  Gourmet  meals  each  day  ...  All  Transfers  . . . Five  hosts  in 
each  city  ...  100  lbs.  baggage  allowance. 

Now  — Two  can  travel  for  little  more  than  the  price  of  one. 

ONLY  $838  COMPLETE 

DON'T  MISS  THIS  TRIP  OF  A LIFETIME! 

RETURN  THIS  COUPON  NOW! 

Send  to:  King  County  Medical  Society 

105  Cobb  Medical  Center,  Seattle,  Washington  98101 

Enclosed  is  my  check  tor  $ ($100  per  person)  as  ORIENT  ADVENTURE  deposit 

NAME 

ADDRESS 

CITY STATE  ZIP PHONE 

I | Please  send  me  colorful  illustrated  brochure. 

MAKE  YOUR  RESERVATIONS  EARLY  - SPACE  STRICTLY  LIMITED! 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropr;  j 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequ  j 
vitamin  B 12  therapy  may  result  in  hematologic  remission  but  nf 
rological  progression.  Adequate  doses  of  vitamin  Bu  (parente 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hemah  : 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  r 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistaife 
may  develop  in  some  cases  of  pernicious  anemia  to  the  poten,- 
tion  of  absorption  of  physiological  doses  of  vitamin  B .-.  If  res  - 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-ca  l 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  single  r<  - 
men  fits  all  cases,  and  the  status  of  the  patient  observed n 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Period 


You  can  treat  combined 
deficiencies  with 


Trinslcon 

— the  multifactor  hematinic 


* 

* 

% 

% 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


linical  and  laboratory  studies  are  considered  essential  and  are 
ecommended. 

dverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
roduces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
ation.  Reducing  the  dose  and  administering  it  with  meals  will 
linimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
flowed  oral  administration  of  liver-stomach  material.  Instances 
f apparent  allergic  sensitization  have  also  been  reported  after 
ral  administration  of  folic  acid. 

osage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
tandard  response  in  the  average  uncomplicated  case  of  perni- 
ious  anemia.) 

ow  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
itrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032668] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 

The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e Report  on  file 


In 

peptic 
1 1 lw  ulcer: 

antacid 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  plus  simethicone 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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NOTES 


Homicide  is  increasing,  in  all  ages,  white  and  non- 
white, according  to  the  Metropolitan  Life  Insurance  Company. 
Totals  were:  1964  - 9,800;  1965  - 10,700;  1966  - 11,200. 

This  rise  is  associated  with  rise  in  crimes  of  violence,  of 
which  there  were  178,325  in  1955  and  368,245  in  1964.  Our 
rate  is  14  times  that  of  the  Netherlands,  8 times  that  in 
England,  Wales,  and  Sweden,  and  4 times  that  in  Canada. 

Rate  of  killings  of  children  from  one  to  four  years  of  age 
rose  100  per  cent  in  the  decade  studied,  1955-1965. 

Committee  on  Blood  of  the  American  Medical  Association 
has  issued  a w arning  on  use  of  whole,  pooled,  human  plasma. 
Recent,  careful  study  indicates  greater  risk  than  previously 
recognized.  Alternative  procedure  suggested  is  use  of 
single  donor  plasma  or  serum  albumin.  In  urgent  cases  the 
risk  of  pooled  plasma  must  be  weighed  against  needs.  The 
study  on  which  the  recommendation  is  based  indicates  10 
per  cent  risk  of  hepatitis,  when  using  pooled  plasma. 
Reference:  Redeker,  A.  G. , Hopkins,  C.  E. , Jackson,  B. , 

and  Peck,  P. , A controlled  study  of  the  safety  of  pooled 
plasma  stored  in  liquid  state  at  30-32  C for  six  months, 
Transfusion,  8:60-64  (March-April ) 1968. 

Mathematical  biology  will  be  the  subject  of  a research 
program  at  the  University  of  Chicago,  supported  by  a grant 
of  $400,000  from  the  Alfred  P.  Sloan  Foundation.  Mathe- 
matical theory  will  be  used  to  go  beyond  the  limitations 
of  observation  and  experiment.  The  press  release  says  the 
team  will  be  interested  in  "biorhythmics,  the  biology  of 
rhythms  related  to  molecular  development  of  cells,  and  [in] 
problems  of  morphogenesis,  the  structural  development  of  an 
organism."  This  would  seem  to  be  a fascinating  field  for 
investigation  but  mathematics  of  somewhat  less  sophisti- 
cation would  also  be  helpful.  If  mathematics  is  to  be 
included  in  curricula  of  medical  schools,  it  might  be  a 
good  idea  to  start  with  addition  and  the  method  for 
figuring  percentages. 

Embarrassment  might  be  a better  tool  than  criminal 
prosecution  in  controlling  drunk  driving,  according  to  a 
professor  of  law  at  the  University  of  Michigan.  He  suggests 
that  a driver  found  to  be  too  drunk  to  drive  safely  should 
be  taken  home  in  a police  car.  That  performance  plus 
trouble  in  getting  return  of  his  car  could  be  more  effec- 
tive than  tough  penalties  that  do  not  seem  to  be  doing 
much  to  control  the  problem. 

Artificial  kidneys  are  getting  better  - and  cheaper. 

A new  design,  using  an  improved  synthetic  membrane  was  an- 
nounced in  May,  at  joint  meeting  of  the  American  Institute 
of  Chemical  Engineers  and  El  Instituto  de  Ingenieros 
Quimicos  de  Puerto  Rico.  Protein  retention,  microsolute 
clearance  and  water  permeability  of  the  new  membrane  are 
said  to  be  quite  similar  to  these  functions  of  the  glomer- 
ulus. A disposable  filtration  unit  was  described  at  the 
same  meeting.  It  is  said  to  be  cheaper,  safer,  and  easier 
to  use  for  home  treatment  than  any  developed  previously. 

Hep-hepatitis . High  incidence  of  hepatitis  among  the 
drug  abusers,  venereally  diseased,  pad  sharers,  unwashed 
(the  hep,  i.e.,  hippies)  has  been  reported  by  Donald  R. 
Peterson,  Epidemiologist  with  the  Seattle-King  County 
Health  Department. 

H.L.H. 
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She  can  expect  to 
continue  Oracon  for  years 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


ORACON  in  a total  conception-control 

• - ; , ::  :ii  Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  Oracon 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudden  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible- 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 

continued  on  next  page 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing, spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
has  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

The  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin,  Factors  VII,  VIII,  IX,  and  X); 
thyroid  function  (increase  in  FBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  T3  values): 
metyrapone  test:  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1,  the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients shotdd  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  How  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month's 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  “To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette*  dispenser 

ORACON 

16  White — Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg  Tablets 
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<5>  1968  MEAD  JOHNSON  8 COMPANY  • EVANSVILLE,  INDIANA  47721 

59668 


Photo  professionally  posed, 


No  injection  after  all! 


This  penicillin  produces  high,  fast  levels— orally. 


Pen-Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia.  Pa. 
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(potassium  phenoxymethyl  penicillin) 


New 


Tegretol’ 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  of 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately. 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.'s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient's  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug's  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  d 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  Thi 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  live 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  ton 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sinci 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  ey 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocyt 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fr 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  u 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigu 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speec 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  ar 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin 
nitus,  paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndron 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  ery 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythem 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anore 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramp 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hy[ 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  arter> 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  £ ifjfl 
are  drug-related  is  not  known.  However,  some  of  these  complication:  alj 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  mc^ f 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patien 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  rang 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  shoulc|^ 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottlesl 
of  100  and  1000.  (B)46-820 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 


Geicy 


FACT  £L  LEGEND 


VIE**  LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SX  SPECIAL  EXERCISES! 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


|G  IS  GREATEST  IN  THE  MONTHS : 
JANUARY- FEBRUARY  and  MAY- JUNE. 

OVERWEIGHT  PEOPLE  , 

„ ARE  LEAST 
% INTERESTED 

/ in  diet  in  gxxx 

DECEMBER.  ,!! 


T^Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY  1 
\ ONE-HALF  THAT  OF 
\ OTHER  LEADING  \ 
" X APPETITE 
SUPPRESSANTS. 

AN  IMPORTANT  FACTOR 
4V  LONG-TERM  THERAPY! 


JANUABY 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOS 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®—  methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Amb: 
® suppresses  appetite  and  helps  offset  em> 
tional  reactions  to  dieting.  Contraindii 
tions:  Hypersensitivity  to  barbiturates 
sympathomimetics;  patients  with  advance, 
renal  or  hepatic  disease.  Precautions:  Administer  with  cai 
tion  in  the  presence  of  cardiovascular  disease  or  hypertensio 
Side  Effects:  Nervousness  or  excitement  occasionally  note' 
but  usually  infrequent  at  recommended  dosages.  Slight  drow 
iness  has  been  reported  rarely.  See  package  insert  for  furth' 
details.  a.  h.  robins  company, 

RICHMOND,  VA.  23220 


A-H-DOBIN 


still  early 


Serpasil-Esidrix 

# 2 Tablets 

(0. 1 mg  reserpine  and  50  mg  hydrochlorothiazide) 

# 1 Tablets 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N J 

7/3616 


CIBA 
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JUDGE  ANTIBIOTIC  OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  tine  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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A simplified  approach 
to  the  practica  management 
of  hypertension 


lUfUJYLIMi 


RPIDIXI 


WIHYCLOIHIV/IM 


])I<S1<UPI1)I\]< 


ltPIPIXE 


mi:thycl«thi\/ii)i 


PYlKiYLIM: 


lOTHIAZIftE 


Mi;iIIYCLOTHI\/Il)l 


PAIUJYIJXI* 


l)l-Si:UPIl)IM‘ 


MYrHYCIOlHIAZIlH 


PPSIUPIIUXI- 


Pl'SPKPIIHXP 


PUKJYMXP 


upimxi- 

MPYIIYCLOTHM/IDE  l 

Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lov 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosat 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiu 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  mo 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  sevei 

ENDURON 

METHYCLOTHIAZIDE 

See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 

3nce  a day,  every  day  mild  to  moderate  to  severe 

ENDURONYL 

JIETHYCLOTHIAZIOE  5 mg.with 

1OTIDINE  0.25  mg.  or  (FORTE)  0.5  mg.  See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 
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EUTRON' 
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Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wer 
reduced  from  112  pre-treatment  to  90  post-treatment;  sitting  fron 
115  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGVLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERl 


See  Brief  Summary  on  final  page  of  advertisement 


ENDURON 


ENDURONYE 


METHYCLOTHIAZIDE 


Each  tablet  contains 
Methyclothiezide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 
Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  bydull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON™ 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

. Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  V * 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  shduld 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 


639 

Northwest  Medicine,  July,  1968 


We  turn  common  materials 
into  uncommonly  fine  sutures 


Here  are  some  of  the  reasons  why  you  might  like  them: 


SURELY  Surgical  Gut  is  exceptionally 
strong  . . . unusually  resistant  to  fraying  . . . 
and  a pleasure  to  work  with. 

SUREL5  Braided  Silk  is  tightly  braided  and 
lightly  coated  to  give  it  an  excellent  “hand” 
and  knot  security  second  to  none. 

SUREL®  Braided  Dacron*  has  a body  and 
feel  many  doctors  find  comparable  to  silk 
. . . ties  without  slipping  . . . and  holds  a 
knot  remarkably  well. 


SUREL®  Monofilament  Nylon  doesn’t  coil 
and  tangle  like  ordinary  nylon  . . . it’s 
uniquely  packaged  to  make  it  easier  to  work 
with  in  surgery.  Has  good  knot  security  for 
a monofilament,  too! 

SUREL®  Monofilament  Stainless  Steel  is 

the  finest,  purest  surgical  steel  available 
today.  And  it’s  specially  packaged  to  mini- 
mize coiling  and  kinking. 

★ Trademark  of  E.  I.  du  Pont  de  Nemours  & Co. 


Want  to  try  SUREL  Sutures  in  your  practice?  Ask  for  them  at  your  hospital — or  write  for  our 
catalog  and  complimentary  trial  supply  request  forms.  We  think  you’ll  be  uncommonly 
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EDITORIAL 


A National  Illness ? 

Letters  from  Psychiatrists  and  Psychologists 


Letters  appearing  in  the  next  several  pages  have 
been  written  in  response  to  an  invitation  sent 
shortly  after  Senator  Robert  Kennedy  had  been 
shot.  Preceeding  events,  the  circumstances  sur- 
rounding the  shooting,  the  upsurge  of  violence,  all 
indicated  that  public  reaction  would  be  profound. 
There  would  be  loud  demand  that  something  be 
done,  with  the  probability  leaning  heavily  toward 
enactment  of  laws  that  might  not  be  wise.  Invita- 
tion to  comment  was  sent  to  a number  of  psychia- 
trists and  psychologists  as  follows: 

Dear  Doctor: 

Recent  events,  including  the  shooting  of 
Bobby  Kennedy,  make  me  wonder  about  psy- 
chologic trends  in  this  country.  Therefore,  it 
seems  to  me  that  psychiatrists  and  psycholo- 
gists should  offer  some  observations  and,  per- 
haps, some  suggestions  about  the  steps  that 
should  be  taken  to  regain  our  national  sanity, 
if  indeed  we  have  lost  it. 

What  do  you  think  about  the  basic  cause  of 
the  numerous  recent  manifestations  of  what 
may  be  a kind  of  national  illness? 

What  do  you  think  of  proposed  measures, 
such  as  gun  control  laws? 

What  do  you  think  should  be  done? 

I’m  writing  to  several  psychiatrists  and  psy- 
chologists because  I believe  we  frequently  fail 
to  understand  what  people  do,  and  conse- 
quently fail  to  take  measures  that  might  save 
us  a great  deal  of  anguish.  I think  this  failure 
occurs  in  much  that  is  done  by  government- 
in  control  of  crime,  in  control  of  traffic  deaths, 
and  in  other  areas  of  failure  to  act  intelligently. 

By  publishing  the  response  of  those  who 
understand  the  basis  of  action,  perhaps  we  can 
make  a worthwhile  contribution  for  national 
consideration.  I hope  you  will  participate  by 
writing  a letter  that  we  may  publish,  or  from 
which  we  may  publish  excerpts. 

Editor,  NORTHWEST  MEDICINE 


Letters  written  in  response  to  this  request  indicate 
the  contribution  that  can  be  made  by  those  who 
understand  human  psychology.  Psychiatry  and  psy- 
chology have  come  of  age.  The  nation  needs  what 
these  disciplines  have  to  offer. 

It  is  quite  remarkable  that  so  little  attention  has 
been  paid  to  the  opinions  of  those  who  study  the 
vagaries  of  the  human  mind.  Laws  are  enabted  and 
administrative  regulations  are  issued  with  little  re- 
gard for  the  normal  psychologic  reaction  they  will 
stimulate.  Good  examples  of  this  kind  of  neglect 
can  be  found  on  any  highway  or  in  the  streets  of 
any  city.  Route  signs  and  traffic  control  devices 
are  frequently  so  badly  placed  that  they  seem  de- 
signed to  confuse  rather  than  help.  “Programs”  in 
endless  variety  are  proposed  to  remedy  undesirable 
conditions  but  they  only  make  things  worse.  Our 
international  give-away  efforts,  intended  to  buy 
goodwill,  have  purchased  little  for  us  and  left  many 
recipients  in  sullen  dependency. 

Juvenile  delinquency,  refusal  to  accept  responsi- 
bility, breakdown  of  law  enforcement,  contempt  for 
established  patterns,  alcoholism,  drug  addiction  can 
all  be  cited  as  evidence  of  past  error.  It’s  easy,  now, 
to  find  evidence  of  mistakes  almost  any  place. 

It  shouldn’t  be  necessary  to  point  out  that  human 
psychology  plays  a profound  role  in  every  one  of 
these  problems.  But  it  does  seem  necessary,  because 
the  help  of  experts  is  so  infrequently  sought,  to  say 
that  it  is  now  time  to  call  in  the  psychiatrists  and 
psychologists.  For  the  next  several  months  we  may 
expect  to  hear  a great  deal  of  public  debate  on  our 
presumed  national  illness.  If  we  are  as  ill  as  some 
would  have  us  believe,  we  need  help  from  those 
who  understand  human  psychology.  ■ 

H.  L.  H. 


Letters  begin  on  page  650 
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Pancreatitis  IV 

Management  of  Patients  with  Chronic  Pancreatitis 


THOMAS  TAYLOR  WHITE,  M.D.,  Seattle,  Washington  / JEAN  E.  MURAT,  M.D.,  Lyon,  France 

ALAN  MORGAN,  M.B.,  Cardiff,  Wales 


The  onlij  effective  treaments  available  for  patients  with  chronic  pancrea- 
titis are  pancreaticojejunostomy,  resection  of  the  pancreas  (preferably  95  per 
cent  left-to-right),  and  splanchnicectomy  with  partial  celiac  ganglionectomy. 
Splanchnicectomy,  with  or  without  ganglionectomy,  should  be  reserved  for 
patients  in  whom  there  is  a small  fibrotic  pancreas,  and  where  the  pancreatic 
duct  is  not  dilated  and  is  without  stones.  Pancreaticojejunostomy  is  preferable 
surgery  for  those  patients  who  have  a dilated  duct. 

Sphincterotomy  is  not  a treatment  for  chronic  pancreatitis,  but  a method 
of  approach  to  the  pancreatic  duct  for  diagnostic  pancreatography.  External 
drainage  of  the  pancreatic  duct  or  the  bile  duct  is  not  effective  therapy  for 
these  patients. 

Chronic  pancreatic  cysts  should  be  opened,  together  with  unroofing  of 
the  adjacent  pancreatic  duct  structure,  and  anastomosed  to  the  jejunum  by 
Roux-Y  pancreaticojejunostomy  for  the  most  enduring  good  results.  About  75 
per  cent  of  patients  in  whom  pancreaticojejunostomy  can  be  made  between  a 
dilated  duct  and  a Roux-Y  loop  of  jejunum  will  be  relieved  of  symptoms  over 
a long  period  of  time.  About  50  per  cent  of  patients  treated  by  splanchnicectomy 
or  pancreatectomy  will  also  be  relieved. 


In  this  discussion,  we  have 
included  only  those  patients 
who  had  x-ray  evidence  of  calci- 
fication, or  operative  or  autopsy 
evidence  of  fibrosis  of  the  pan- 
creas, in  addition  to  a history  of 
recurrent  or  continuous  upper 
abdominal  and  back  pain  over 
a period  of  years.  This  entity 
comprised  only  24  per  cent  of 
our  total  series  of  patients  with 
pancreatitis,  179  of  733. 11  Alco- 
holism was  the  major,  associated 
factor  in  106  (59  per  cent)  of 
these  patients.  Calcification  oc- 


From  the  Departments  of  Surgery, 
The  Doctors,  Swedish,  and  University 
Hospitals,  Seattle,  Washington. 

Supported  partially  by  U.S.P.H.S. 
Grants,  AM-11458,  and  AM-05277. 


curred  in  54  of  the  patients  (30 
per  cent)  and  17  individuals  had 
gall  stones.  As  might  be  ex- 
pected, jaundice,  on  the  basis  of 
compression  of  the  distal  bile 
duct  by  the  pancreas,  was  fairly 
common  (22  cases  or  12  per 
cent).  No  patients  had  common 
bile  duct  stones.  One-sixth  (28 
or  16  per  cent)  of  this  group  of 
patients  had  diabetes. 

diagnosis 

Pain  was  the  most  important 
clinical  symptom,  although  it  was 
not  of  the  terrible  intensity  found 
in  acute  pancreatitis.  The  pain 
tended  to  be  constant  although 
varying  to  some  degree.  Colic 
was  rare.  Usually  the  pain  was 
least  intense  before  a meal  and 
reached  its  peak  after  food.  Sev- 


eral of  our  patients  had  put 
themselves  on  a diet  because  of 
this  severe  postprandial  pain 
and,  as  a result,  they  had  lost 
a great  deal  of  weight.  One  pa- 
tient dropped  from  220  pounds 
to  115  pounds  over  a two-year 
period  because  the  pain  due  to 
a pancreatic  cyst  became  so  se- 
vere after  eating. 

While  alcohol  may  have 
played  a part  in  precipitating 
attacks  of  pancreatitis  in  many 
patients,  there  were  a few  who 
drank  in  order  to  relieve  their 
pain.  One  particularly  notable 
case  in  our  experience  was  that 
of  a man  whose  pancreatitis  had 
been  attributed  for  a number  of 
years  to  excessive  intake  of  alco- 
hol. At  operation  it  was  found 
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that  he  had  a localized  area  of 
sclerosis  in  the  region  of  the 
ampulla  of  Vater,  completely 
obstructing  the  principal  pan- 
creatic duct  so  that  it  was  di- 
lated to  about  1 cm.  in  diameter. 
After  reviewing  this  patient’s 
history  postoperatively,  we  be- 
came aware  that  this  area  of 
sclerosis  was  secondary  to  an 
abdominal  injury  that  had  oc- 
curred some  30  years  before  in 
a fall  from  a horse.  The  acci- 
dent had  been  followed  by  per- 
sistent abdominal  pain.  We  now 
hypothesize  that  a localized  area 
of  necrosis  in  the  head  of  the 
pancreas  had  followed  this  in- 
jury and,  because  there  had  not 
been  any  generalized  abdominal 
signs,  no  operation  had  been 
performed  at  that  time.  Ob- 
structive pancreatitis  had  re- 
sulted after  the  area  had  become 
fibrotic. 

Patients  may  complain  of  a 
variety  of  types  of  pain.  While  in 
many  cases  the  localization  of 
pain  is  the  same  as  that  found  in 
acute  pancreatitis,  rarely  does  one 
find  inhibition  of  respiration  and 
chest  pain  unless  the  pancreatic 
cyst  has  ruptured  through  the 
diaphragm  into  the  chest.  Lo- 
calization of  the  pain  was  usu- 
ally in  the  upper  mid-abdomen. 
It  often  appeared  as  well  in 
both  subcostal  regions  or  in  the 
lower  anterior  thorax.  When 
there  was  lower  abdominal  pain, 
it  was  related  to  late  complica- 
tions of  the  disease.  Pain  was 
most  often  referred  to  the  re- 
gion of  the  10th,  11th,  and  12th 
thoracic  vertebrae;  it  then  radi- 
ated to  the  subscapular  and  in- 
ter-scapular regions.  The  most 
common  site  of  abdominal  pain 
was  the  epigastrium,  followed  by 
the  left  subcostal  and  right  sub- 
costal areas. 

The  position  of  the  principal 
lesions  and  their  types  greatly 


Fig.  1.  A.  Stimulation  of  the  head  of  the  pancreas  produces  pain  pre- 
dominantly on  the  right  side,  as  indicated  by  the  dots.  B.  Stimulation  of  the 
central  portion  of  the  pancreas  produces  pain  on  both  right  and  left  sides 
of  the  abdomen.  C.  Stimulation  of  the  tail  of  the  pancreas  produces  pain 
predominantly  on  the  left  side  of  the  abdomen.  It  is  clear  that  there  is 
some  cross-over  in  each  instance.  Blackened  area  of  sympathetic  chains 
indicates  theoretic  pathways  involved.  (After  Bliss,  W.  R„  et  al,  Localization 
of  reflex  pancreatic  pain  produced  by  electric  stimulation,  Gastroenterology, 
16:317-323,  (Oct.)  1950.) 
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Fig.  2.  Palpation  of  the  left  subcostal  area  with  the  patient  on  the  right 
side,  knees-to-chest,  allows  the  stomach  and  other  viscera  to  fall  to  the 
right.  Thus  it  may  be  possible  to  evoke  tenderness  not  otherwise  found  on 
routine  examination.  (After  Mallet-Guy  P.,  et  all,  Pancreatites  Chroniques 
et  Recidvantes,  Paris,  Masson  et  Cie,  1962.) 


influence  the  location  of  the 
pain.  With  localized  obstruction 
of  the  pancreatic  duct  in  the 
head  of  the  pancreas,  pain  was 
often  in  the  left  side  of  the  ab- 
domen, secondary  to  dilatation  of 
the  pancreatic  duct  behind  this 
obstruction.  On  the  other  hand, 
if  the  lesion  on  the  right  was  a 
large  cyst,  the  principal  pain 
was  usually  in  this  area.  Investi- 
gation of  the  paths  that  pain 
takes  has  been  undertaken  by 
two  teams,  Ray  and  Neill,12  and 
Bliss,  Burch,  Martin  and  Zollin- 
ger.13 These  authors  have  stud- 
ied patients  by  electrical  stimu- 
lation of  the  pancreas  during 
abdominal  operations  performed 
under  local  anesthesia,  Figure  1. 
In  general  this  type  of  stimula- 
tion produced  pain  referred  to 
the  periumbilical  region.  Stimu- 
lation of  the  left  side  of  the 
gland  produced  pain  dominantly 
on  the  left  and  stimulation  of  the 
right  side  produced  pain  on  the 
right.  Occasionally  there  was  a 
cross-over  of  pain  to  the  side 
opposite  to  that  stimulated. 

characteristic  attitude 

The  striking  attitude  of  these 
patients  was  that  of  anteflexion 
in  the  so-called  pancreatic  posi- 
tion. During  a crisis  the  patient 
would  lie  knees-to-chest,  on 
either  side.  Some  patients  were 
relieved  of  their  pain  by  vom- 
iting. The  majority  were  forced 
to  take  some  form  of  analgesic 
medication,  such  as  codeine  or 
morphine  in  ever  increasing 
doses,  with  the  result  that  many 
became  addicted.  A number, 
however,  who  took  large  doses 
of  these  drugs  with  successful  re- 
lief of  pain  prior  to  operation, 
discontinued  them  postopera- 
tively.  While  severe  attacks  of 
pain  were  to  a certain  degree 
periodic,  they  were  not  seasonal, 
as  in  peptic  ulcer.  Between  at- 
tacks, the  pain  would  decrease 


so  much  that  the  patient  had  the 
impression  he  was  undergoing 
spontaneous  cure.  There  did 
seem  to  be  some  relationship 
between  the  periods  of  maxi- 
mum severity  of  the  disease  and 
religious  or  national  holidays 
involving  the  consumption  of  a 
large  quantity  of  food  and  drink. 
While  there  appears  to  be  a very 
direct  relationship  between  the 
quantity  of  alcohol  consumed 
and  the  instances  of  pancreatitis 
in  most  countries,  for  some  rea- 
son pancreatitis  on  this  basis 
occurs  only  rarely  in  England. 

Since  the  pancreatitis  associ- 
ated with  alcoholism  is  so  in- 
tractable, and  our  patients  were, 
in  general,  unwilling  to  tell  the 
physician  whether  or  not  they 
were  alcoholics,  we  have  re- 
sorted to  a number  of  strata- 
gems to  obtain  this  information. 
The  most  useful  assistant,  in  our 
experience,  is  the  local  pharma- 


cist. He  is  usually  able  to  report 
whether  this  patient  has  appear- 
ed in  his  establishment  to  search 
for  drugs  to  relieve  his  hang- 
over, or  has  appeared  there  in 
an  alcoholic  state. 

Palpation  of  the  left  subcostal 
area  with  the  patient  lying  on 
the  right  side  in  the  knees-to- 
chest  position  will  occasionally 
locate  tenderness  not  found  by 
routine  examination,  Figure  2. 

chemical  tests 

Chemical  tests  for  chronic 
pancreatitis  are  of  two  principal 
types.  First,  there  are  the  blood 
tests  to  determine  whether,  due 
to  some  obstruction  of  pancre- 
atic duct  outflow,  either  lipase 
or  amylase  is  elevated  in  the 
blood.  Elevation  of  these  en- 
zymes can  be  precipitated  by 
parasympathomimetic  drugs,  se- 
cretin, or  pancreozymin.  If,  be- 
cause obstructed,  the  pancreatic 
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duct  cannot  drain  into  the  duo- 
denum, great  quantities  of  fluid 
and  enzymes,  produced  in  re- 
sponse to  the  stimulatory  effect 
of  these  drugs,  go  into  the  gen- 
eral circulation  rather  than  into 
the  duodenum.  If  elevation  of 
blood  enzymes  is  observed  after 
pancreatic  stimulation,  the  diag- 
nosis is  certain. 

In  the  second  type  of  test, 
duodenal  fluids  are  collected  by 
means  of  a special  type  of  tube 
in  order  to  evaluate  the  total 
secretory  response  to  drug  stim- 
ulation. Unfortunately,  abnor- 
mal duodenal  secretions  overlap 
normals  to  such  an  extent  that 
the  physician  is  often  at  a loss 
for  a diagnosis  when  the  de- 
pression of  duodenal  secretion 
or  the  elevation  of  blood  en- 
zymes is  only  moderate.  In  ad- 
dition elevation  found  following 
stimulation  of  pancreatic  secre- 
tion does  not  give  any  informa- 
tion about  cause  of  the  outflow 
obstruction. 

After  injection  of  a drug  that 
stimulates  pancreatic  secretion, 
the  patient  should  be  asked  to 
note  whether  he  has  abdominal 
or  back  symptoms  of  which  he 
has  been  complaining.  It  is  pos- 
sible that  his  symptoms  may  be 
reproduced  during  the  test.  It 
is  important  to  have  an  observer 
other  than  the  physician  record 
the  patient’s  complaints.  If  the 
physician  asks  leading  questions, 
the  patients  may  create  infor- 
mation about  symptoms  just  to 
please  him.  Frequent  precipi- 
tated symptoms  are  left  upper- 
quadrant  pain,  left  costoverte- 
bral pain  or  any  pain  which  the 
paitient  has  described  before. 
Unfortunately,  after  the  injec- 
tion of  pancreaozymin-cholecvs- 
tokinin  mixtures,  the  resulting 
strong  contraction  of  the  gall 
bladder  occasionally  gives  the 
normal  patient  severe  right  up- 


per quadrant  pain  leading  to  an 
erroneous  diagnosis  of  gall  blad- 
der disease. 

Fat  balances  have  been  used 
as  a simple  method  of  determin- 
ing the  degree  of  steatorrhea  in 
a given  patient.  These  tests  do 
not,  however,  point  to  the  source 
of  the  defect.  For  this  reason, 
some  authors  have  proposed  the 
vitamin  A absorption  test.  In 
celiac  disease,  low  serum  caro- 
tene and  flat  vitamin  A absorb- 
tion  curve  are  noted,  while  in 
patients  with  pancreatic  disease, 
the  serum  carotene  and  vitamin 
A curves  are  normal.  The  131I 
triolein  absorption  test  has  been 
used  by  others  as  a screening 
procedure  for  diagnosis  of  pan- 
creatic disorders.  The  level  of 
radioactivity  is  measured  in  the 
blood  at  intervals  after  the  pa- 
tion  has  swallowed  the  labeled 
fatty  material.  Since  the  radio- 
active fatty  acid  radicals  are 
split  from  the  triglycerides  only 
in  the  presence  of  lipase,  the 
amount  of  radio-activity  is  an 
index  of  the  amount  of  lipase 
present.  Again,  these  tests  do 
not  always  give  clear-cut  find- 
ings. 

medical  treatment 

This  should  include  complete 
abstinence  from  alcohol  and 
moderation  in  eating  habits.  The 
paient  should  be  cautioned 
against  gluttomy.  We  use  celiac 
ganglion  blocks  as  an  alternative 
treatment  for  those  patients  who 
either  refuse  ganglionectomy  or 
in  whom  alcohol  or  phenol  block 
is  ineffective  in  relieving  symp- 
toms. Partial  relief  of  steatorrhea 
may  be  provided  by  replacement 
therapy,  using  pancreatin  or 
pancreatic  lipase.  Ganglionic 
blocking  agents  seem  to  be  of 
use  in  a few  patients.  To  date 
there  is  no  good  evidence  that 
parotid  trypsin  inhibitor  is  effec- 
tive in  treating  these  patients. 


surgical  treatment 

When  the  possibility  of  cancer 
has  been  ruled  out,  laparotomy 
should  be  carried  out  with  care- 
ful search  for  gall  stones.  There 
are  many  instances  where  the 
patient  is  thought  to  have  chron- 
ic pancreatitis,  but  in  fact  has 
been  having  recurrent  attacks 
of  gall  bladder  disease  with 
secondary  pancreatic  involve- 
ment. Where  there  is  a ques- 
tion of  gall  bladder  or  bile  duct 
stones,  a cholecvstocholangio- 
gram  should  be  taken.  This  will 
tell  the  operator  whether  or  not 
there  are  any  negative  shadows. 

The  peritoneum  to  the  right 
of  the  duodenum  should  then 
be  divided  so  that  the  duodenum 
wtih  accompanying  pancreas  can 
be  dissected  away  from  the  pos- 
terior wall  from  right  to  left, 
allowing  the  operator  to  palpate 
the  head  of  the  pancreas  togeth- 
er with  the  distal  common  bile 
duct.  The  best  approach  to  the 
anterior  surface  of  the  tail  and 
body  of  the  pancreas  is  through 
the  gastrocolic  ligament.  If 
necessary',  it  is  possible  to  cut 
the  peritoneum  along  the  infer- 
ior surface  of  the  gland  and 
dissect  it  from  below  up  so  that 
it  can  be  palpated  both  from  in 
front  and  behind.  If  there  is  a 
palpably  enlarged  duct  (Figure 
3)  this  is  of  great  significance. 
Calculi  can  often  be  crunched 
one  against  the  other  during 


Fig.  3.  A.  Method  of  palpating  the 
main  pancreatic  duct  when  dilated. 
B.  Method  of  puncturing  the  main 
pancreatic  duct  to  permit  taking  pan- 
creatogram. (From  White,  T.  T..  Pan- 
creatitis, Baltimore,  Williams  and 
Wilkins,  1966.) 
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Fig.  4.  Pancreaticojejunostomy  without  splenic  or  pancreatic  resection. 
A.  Pancreatic  duct  is  opened,  using  cautery.  B.  Pancreatic  duct  is  opened, 
right  to  left  using  dura  scissors  or  cautery.  C.  Jejunum  is  sutured  to  anterior 
surface  of  pancreas  after  it  has  been  brought  up  through  the  mesocolon. 


examination  of  the  head,  body 
or  tail  of  the  pancreas,  although 
the  majority  of  calculi  are  lo- 
cated in  the  distal  pancreatic 
duct. 

pancreaticojejunostomy 

Only  if  the  pancreatic  duct 
is  palpably  dilated  may  it  be 
opened  directly;  at  this  time  an 
x-ray  may  be  taken  of  the  duct 
to  demonstrate  the  dilatation 
within  it.  This  is  usually  un- 
necessary, however,  except  for 
demonstration  purposes.  Anasto- 
mosis of  the  jejunum  to  the  pan- 
creas without  splenectomy  may 
be  carried  out  as  seen  in  Fig- 
ures 4,  a,  b,  and  c.  We  do  not 
usually  find  it  necessary  to  re- 
sect the  tail  of  the  pancreas  in 
order  to  find  the  duct.  Those 
patients  without  palpably  di- 
lated ducts  are  usually  not  read- 
ily treated  by  side-to-side  pan- 
creaticojejunostomy. 

CASE  REPORT 

Case  1.  A 37-year-old  man  first 
had  an  attack  of  acute  pancreatitis 
in  1953,  following  which  he  had 
monthly  episodes  of  mild  pain  of 
similar  nature  lasting  30  to  60 
minutes,  not  requiring  treatment. 
In  May,  1957,  he  had  a cholecys- 
tectomy and  sphincterotomy  for 
cholelithiasis  with  associated  pan- 
creatitis. Attacks  of  pancreatitis 
continued  and  one  year  later  he 
had  a Billroth  II  gastric  resection. 
Unfortunately,  this  operation,  in 
May,  1958,  did  not  reduce  sever- 
ity of  the  pain.  Attacks  occurred 
at  two-week  intervals.  The  pa- 
tient’s weight  dropped  gradually 
from  220  to  124  pounds.  An  epi- 
gastric mass  of  grapefruit  size  ap- 
peared after  meals  and  reduced  in 
size  with  time  after  meals.  As  a 
result  he  ate  less  and  less.  There 
were  multiple,  discrete  calcifica- 
tions around  the  head  of  the  pan- 
creas. Incision  of  the  cyst  with 
wide  opening  of  the  entire  length 
of  the  pancreas,  in  November, 
1958,  completely  relieved  the  pa- 
tient of  his  symptoms.  Approxi- 
mately one  year  following  opera- 
tion, he  was  in  an  auto  accident 
and  struck  his  abdomen  against  the 
steering  wheel  of  his  car.  Another 
acute  attack  followed.  This  attack 
was  transitory  however  and  when 


last  seen,  in  September,  1967,  he 
was  still  completely  relieved  of  his 
symptoms,  had  no  diabetes,  or 
other  difficulties. 

Case  2.  A 40-year-old  man  was 
admitted  to  the  hospital  March 
15,  1964,  with  a long  history  of 
upper  abdominal  pain  thought  to 
be  caused  by  either  gastritis,  colitis, 
spastic  colon,  or  a number  of  other 
things.  He  had  been  an  alcoholic 
since  1955,  and  had  had  a number 
of  treatments  for  his  alcoholism.  He 
had  worked  steadily  all  of  this 
time,  operating  a supermarket  and 
a car-wash.  He  had  had  abdomi- 
nal pain  since  1956,  but  it  had 
increased  in  severity  since  1960. 
Nothing  specific  was  found  and 
he  was  sent  to  a psychiatrist.  In 
the  winter  of  1964,  however,  he 
was  found  to  have  calcification  of 
the  pancreas.  He  had  a high  glu- 
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cose  tolerance  curve,  with  peak  of 
330  milligrams  in  one  hour,  drop- 
ping off  to  205  in  three  hours. 
Urine  sugar  was  2 nlus  at  one  hour 
and  at  one  and  a half  hours.  At 
surgery,  March  11,  1964,  he  was 
found  to  have  a grossly  enlarged 
pancreatic  head,  with  an  isthmus 
only  one  centimeter  in  diameter, 
containing  a very  much  dilated 
pancreatic  duct.  The  duct  anter- 
ior to  the  spine  appeared  to  be 
about  6 mm  in  diameter.  It  was 
opened  with  cautery  and  divided 
longitudinally  with  cautery  so  that 
a side-to-side  pancreatico-jejunos- 
tomy  could  be  carried  out.  During 
the  immediate  postoperative  per- 
iod the  patient  had  some  difficulty 
with  his  diabetes  which  has  since 
gradually  improved.  He  is  now 
completely  pain-free.  As  of  October 
1967,  he  has  been  able  to  carry 


out  his  duties  without  any  diffi- 
culty. 

Case  3.  A 51-year-old  patient  had 
his  first  laparotomy  for  presumed 
cholecystitis  in  1957,  at  which  time 
nothing  was  found.  Subsequently, 
ha  was  admitted  several  times  to 
Seattle  hospitals  for  pain.  He  had 
an  episode  of  cholangiolitic  jaun- 
dice in  the  fall  of  1961,  at  which 
time  he  had  a cholecystectomy  and 
sphincterotomy  for  gall  stones. 
During  this  time  it  was  rumored 
that  he  had  had  a high  alcoholic 
intake,  but  it  seemed  at  the  time 
that  the  gallstones  were  the  main 
cause  of  his  recurrent  pancreatitis 
or  cholangitis  or  both.  He  had  been 
a heavy  smoker  for  many  years. 

In  January,  1963,  a side-to-side 
pancreaticojejunostomy  was  carried 
out  for  chronic,  calcific  pancreati- 
tis. Liquid  in  the  main  pancreatic 
duct  was  under  considerable  pres- 
sure. Dilatation  of  the  pancreatic 
duct  can  be  seen  in  Figure  5.  Dur- 
ing the  postoperative  period  he  de- 
veloped recurrent  episodes  of  jaun- 
dice and  in  the  fall  of  1965  he 
was  found  to  have  a duodenal  ul- 
cer. He  was  given  treatment  with 
magnesium  - aluminum  hydroxide 
and  later  with  an  oxethazaine  mix- 
ture, but  apparently  these  drugs 
were  not  sufficient.  In  January 
1967,  he  was  shown  to  have  a duo- 
denal bulb  approximately  15  cm  in 
diameter  with  a post-bulbar  ulcer. 
There  appeared  to  be  no  obstruc- 
tion of  the  jejunal  loop  distal  to 
this  point.  In  order  to  relieve  this 
obstruction,  his  abdomen  was  ex- 
plored, January  23,  1967,  when  a 
duodenoplasty  with  excision  of  an 
anterior  wall  ulcer  was  carried  out. 
The  common  bile  duct  was  also  ex- 
plored about  3 cm  below  this  point, 
where  a 3 mm  probe  could  be 
readily  passed  through.  For  this 
reason  catheter  drainage  of  only 
the  common  bile  duct  was  carried 
out. 

The  patient  developed  several 
more  episodes  of  jaundice.  Finally, 
in  September  1967,  a cholodocho- 
duodenostomy  was  done  to  decom- 
press a bile  duct  that  was  so  flat- 
tened throughout  its  distal  4 cm 
that  it  would  not  accept  the  finest 
probe  in  the  operating  set.  The 
duct  was  approximately  3 cm  in 
diameter  above  this  point. 

comment 

The  first  patient  represents  the 
ideal  type  of  situation  for  oper- 
ation, that  of  a non-alcoholic  in- 
dividual who  develops  his  chron- 
ic pancreatitis  perhaps  secondary 


to  an  acute  attack  of  pancreatitis 
related  to  gallstones.  This  type 
is  most  unusual,  representing  a 
very  small  percentage  of  cases 
with  chronic  pancreatitis.  The 
second  case  represents  the  type 
of  patient  most  commonly  seen 
who  is  completely  relieved  of 
his  pain  and  usually  relieved  of 
his  steatorrhea  and  diabetes.  The 
third  case  represents  a situation 
where  the  patient  not  only  has 
pancreatitis  per  sc  but  secondary 
obstructive  jaundice  due  to  com- 
pression of  distal  bile  duct,  and 
duodenal  ulcer.  The  duodenal 
ulcer  was  probably  caused  by 
scarring  following  the  sphinc- 
terotomy. In  our  experience, 
about  one  patient  in  ten  has  to 
have  drainage  of  the  bile  duct 
or  treatment  of  ulcer  disease. 

celiac  ganglionectomy 

Celiac  ganglionectomy  is  in- 
dicated in  those  patients  for 
whom  the  pancreaticojejunos- 
tomy procedure  has  failed,  in 
those  patients  with  a small  hard 
pancreas,  and  in  situations  where 
pain  is  relived  by  celiac  gang- 
lion block.  Approximately  40  per 


cent  of  patients  who  have  had  a 
celiac  ganglionectomy  for  chron- 
ic pancreatitis  will  be  com- 
pletely relieved  of  symptoms  for 
five  years  (White,  et  al.  1966).” 
For  this  reason  we  prefer  celiac 
ganglionectomy  to  pancreatic  re- 
section as  the  primary  procedure 
in  difficult  cases,  or  as  a sec- 
ondary procedure  where  the  pre- 
vious operation  has  failed. 

Case  4.  A 37-year-old  man  had 
been  hit  in  the  belly  by  a base- 
ball bat,  in  1958,  after  which  he 
developed  a pseudocyst  for  which 
he  had  duodenal  anastomisis.  He 
was  re-operated  in  1964,  1966, 
and  again  in  February,  1967.  At 
the  last  operation  he  had  a pan- 
creaticojejunostomy. Following  this 
operation  he  was  relieved  of  pain 
on  the  left  but  not  on  his  right. 
Right  celiac  ganglioectomy  finally- 
relieved  him  of  all  pain. 

comment 

This  patient  and  a number  of 
others  with  small,  hard  pancreas, 
have  been  grealv  relieved  by 
this  type  of  procedure. 

pancreatic  resection 

Resection  of  the  head  of  the 
pancreas  has  not  been  effective 
in  relieving  pain,  in  our  experi- 
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ence,  probably  because  the  anas- 
tosmosis  between  the  residual 
pancreatic  duct  and  intestine  has 
closed,  with  a result  of  pain  in 
the  residua]  pancreas.  For  this 
reason  right-to-left  partial  pan- 
createctomy is  not  recommend- 
ed. 

Left-to-right  partial  pancrea- 
tectomy with  removal  of  half  to 


90  per  cent  of  the  pancreas  is 
preferable  to  pancreaticoduo- 
denectomy. Technically  this  is  a 
difficult  procedure,  but  has  few- 
er postoperative  complications. 

duodenotomy  and  sphincterotomy 

Sphincterotomy  and  pancrea- 
tic duct  exploration  do  not  re- 
lieve patients  with  chronic  pan- 


creatitis of  their  symptoms  and 
they  did  not  relieve  the  patients 
in  this  series  who  had  chronic 
pancreatitis.  However,  it  was 
useful  as  a diagnostic  procedure 
for  showing  whether  or  not  there 
was  dilatation  of  the  ducts.  ■ 

1115  Columbia  St.  98104 
(Dr.  White) 
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Generic 
pancreatin 
pancrelipase 
oxethazaine  mixture 
parotid  trypsin  inhibitor 


Trade 

Viokase 

Cotazym 

Oxaine-M 

Trasylol  (not  available 
in  U.S.) 


to  be  concluded 
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CORRESPONDENCE:  A National  Illness? 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

The  protest  movement,  while  nothing  new  to 
civilization  and  certainly  as  old  as  the  first  Palm 
Sunday,  has  seemed  to  “catch  on”  in  this  latter 
half  of  the  twentieth  century.  The  prominence  of 
mass-protest  became  most  notable  as  a totalitarian 
tool  in  which  embassies  were  stoned  or  burned. 
More  recently,  the  tool  has  been  applied  to  political 
ends  within  and  against  the  national,  or  less  than 
national  establishment.  In  the  United  States  alone, 
the  power  of  such  a tool  was  soon  discovered  by 
the  labor  movement,  while  in  the  present  decade 
the  students  have  borrowed  the  sit-in  strike. 

Now  we  are  witness  to  singular  acts  of  protest 
expressed  in  calculated  murders  of  prominent  mem- 
bers of  our  society.  The  loss  of  Senator  Robert  F. 
Kennedy  seems  particularly  notable  in  that  it  has 
brought  forth  an  unusual  abundance  of  counter- 
protest from  the  more  stable  and  conservative  seg- 
ments of  the  press.  A true  conservative  by  defi- 
nition, is  restrained  in  method  of  protest  in  contrast 
to  loss  of  control  so  often  in  partnership  with  radical 
extremist  movements. 

Ironically  Senator  Kennedy  was  wont  to  encour- 
age these  very  same  groups  condoning  violence  as 
a tool  of  pressure  upon  the  conservative  establish- 
ment. Political  goading  will  have  its  role  in  at 
very  least  the  supporting  of  instinctual  pressures 
toward  violence.  And  once  the  current  of  such 
violent  unrest  begins  to  move,  those  members  of 
our  society  psychopathologically  disposed  to  vio- 
lence, are  readily  caught  up  by  the  mood  of  the 
times.  That  is  to  say,  the  potential  assassin  now 
finds  a code  within  society  more  permissive  to  his 
sick  tendencies,  and  what  prior  barriers  to  violence 
that  once  existed  for  the  alienated  ego  are  push- 
overs to  the  demands  of  instinctual  impulse.  It  is 
a sad  speculation  in  this  present  tragedy,  that  the 
old  adage  of  “he  who  lives  by  the  sword  shall 
perish  by  the  sword,”  has  become  manifest  in  Sena- 
tor Kennedy’s  death. 

It  is  evident  then,  that  protest  as  a spirited  ex- 
pression for  change  of  the  established,  can  become 
perverted  into  individual  crimes  or  general  states 
of  anarchy.  The  question  is  not  just  how  sick,  but 
also  how  thick  is  the  veneer  of  civilization. 


On  a one-to-one  basis,  psychiatry  has  long  been 
in  study  and  treatment  of  disorderly  protest,  whether 
it  be  the  aggressive  acting-out  of  personality  dis- 
turbances or  the  anarchy  of  psychoses.  Familiar 
are  the  dyssocial  types  that  populate  such  groups 
as  the  mafia,  racial  extremist  organizations,  and  far- 
left  student  groups.  Yet  having  comprehended  the 
categories  of  engendered  violence,  prescription  must 
be  easier  than  cure.  As  physicians  we  have  learned 
the  norm  of  such  expectancy,  indeed.  May  I sub- 
mit, if  only  in  outline,  my  own  prescriptional 
leanings. 

On  a national  level  there  is  need  for  a Psychiatry 
of  Public  Affairs,  for  in  the  conquest  of  violence 
psychiatrists  as  a group  are  more  capable  to  evaluate 
psychopathology7.  As  early  as  1935,  psychiatrists  of 
thirty  nations  declared  their  science  sufficiently  ad- 
vanced to  contribute  to  international  dynamics,  and 
since  then  various  committees  and  associations  have 
been  erected  as  well  as  symposia  and  papers  con- 
tributed. However,  the  goal-realizations  of  these 
attempts  have  all  but  rested  in  “the  bud.”  Perhaps 
with  Senator  Kennedy’s  death  we  are  now  disposed 
to  the  blossom. 

The  effort  must  envision  training  of  a particula- 
tized  nature  over  and  beyond  clinical  psychiatry 
embracing  politico-economic  study  and  experience. 
Such  extensive  training  to  hold  and  inspire  psychi- 
atric physicians  would  require  both  governmental 
and  private  financial  remuneration  commensurate  to 
the  sacrifices  of  at  least  14  years  post-graduate 
preparation,  a sizeable  era  of  any  lifetime. 

Progress  would  be  slow,  but  many  programs  could 
be  quickly  prepared.  An  everyday  psychopathology 
is  within  the  grasp  of  high  school  juniors,  where 
accent  will  be  placed  upon  the  creative  aspect  of 
psychic  energy  unimpaired  by  disease.  We  need  a 
student  love  affair  with  mental  hygiene  and  not 
just  another  psychology  course.  Adult  evening 
classes  on  government  in  action,  would  I believe, 
find  a great  public  interest  were  the  orientation 
psychiatric. 

At  the  home  level,  family  physicians  can  be 
psychiatry’s  greatest  resource.  The  image  of  trust 
and  confidence  in  their  family  of  patients  is  unsur- 
passed. Medical  education  will  have  to  emphasize 
psychiatry  and  Public  Affairs.  Older  physicians  less 
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familiar  with  psychiatric  thought,  will  need  to  pre- 
occupy more  with  psychopathology.  In  a word, 
psychiatry  has  some  uniquely  valuable  information 
which  all  of  us  as  physicians  can  put  to  national 
health. 

Sincerely, 

BERNARD  J.  PIPE,  M.D. 

Seattle,  Washington 

Editor,  northwest  medicine: 

I,  too,  am  shocked  and  dismayed  by  this  second 
Kennedy  assassination  and  by  the  confusing  and 
tragic  trends  and  events  which  have  plagued  us  in 
recent  months  and  years. 

I have  some  doubt  that  a psychiatrist  can  make 
valid  generalizations  about  our  society  from  the 
small,  highly-selected  (and  hence  highly  skewed) 
sample  of  the  population  which  he  studies. 

Nevertheless,  if  one  is  to  be  a participant  rather 
than  a detached  observer,  he  has  no  choice  but  to 
offer  his  opinions  for  whatever  they  may  be  worth. 

I do  feel  that  we  are  in  the  grip  of  some  sort 
of  national  illness  which  is  part  of  an  even  greater 
pandemic.  I am,  however,  inclined  to  agree  with 
Eric  Hoffer,  the  San  Francisco  longshoreman-phil- 
osopher, that  we  are  not  a violent  people.  We  tend, 
I think,  toward  gentleness  and  wistful  good  will 
and  are  a nation  of  well-meaning  but  inept  Charlie 
Browns. 

The  sickness  among  us  is  more  malignant  than 
this,  however. 

Not  only  are  we  not  violent,  but  we  are  passive, 
apathetic,  lethargic  and  pathologically  reluctant  to 
become  involved  in  anything  which  does  not  affect 
our  own  security. 

Thus,  through  default,  we  have  been  allowing 
small  numbers  of  aggressive  activists  of  widely  vary- 
ing political  stripe  and  special  interest  to  exercise 
power  and  influence  far  out  of  proportion  to  their 
actual  numbers.  We  are  being  pushed  around  by 
anyone  with  a special  ax  to  grind  and  it  is  to  our 
further  discredit  that  we  may  derive  some  vicarious 
satisfaction  if  these  gladiators  act  out  some  of 
our  own  secret  aggressive  fantasies. 

As  a people,  we  deplore  violence  and  we  espouse 
non-violence.  Still,  we  look  with  grave  suspicion 
on  those  youg  men  who  stand  on  moral  conviction 
and  declare  themselves  to  be  conscientious  objectors. 

One  wonders,  too,  whether  it  is  really  necessary 
that  draftees  be  required  to  shout  “Kill,  Kill!”  at 
intervals  throughout  their  basic  training  in  order 
to  become  acceptable  soldiers.  Are  we  running  with 
the  hare  and  hunting  with  the  hounds? 

Most  distressing,  when  I ponder  the  national 


malaise,  is  our  lack  of  trust  in  one  another.  I cannot 
recall  any  time  in  my  life  when  we  have  been  so 
skeptical  of  one  another’s  motives  and  acts,  so 
suspicious  of  our  neighbor,  so  willing  to  accept  ru- 
mor as  fact,  so  ready  to  impute  evil  intent  to  any- 
one who  sees  the  world  in  a different  light  or  who 
marches  to  the  beat  of  a different  drum. 

We  are  a confused  and  frightened  people  and  my 
own  fear  for  America  is  not  that  we  might  succumb 
to  a communist  take-over  but  that  we  might,  in  our 
desperation  and  longing  for  security,  turn  to  the 
“Strong  Man”  philosophy  of  government  and  move 
toward  some  form  of  fascism,  the  ultimate  expres- 
sion of  middle  class  revolt. 

ffaving  detailed  what  I think  is  wrong  with  our 
society  I must  perforce  offer  some  suggestion  for 
amelioration.  Case  finding  must  be  followed  by 
case  service,  and  he  who  finds  pathology  is  obli- 
gated to  suggest  some  rational  therapy. 

My  solution  to  our  society’s  ills  offers  no  quick 
remedy  but  rather  a tedious  evolutionary  process 
which  would  require  at  least  a generation  to  come 
to  fruition. 

We  need  specific  training  in  developing  ade- 
quacy as  human  beings  and  we  need  specific  train- 
ing in  developing  adequacy  as  citizens. 

Opitmum  well-child  care  for  all  Americans  could 
serve  as  a starting  point.  This  would  include,  in 
addition  to  purely  “medical”  considerations,  the 
fostering  of  child-rearing  in  a high-love,  high-auth- 
ority atmosphere  and  the  imposition  of  limits  which 
are  firm,  reasonable  and  consistent.  This  also  implies 
adult  behavior  which  would  serve  as  an  adequate 
model  on  which  children  could  pattern  themselves. 

A generation  trained  to  have  a reasonable  degree 
of  self-esteem  and  self-control  and  imbued  with 
respect  for  legitimate  authority  could  not  help  but 
create  a better  society,  and  one  more  aware  of  our 
responsibilities  toward  one  another  and  one  more 
tolerant  of  responsible  dissent. 

Training  for  citizenship  could  stand  a good  deal 
of  improvement,  also. 

Too  few  of  our  people,  young  and  old  alike,  have 
any  real  grasp  of  the  mechanics  of  government  or 
anything  beyond  the  most  rudimentary  notions  of 
economics.  Our  schools  could  do  a good  deal  more 
than  has  been  done  to  dispel  our  ignorance  so  that 
we  might  govern  ourselves  more  effectively  and  so 
that  we  might  avoid  some  of  the  economic  tangles 
which  contribute  so  much  to  our  tensions. 

Perhaps  the  most  neglected  of  intellectual  skills, 
despite  the  best  efforts  of  our  educators,  is  the  capac- 
ity for  the  critical  evaluation  of  evidence  of  all  sorts. 

We  give  a great  deal  of  training  in  “science”  but 
somehow  relatively  few  people  see  any  relevance 
for  the  use  of  scientific  method  outside  their  own 
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specialties.  Further,  since  the  data  of  science  are 
morally  neutral,  we  tend  to  evaluate  moral  issues 
in  a most  unscientific  way,  responding  on  the  basis 
of  emotion  and  conscious  or  unconscious  bias  rather 
than  with  any  high  regard  for  truth. 

I would  suggest  that  training  in  scientific  method 
and  critical  evaluation  of  data  in  our  schools  be 
supplemented  by  formal  training  in  the  elements  of 
the  rules  of  evidence  ordinarily  reserved  for  study 
by  first-year  law  students.  If  we  are  to  live  together 
in  peace  we  had  better  know  something  about  the 
rule  book. 

My  solution  might,  in  a generation’s  time,  produce 
a more  mature,  thoughtful  and  tolerant  society  be- 
fore we  have  destroyed  ourselves  and  our  nation. 

I saw  the  American  Dream  collapse  with  a crash 
in  the  early  1930’s  and  I have  seen  the  American 
Dream  sagging  badly  ever  since  World  War  II 
toward  a similar  state  of  bewilderment  and  despair. 
I think,  though,  that  we  can  repair  it  again  before  it 
is  too  late. 

Sincerel  y, 
Richard  B.  Jarvis,  M.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  your  letter  of  June  7th  in  which 
you  ask  whether  I would  be  willing  to  make  some 
observations  about  the  steps  that  should  be  taken  in 
view  of  the  recent  tragic  slayings  of  Martin  Luther 
King  and  Robert  Kennedy. 

A tragedy  like  that  of  Robert  Kennedy  tends  to 
bring  forth  from  people  those  things  which  they 
feel  are  important  and  which  they  have  emphasized 
previously.  That  is,  Kennedy’s  death  is  seen  by 
some  as  an  indication  of  the  general  breakdown  in 
law  and  order,  flowing  quite  naturally  from  the 
growing  civil  disobedience  on  the  campus,  in  the 
cities,  and  in  the  area  of  the  draft.  Others  see  Ken- 
nedy’s tragedy  in  the  light  of  Bonnie  and  Clyde 
and  a society  which  commercializes  murder  and 
allows  murder  to  be  seen  on  television  20  or  30 
times  a week  but  restricts  very-  severely  other  kinds 
of  “anti-social”  acting  out  on  television.  Others  see 
the  leniency  of  the  Courts  as  the  central  issue. 

It  is  foolish  to  say  that  television  and  the  mass 
media  are  to  blame  because  Germany  murdered  5.5 
million  people  without  television  and  without  the 
fact  of  that  murder  being  publicized  at  all.  Indo- 
nesia, at  the  time  of  the  overthrow  of  the  Sukarno 
regime,  likewise  had  mass  murders  without  benefit 
of  radio,  television  or  the  press.  This  is  not  to  deny 
the  importance  of  the  mass  media  in  setting  the  tone 
in  the  country,  but  is  to  point  out  the  futility  of 
singling  out  any  one  factor  in  a society  as  the  culprit 
for  any  complex  human  behavior. 


I think  a large  part  of  the  malady  lies  in  the  area 
of  our  inability  to  take  collective  action  to  limit  the 
possibilities  of  violence.  It  is  clear  that  in  order  to 
kill,  one  needs  a weapon.  As  someone  who  daily 
deals  with  psychological  disturbances,  I am  con- 
vinced that  the  potential  for  violent  action  rests 
within  all  of  us.  Therefore  we  should  do  everything 
possible  to  limit  the  possibility  of  violent  behavior. 
Here  I would  particularly  argue  for  very  strict  gun 
control  legislation  of  the  sort  which  is  prevalent  in 
Europe.  Such  gun  control  legislation  may  not  limit 
the  gangland  assassination  of  people  as  is  presently 
suspected  in  the  assassination  of  Martin  Luther 
King,  but  it  will  probably  limit  and  no  doubt  lower 
the  possibility  of  senseless  and  irrational  killings 
such  as  those  of  John  F.  Kennedy,  Robert  Kennedy, 
and  many  Americans  (black  and  white)  who  die  a 
violent  death  from  guns  each  year.  It  is  just  much 
harder  to  kill  somebody  with  a knife  or  with  a poker, 
and  I think  we  have  a responsibility  to  make  it 
very  difficult  and  almost  impossible  for  people  to 
extinguish  one  another’s  lives. 

It  is  fascinating  that  we  require  the  registration 
of  automobiles  and  the  licensing  of  drivers,  yet 
appear  unwilling  to  do  the  same  for  more  obvious 
weapons  of  death  and  destruction.  With  guns  I 
think  we  must  do  much  more  or  we  truly  are  guilty 
of  collective  insanity. 

Sincerely, 

NATHANIEL  N.  WAGNER,  PH.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  very  much  for  your  letter  of  June  6 
seeking  opinions  and  perhaps  suggestions,  concern- 
ing the  state  of  the  nation’s  mental  health.  It  would 
be  presumptious  of  me  to  respond  to  this  topic  as 
a psychologist  since  I have  not  done  investigation 
in  this  area,  nor  am  I familiar  with  the  theoretical 
or  research  literature.  As  a thoughtful  individual, 
I would  note  several  facts  about  our  present  situation 
that  I think  are  relevant  to  various  indications  of 
“instability”  in  the  nation  as  a whole. 

1.  The  population  of  the  country  has  shifted  it's 
proportions  with  respect  to  age  groupings.  Pro- 
portionally, there  are  now  more  young  and 
more  old  than  formerly. 

2.  The  age  of  involvement  and  responsibility  of 
the  young  has  been  increasingly  delayed.  More 
young  people  go  to  school  longer. 

3.  General  information  of  events  and  happenings 
and  ideas  are  disseminated  at  a greatly  in- 
creased rate. 

4.  These,  and  a number  of  other  factors  economic 
in  character,  have  instigated  an  increased  rate 
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of  change  in  cultural  evolution.  The  rate  of 
change  in  cultural  pattern  is  now  such  that 
shifts  occur  in  less  than  a generation.  Under 
these  conditions,  parents  are  less  able  to 
transmit  or  children  to  assimilate  the  elements 
of  stabilized  behavior  necessary  to  live  modu- 
lated lives  with  reasonable  levels  of  satisfaction. 

5.  The  fact  that  we  are  in  a war  which  involves 
and  disrupts  the  lives  most  those  parts  of  the 
young  population  which  are  closest  to  adult- 
hood and  most  effected  by  the  factors  noted 
above,  doesn’t  help  very  much. 

With  respect  to  possible  suggestions,  it  should 
be  noted  that  in  times  of  rapid  change,  and  they 
are,  for  many  reasons,  increasingly  inevitable,  we 
need  to  spend  a much  larger  portion  of  our  national 
wealth  in  seeking  information,  understanding  and 
knowledge  about  cultural  change  and  economic 
change  and  how  to  appropriately  intervene  and 
develop  solutions  for  the  problems  that  ensue. 

Sincerely, 

WILLIAM  S.  KOGAN,  PH.D. 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

So  much  has  been  said  by  so  many,  from  the  man 
on  the  street  and  from  the  expert’s  expert,  and  all 
in  such  a short  span  of  time,  that  whatever  I might 
add  would  be,  of  certainty,  swallowed  up  in  the 
confusion. 

Social  change  provokes  unrest— unrest  may  pre- 
cipitate crisis— crisis  is  shattering  but  momentary. 
When  crisis  is  done,  then  sober  reflection  is  in 
order.  Then  is  the  time  to  consider  the  problems 
arising  from  change. 

Then  it  would  be  timely  to  seek  the  answers  to 
your  questions. 

Sincerely, 

ROGER  C.  HENDRICKS,  M.D. 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  giving  me  the  opportunity  to  ex- 
press my  views  regarding  the  assassination  of  Robert 
F.  Kennedy,  following  so  closely  the  similar  death  of 
Martin  Luther  King. 

Entire  volumes  will  be  written  about  the  tragedies, 
and,  no  doubt,  a great  many  theories  will  be  es- 
poused to  account  for  them.  Scholarly  research 


alone  will  never  stop  such  acts  of  violence  but  most 
serve  as  a basis  for  real  social  action.  All  of  the 
reports  by  high  ranking  appointed  committees  mean 
little  to  the  black  family  huddled  together  for 
warmth  in  an  ancient  tenement  in  Chicago  or  New 
York.  The  large  scale  systematic  exclusion  of  minor- 
ities can  only  be  changed  when  there  is  a will  to 
change  it.  But  America  has  chosen  the  status  quo 
because  it  is  profitable  and  comfortable  for  most 
white  Americans.  Now  the  Congress  talks  of  a six 
billion  dollar  cut  in  our  budget  while  thirty  billion 
a year  is  spent  to  destroy  Asians  in  their  own 
homes.  There  is  hypocrisy  in  a nation  that  de- 
cries “crime  in  the  streets,”  yet  supports  the  use 
of  burning  napalm  on  fellow  human  beings  in 
their  streets. 

I do  not  believe  that  man  has  innate  impulses 
toward  aggression  but  that  he  learns  to  act  more  or 
less  violently  depending  upon  the  nature  of  the 
society  in  which  he  lives.  The  United  States  today 
is  a nation  which  subscribes  to  peace,  yet  follows 
a policy  of  massive  violence  which  is  made  respect- 
able because  it  is  given  a kind  of  quasi-legal  status. 
Many  of  those  who  refuse  to  act  violently  against 
their  fellow  man,  or  burn  draft  cards  as  a Symbolic 
expression  of  their  refusal  to  cooperate  with  their 
society  when  it  pursues  a policy  of  formalized  mur- 
der, are  thrown  in  jail  for  many  years.  And  we 
continue  to  wonder  why  violence  stains  the  relation- 
ships among  men  even  within  the  same  society. 

I believe  that  the  very  survival  of  mankind  rests 
upon  his  ability  to  make  economic  and  social  pro- 
gress at  a greater  rate  than  technological  progress. 
Otherwise,  man’s  technology  will  ultimately  be 
focussed  upon  his  destruction.  Violence,  whether 
it  be  of  the  sudden  and  direct  kind  which  took 
Senator  Kennedy’s  life  or  of  the  gradual  subtle 
variety  through  which  men  are  ruthlessly  separated 
from  their  base  of  economic  survival  and  face  daily 
the  threat  of  starvation,  must  become  an  anathema 
to  every  man  throughout  the  world. 

When  reason  is  abandoned,  man  begins  to  toy 
with  the  idea  of  physical  violence  as  a solution  to 
his  problems.  When  he  acts  violently,  he  gives 
credence  to  the  idea  of  violence  as  an  acceptable 
solution  and  the  very  sanction  he  gives  to  violence 
enhances  the  chance  that  he  too  will  have  violence 
inflicted  upon  him.  Let  us  abandon  the  idea  that 
soldiers  are  peacekeepers.  War  can  never  bring 
lasting  peace  because  its  very  existence  justifies 
future  wars.  Those  who  would  argue  that  strong 
defense  is  necessary  to  prevent  aggression  by  others 
reveal  their  suspiciousness  of  their  fellow  man  and 
promote  a climate  in  which  aggression  is  encouraged. 
At  what  point  does  defense  end  and  aggression 
begin?  Only  peace  can  promote  lasting  peace  and 
only  peaceful  actions  between  individual  men  can 
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ensure  a world  in  which  violence  is  unacceptable. 

In  times  such  as  these  are  is  always  the  tendency 
to  abandon  reason  in  favor  of  vengeance.  We  may 
recall  the  Lindbergh  kidnapping  case  which  resulted 
in  our  excessively  cruel  punishments  for  kidnappers; 
we  remember  the  Tonkin  Gulf  resolution  in  which 
a report  of  minor  firing  upon  American  spy  ships 
provided  all  that  was  needed  to  prod  us  into  the 
war  against  the  Vietnamese.  Let  us  not  make  the 
same  mistake  again.  Those  who  would  advocate 
broader  police  powers  do  not  understand  the  per- 
sonal deprivation  of  liberty  they  would  experience 
under  a police  state.  While  specific  legislation  (e.g., 
extremely  strict  gun  laws)  can  reduce  the  prob- 
ability of  similar  events  occurring  again,  a serious 
reevaluation  of  the  promises  upon  which  today’s 
economic,  social  and  political  institutions  are  found- 
ed is  past  due. 

I believe  that  many  of  our  premises  in  these 
areas  are  naive  and  selfish  and  that  the  resulting 
structure  promotes  violent  behavior.  We  cannot 
permit  the  past  to  serve  as  a premise  for  the  future 
or  the  future  will  be  little  better.  Man’s  need  for 
continuity,  manifested  in  his  constant  development 
of  rules,  regulations,  customs,  governments  and  other 
institutions,  must  be  met  with  rational  thought.  All 
institutions  must  rest  on  reason;  until  reason  pre- 
vails, violence  will. 

We  must  recognize  that  all  men,  whether  they  be 
American,  Asian,  African,  or  European,  etc.,  have 
the  same  basic  concerns  for  their  families  and  them- 
selves; they  want  to  eat  good  food  and  sleep  in 
security  and  comfort;  they  want  education  for  their 
children  and  a strong  voice  regarding  the  structure 
which  is  to  meet  their  needs.  But  we  must  also 
recognize  that  men  of  all  backgrounds  and  colors 
become  anxious  when  there  is  not  enough  to  eat, 
sick  when  there  is  inadequate  sanitation  and  medical 
care,  and  angry  when  their  efforts  for  a better  life 
are  suppressed. 

For  the  next  few  months  we  will  be  bored  with 
lengthy  and  pedantic  analyses  of  the  accused  slayer’s 
personal  life  and  after  the  fact  explanations  of 
psychological  causes.  The  dilettante  will  have  free 
reign  to  construct  motives  and  the  professional  may 
ponder  some  of  the  issues  as  he  drives  through  fa- 
shionable suburbs  on  his  way  home.  But  for  all  of 
this  what  action  will  be  taken?  Will  we  continue  to 
live  our  lives  in  the  present  manner  which  helps 
sustain  the  very  inequalities  which  Robert  Kennedy 
opposed  so  fiercely?  Each  one  of  us  must  ask  the 
question,  “What  action  will  I take  in  behalf  of 
humanity'?”  and  the  future  of  all  mankind  will  rest 
on  the  collective  answer. 

In  recent  months  I have  thought  hard  and  long 
in  many  areas  with  which  we  are  all  concerned. 
Eventually,  I hope  to  put  some  of  these  ideas  down 


on  paper  to  promote  a broader  range  of  criticism 
through  which  I can  develop  them  further.  Now, 
however,  I feel  compelled  to  take  a more  decisive 
step.  During  the  next  few  years  I will  be  calling 
upon  those  who  share  my  concerns  to  join  with  me 
in  the  formation  of  an  international  organization 
designed  to  clarify  the  principles  through  which 
every  man  can  achieve  the  basic  economic  security 
and  social  liberty  which  lie  at  the  heart  of  human 
existence.  I will  be  attempting  to  enlist  the  support 
of  all  those  who  seriously  question  existing  struc- 
tures which  have  outlived  their  usefulness  and 
now  impede  the  liberation  of  humanity.  I seek  those 
who  have  enough  confidence  in  the  rule  of  reason 
to  extend  principles  into  action.  There  is  no  better 
road. 

Sincerely, 

ALLEN  E.  WIESEN,  PH.D. 

« 


Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Over  a period  of  years,  I have  been  involved  in 
many  situations  in  which  murder,  violence,  as  it 
relates  one  person  to  another,  is  involved.  I am  not 
experienced  in  the  sort  of  violence  and  the  sort  of 
shooting  that  is  taking  place  recently  and  has  in- 
volved Kennedy,  and  King. 

However,  I think  any  individual  who  is  involved 
in  the  day  to  day  care  of  the  emotional  and  mental 
problems  of  people  develops  some  ideas  which  I 
think  are  important  in  explaining  the  manifestation 
of  so  much  trouble  at  the  present  time. 

1.  The  increasing  difficulty  younger  people  have 
in  recognizing,  understanding,  and  adjusting 
themselves  to  the  proper  role  of  authority  in 
their  lives. 

2.  The  disappearance  from  the  scene  of  many, 
many  families  of  a father  or  father-like  figure 
with  so  many  boys  growing  up  without  learn- 
ing the  respect  for,  the  devotion  to,  and  the 
need  of  that  sort  of  person  in  their  lives. 

3.  The  increasing  dominance  of  women-oriented 
homes  which  in  many  instances  are  not  well 
handled,  and  young  men  grow  up  increasingly 
“aggressive  and  hostile”  toward  this  sort  of 
thing  with  no  outlets. 

4.  The  increasing  tendency  of  our  government 
to  take  over  and  dominate  the  scene  with  less 
and  less  real  authority  on  the  local  scene;  for 
example,  the  feeling  that  only  the  F.B.I.  can 
handle  law  enforcement. 

5.  The  lack  of  recognition  that  even  though  we 
live  in  a “free  country,”  society  and  the  col- 
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lection  of  individuals  representing  society  have 
a greater  right  than  the  single  individual. 

I could  go  on  reciting  such  things,  but  I am  sure 
you  are  as  aware  of  them  as  I am.  The  problem, 
[ believe,  will  require  another  decade,  another  gen- 
eration, to  substantially  change  if  we  begin  now 
through  our  educational  systems.  Only  this  will 
take  care  of  the  matter.  I think  it  can  be  done,  but 
I do  believe  that  it  will  take  effort  on  the  part  of 
everyone. 

As  a Westerner,  who  has  seen  and  known  the 
pleasure  of  hunting,  etc.,  for  my  friends,  colleagues 
and  children,  I cannot  see  that  the  present  gun 
control  laws  even  remotely  get  close  to  the  situation. 

It  is  difficult  for  any  of  use  to  truly  know  where 
to  begin.  I do  believe  that  the  presence  on  the 
national  scene  of  a truly  able  leader  would  ma- 
terially help.  I believe  that  the  cessation  of  the 
war  with  the  adequate  direction  of  monies,  now 
uselessly  being  spent  in  the  Orient,  could  be  used 
to  correct  our  own  local  situation.  I firmly  believe 
that  we  must  recognize  the  fact  that  even  though 
we  are  America  and  take  in  many  good  immigrants, 
there  is  not  the  adequate  “examination”  of  many 
others  who  make  it  difficult  for  us  here  in  trying 
to  establish  the  sort  of  environment  that  we  can 
be  proud  of.  All  of  these  things  need  looking  into, 
but  of  course,  most  important,  I believe,  is  the  atten- 
tion that  must  be  given  to  reorienting  people  to 
home  life,  the  stability  of  the  family,  etc.,  and 
this  will  require  a great  deal  of  effort  for  with  the 
modern  courts  handling  divorces  the  way  they  do, 
it  is  impossible  to  predict  what  will  happen  next. 

I sound  as  though  I had  all  the  answers— I 
certainly  don’t.  I do  believe  that  the  people  who 
work  in  the  area  of  mental  health,  physicians,  in- 
cluding psychiatrists,  clinical  psychologists  and 
behaviorists,  the  social  workers  oriented  to  medical 
and  psychiatric  work,  will  all  be  helpful  to  us  in 
this  respect. 

Sincerely, 

HERMAN  A.  DICKEL,  M.D. 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I feel  that  a high  percentage  of  the  disciplinary 
problems  of  young  people  in  this  country  are  due 
to  the  general  theory  regarding  excessive  permissive- 
ness in  raising  of  children,  and  due  to  the  male 
parent’s  loss  of  status  in  the  home.  I could  elaborate 
on  this,  but  I think  you  know  what  I mean.  Relative 
to  assaults  by  older  people  of  foreign  extraction,  I 
feel  that  our  public  image  abroad  has  been  severely 
damaged  by  certain  aspects  of  our  foreign  policy, 


and  that  this  can  cause  hostility  in  some  of  our 
immigrants  towards  public  figures. 

Having  been  a hunter  all  my  life,  I have  been 
against  gun  control  measures,  and  actually  I feel 
that  any  legislation  designed  to  interrupt  the  inter- 
state commerce  of  weapons  is  not  worth  passing. 
Every  family  is  now  armed,  and  there  are  millions 
of  guns  in  this  country  in  homes.  In  view  of  this 
latest  assassination,  I now  feel  that  a gun  control 
law  with  some  teeth  in  it  should  be  passed.  I sug- 
gest and  recommend  that  every  gun  in  the  country, 
hand  guns,  rifles,  shot  guns,  etc.,  be  called,  regis- 
tered, the  owners  finger-printed,  and  that  all  hand 
guns  be  picked  up  and  taken  away  from  the  general 
public.  I also  feel  that  it  would  not  be  out  of  order 
to  check  all  shot  guns,  and  hunting  rifles  into  a 
massive  arensal,  and  allow  them  to  be  withdrawn 
on  the  owner’s  signature  for  use  for  specific  purposes 
during  hunting  season. 

I don’t  think  there  is  any  of  the  above  that  re- 
quires any  psychiatric  background,  but  being  a 
psychiatrist  I have  stated  my  opinions. 

Sincerely, 

JOHN  B.  RILEY,  M.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Your  invitation  to  comment  for  Northwest  Medi- 
cine upon  the  most  recent  tragedy,  arrived  at  a time 
when  my  mind  was  racing  with  thoughts  about 
society. 

Many  commentators  refer  to  our  “sick”  society 
and  our  collective  guilt.  To  me  these  concepts  tend 
to  diffuse  the  feelings  of  indivdual  responsibility  for 
operational  solutions  to  the  problems  that  exist. 
Sick,  as  here  applied,  is  an  inaccurate  allusion  and 
guilt  implies  a “cop  out.”  We  can  weep  and  say 
“mea  culpa”  then  passively  await  the  next  tragedy, 
feeling  self-righteously  satisfied  with  our  maudlin 
public  wakes. 

Then  too,  the  concept  of  sickness  implies  that 
an  etiologic  factor  may  someday  be  found,  and  with 
it  a cure  that  will  relieve  society  of  the  painful  and 
sacrificial  responsibilities  of  social  control. 

People  react  to  a traumatic  event  like  the  death 
of  Robert  Kennedy  variously,  but  grief  is  probably 
the  most  commonly  observed  reaction  and  the  most 
appropriate  one.  The  depressive  feelings  that  are 
associated  with  grief  carry  with  them  the  introjec- 
tion  of  hostility  and  thus  the  fairly  generalized 
phenomenon  of  vague  feelings  of  guilt  for  the 
death  of  martyred  leaders. 

In  a very  real  way  our  society  is  sick  in  a psychia- 
tric sense,  that  is,  like  the  neurotic,  inappropriately 
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we  compulsively  repeat  in  symbolic  form  our  nation’s 
past  conflicts.  The  right  to  bear  arms  is  thus  dis- 
torted to  allow  traffic  in  weapons  of  almost  any 
description  in  a crowded,  highly  mobile,  technologic 
society,  where  coyotes,  redskins  and  redcoats  are 
no  longer  a threat.  To  decry  this  kind  of  insanity 
is  to  many  a desecration  of  our  patriotic  heritage. 

We  no  longer  have  lanterns  in  the  church  steeples 
to  warn  us,  we  have  the  “media.”  We  are  kaleidos- 
copelv  bombarded  with  dire  threat,  utter  banality, 
tragic  loss,  deodorant  commercials,  violence,  pathos 
and  comedy.  The  violent  instincts  in  the  human 
race,  particularly  as  they  apply  in  our  historical 
folklore,  are  dramatically  and  repetitiously  drummed 
into  us. 

We  identify  with  violent  heroes  and  we  glorify 
indivduals  who  have  violently  defied  life’s  process  of 
denying  them  their  omnipotent  wishes.  We  demand 
omnipotence  of  our  political  candidates.  Those  who 
are  wise  enough  to  realize  their  own  mortality  we 
are  prone  to  dismiss  from  serious  consideration.  Our 
carnival  political  atmosphere  traditionally  glorifies 
the  risk  of  too  public  exposure. 

We  tend  to  deny  that  politics  has  always  been 
a very  dangerous  profession.  We  look  down  upon 
other  nations  where  the  gun  frequently  is  used  to 
determine  political  process.  Probably  the  main 
characteristic  difference  in  the  way  weapons  are 
used  in  our  political  life  is  that  our  modern  politi- 
cians at  least  are  gentlemanly  about  the  use  of 
weapons  amongst  themselves  and  only  the  very 
fanatic  individual  who  is  “out  of  the  main  stream" 
acts  out  violently  in  the  United  States.  Society, 
however,  represents  a continuum  and  if  the  more 
public  figures  in  our  society  can  handle  their  aggres- 
sions in  the  “civilized  manner,”  we  should  not  make 
the  false  assumption  that  every  member  of  the 
society  is  capable  of  channeling  his  impulses.  It 
is  a loss  to  all  of  us  that  close  contact  with  political 
figures  is  so  dangerous  and  life-threatening,  but  it 
does  us  no  good  to  deny  that  this  is  the  case. 

I feel  obliged  to  comment  also  upon  what  I con- 
sider a misuse  of  psychiatric  and  psychological 
knowledge  in  our  culture.  In  the  popularized  psy- 
chology of  today,  there  is  a general  assumption  that 
the  use  of  psychological  methods  implies  complete 
passivity,  permissiveness  and  lack  of  force.  I believe 
this  constitutes  a gross  distortion  of  the  realities  of 
psychiatric  theory  and  practice.  American  psychia- 
tric practices  are  humanistic,  they  do  eschew  the 
use  of  violent  and  repressive  methods,  however, 
they  in  no  way  imply  that  the  threat  to  an  indi- 
vidual’s person  or  integrity  may  not  be  met  with 
appropriate  protective  measures. 

In  working  with  violent  people,  the  psychiatrist 
will  not  provoke  their  attack,  nor  will  he  be  so 
foolish  as  to  expose  himself,  in  an  unprotected  fa- 


shion, to  violence  which  is  beyond  rational  con- 
trol. He  will  also  recognize  the  need  for  the  violent 
person  to  be  protected  from  the  consequences  of 
his  own  violent  acting  out  and  will  take  the  appro- 
priate measures,  even  if  these  imply  force,  to  protect 
both  the  people  in  the  environment  and  the  afflicted 
individual.  Again,  our  penchant  for  omnipotent 
heroes  tends  to  perpetuate  the  fantasy  of  the  clini- 
cian who  is  able  to  talk  the  violent  gunman  out  of 
his  weapon. 

The  psychiatrist,  in  dealing  with  people  who  are 
capable  of  violence,  will  avoid  confronting  the 
patient  with  a situation  in  which  the  patient  will 
have  to  prove  his  manhood  by  attacking.  If  seman- 
tic methods  fail  in  this  attempt,  a large  enough 
show  of  force,  represented  by  a large  number  of 
people,  usually  suffices  to  convince  the  potential 
attacker  that  his  masculinity  is  not  on  the  line  if 
he  does  not  attack.  Should  this  maneuver  fail,  then 
there  are  enough  people  available  to  contain  the 
attack  without  injury  and  without  damaging  the 
patient. 

I believe  the  social  implication  of  this  clinical 
experience  is  that  society  can  expect  its  protective 
organizations  to  present  enough  strength  and  unam- 
biguously stated  purpose  to  contain  much  of  the 
social  disorder  and  violence  that  we  have  observed 
over  the  last  few  years.  It  seems  that  the  hesitancy 
and  vagueness  of  the  political  leaders  in  thier  con- 
frontation with  mob  violence  has  been  interpreted  as 
a license.  In  areas  where  the  force  has  been  indis- 
eriminently  and  brutally  applied  it  has  been  a chal- 
lenge to  the  integrity  of  the  individuals  in  the  mob. 
As  the  police,  National  Guard  and  federal  troops 
become  more  sophisticated  in  riot  control  methods 
the  use  of  appropriate  confrontation  and  appropriate 
force  has  demonstrated  effectiveness. 

It  is  apparently  difficult  for  a large  portion  of  the 
populus  to  understand  that  the  Supreme  Court  rul- 
ings on  criminal  procedures  are  essentially  protec- 
tive in  nature  and  support  our  traditional  consti- 
tutional goals.  Unfortunately  the  operational  use 
of  these  new  interpretations  will  require  much  edu- 
cation, both  of  the  populus  and  particularly  the 
police  organizations.  Our  police  practices  and  the 
selection  and  training  of  police  officers  are  often 
anachronistic.  This  is  further  complicated  by  the 
fact  that  the  great  majority'  of  policemen  have  been 
trained  in,  and  are  dedicated  to,  methods  which 
have  always  left  a lot  to  be  desired  in  terms  of 
individual  rights. 

This  last  statement  can  pretty  well  set  the  tone 
for  my  final  remarks.  As  society  has  changed  and 
the  demands  upon  politicians  and  the  police  have 
changed,  reactions  of  course  are  late.  We  are  now 
constantly  confronted  with  cultural  lag  and  we 
do  not  vigorously  pursue  methods  to  minimize  this 
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lag.  In  a society  that  is  changing  as  rapidly  as  is 
ours,  we  are  going  to  have  to  anticipate  social 
disorganization  and  disfunction  with  all  its  unhappy 
effects.  The  strength  of  this  nation  has  been  its 
ability  to  allow  for  a change  and  to  contain  major 
changes  in  social  philosophy  and  political  behavior 
with  a relative  minimum  of  violence.  However,  we 
have  had  the  Civil  War,  we  have  had  labor  wars, 
we  have  had  marches  on  Washington  before  and 
we  will  continue  probably  for  many  years  in  the 
future  to  experience  occasional  convulsive  changes 
without  a complete  disorganization  of  our  govern- 
ment. It  is  for  every  thinking  citizen  to  renew  his 
faith  in  the  democratic  process,  while  at  the  same 
time  seriously  considering  the  need  for  a construc- 
tive change  which  constantly  confronts  us,  and  to 
devise  creative  and  useful  solutions  within  a peace- 
ful framework  as  rapidly  as  possible.  We  should 
also  recognize  that  all  solutions  are  in  some  ways 
disillusioning  and  that  in  the  future  provoke  further 
problems  which  in  turn  must  be  resolved.  The  will- 
ingness and  ability  to  effect  these  changes  within  a 
relatively  peaceful  context  is  the  standard  by  which 
the  value  of  our  nation  must  be  measured. 

Sincerely , 

MARTIN  D.  HAYKIN,  M.D. 


Portland,  Oregon 

Editor,  northwest  medicine: 

In  your  first  paragraph  you  wondered  if  we  should 
take  some  steps  to  regain  our  national  sanity,  if  in- 
deed we  have  lost  it,  and  I would  certainly  agree 
with  your  latter  statement,  which  doubted  that  we 
had  lost  it,  for  in  my  opinion,  we  have  not  lost  our 
national  sanity.  President  Johnson,  Governor  Rea- 
gan, Archbishop  Cook,  and  other  leaders,  on  the 
day  after  the  assassination  of  RFK  reiterated  the 
fact  that  our  nation  was  as  strong,  or  stronger,  than 
ever,  and  that  we  were  not  going  through  a national 
psychosis,  though  we  are  obviously  going  through 
some  troubled  times  which  are  still  a reflection  of 
the  adolescence  in  which  our  society  finds  itself. 
There  are  times  in  any  adolescent’s  life  that  he  goes 
through  great  upheavals,  which  may  seem  psychotic, 
but  if  the  thesis  is  hue  that  our  society  is  adolescent, 
then  the  thesis  is  also  true  that  we  will  go  through 
some  identity  crisis  of  adolescence  from  time  to  time. 

You  asked  about  the  basic  cause  of  the  numerous 
recent  manifestations  of  what  may  be  a kind  of 
national  illness,  and  I would  again  have  to  refer 
back  to  to  the  adolescence  that  our  society  con- 
tinues to  be  going  through.  As  nations  and  societies 
appear  from  historical  standpoint,  we  are  still  quite 
young,  and  we  are  still  finding  our  way,  and  possibly 


in  another  fifty  to  one  hundred  years  we  may  begin 
to  reach  maturity.  There  is  no  other  society  in 
history  which  has  tried  to  amalgamate  so  many 
different  cultures  and  backgrounds  as  we  have,  and 
no  other  society  has  offered  the  genuine  gift  of 
freedom  to  the  large  number  of  people  that  we  have. 

Gunnar  Myrdal,  in  1944  in  his  epic  volume  An 
American  Dilemma  predicted  the  present  crisis  as 
far  as  race  relations  were  concerned,  and  his  pre- 
dictions in  retrospect,  were  fantastically  prophetic. 

In  my  opinion,  gun  control  laws  are  all  overdue. 
One  does  not  let  children  play  with  dangerous 
weapons,  and  in  a society  of  200  million  people, 
there  are  a number  of  children  in  adults  clothing, 
who  have  access  to  terribly  dangerous  weapons. 
I’m  not  at  all  sure  how  enforceable  such  gun  control 
laws  would  be,  but  we  are  certainly  given  the  exam- 
ple of  England,  which  exists  very  nicely  with  almost 
no  firearms  available  to  the  general  population. 

I would  like  to  address  myself  briefly  to  the  prob- 
lem of  violence  which  obviously  is  receiving  a great 
deal  of  press  recently.  We  seem  to  have  discovered 
violence  in  our  society  recently,  particularly  with 
the  tragic  slayings  of  JFK,  Medger  Evers,  Martin 
Luther  King,  and  now  RFK,  and  some  of  us  seem 
to  think  that  this  is  something  new  in  our  society, 
and  an  indication  of  a national  illness.  A bit  of 
reflection  shows  that  violence  is  certainly  not  only 
a very  American  institution,  but  a very  human  insti- 
tution. Sigmund  Freud  pointed  out  the  aggression 
and  violence  that  lies  deep  within  all  of  us,  and  40 
years  ago  he  despaired  after  the  terrible  destruction 
of  World  War  I,  if  man  might  not  at  last  have  found 
the  methods  to  exterminate  himself.  This  of  course 
continues  to  be,  even  more  so,  the  number  one 
problem  of  our  world,  that  is  man’s  hostility  against 
himself,  now  that  he  has  access  to  the  ultimate 
weapon.  Laws,  rules  and  other  efforts  are  never 
going  to  do  away  with  man’s  hostility,  and  the  ever 
big  question  to  all  of  us  is,  how  are  we  going  to 
channel  our  hostility  in  such  a way  that  we  don’t 
blow  up  the  world? 

Up  until  recent  times  war  has  served  as  an  ex- 
cellent channel  for  man’s  hostility,  as  well  as  the 
ultimate  arm  of  foreign  policy  for  any  nation.  Of 
course  war  was  confined  to  very  young  men  who 
met  each  other  on  the  field  of  battle,  and  civilization 
was  never  threatened,  but  of  course  this  is  no  longer 
the  case.  The  ultimate  question  within  the  next 
generation  is  going  to  be,  can  we  successfully  chan- 
nel our  aggression  and  hostility  in  peaceful  com- 
petitive means,  such  as  the  race  to  the  moon,  the 
race  to  develop  the  SST,  international  soccer,  and 
other  similar  channels. 

Our  nation  was  founded  on  violence.  The  Roston 
Tea  Party  was  far  from  a non-violent  protest.  The 
Minute-men  at  Concord  and  Lexington  certainly 
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were  violent.  The  pioneers  who  wrestled  the  fron- 
tiers from  the  Indians  were  of  course  violent,  and 
the  millions  of  soldiers  who  fought  in  all  of  our 
wars  were  taught  and  encouraged  to  be  violent. 

One  of  the  most  interesting  paradoxes  of  human 
nature,  is  that  we  can  take  so-called,  peaceful,  non- 
violent men  off  the  street,  draft  them  into  the  army 
and  in  six  months  time,  turn  them  into  very  efficient, 
and  supposedly  happy,  organized  murderers,  in  the 
name  of  both  foreign  policy  and  national  defense.  An 
even  more  interesting  comment  on  human  nature, 
is  that  after  peace  has  been  declared,  these  same 
organized  murderers  can  be  turned  back  into  civilian 
life  and  be  assimilated  rather  nicely. 

Violence  and  killing  have  been  condoned  by  our 
society  since  its  inception  and  even  people  can  be 
honored  and  highly  decorated  for  this,  i.e.,  Sergeant 
York. 

Historically  in  all  societies,  cross-culturally  there 
are  only  two  universal  taboos.  One  is  incest,  which 
would  quickly  destroy  the  family,  and  the  other  is 
murder,  which  would  quickly  destroy  the  society. 
By  definition,  murder  is  the  killing  of  someone 
wtihin  the  tribal  or  national  group,  but  there 
has  never  been  a taboo  about  killing  somebody 
from  another  tribe  or  nation.  If  this  is  socialK 
sanctioned,  one  becomes  a hero. 

Recently,  we  have  been  treated  to  some  spec- 
tacular cases  of  murder,  but  the  unconscious  human 
mind  has  a great  deal  of  difficulty'  in  differentiating 
between  killing  within  the  national  group,  and  kill- 
ing outside  the  national  group,  and  it’s  a small 
wonder  that  a deranged  or  disturbed  mind  some- 
times fails  to  discern  between  a political  candidate 
or  a member  of  the  Viet  Cong. 

I would  like  to  mention  a word  about  social 
controls.  One  wonders  why  there  are  not  more 
murders  and  more  violence  in  our  society,  particu- 
larly after  one  has  been  listening  to  psychiatric 
patients  for  a number  of  years.  Many  of  us  feel 
that  there  are  subtle,  but  extraordinarily  powerful 
social  controls  that  are  exerted  within  a society', 
which  either  condone  or  condemn  violence,  and 
murder.  The  social  climate  of  Dallas  at  the  time 
of  the  assassination  of  JFK  has  been  well  docu- 
mented, and  the  social  climate  was  such  at  the 
time  that  a violent  act  towards  JFK  seemed  almost 
sanctioned,  at  least  to  an  individual  with  poor  judg- 
ment. The  social  climate  before  the  death  of  RFK 
was  such  that  he  engendered  a great  deal  of  hatred, 
and  the  same  is  true  of  Martin  Luther  King  in  the 
South. 

If  one  would  like  to  address  himself  to  the  prob- 
lem of  social  climate  and  what  can  be  done  about 
this,  then  I suspect  that  the  people  to  look  to  for 
guidance  as  far  as  forming  social  climate  is  con- 
cerned, would  be  the  leaders.  Leaders  set  social 


climate  as  well  as  events.  For  instance,  the  social 
climate  to  a very  large  degree  in  Germany,  prior  to 
World  War  II  was  set  by  the  leadership  of  Hitler, 
as  well  as  the  events  that  led  to  his  rise  to  power. 

The  Negroes  just  recently  discovered  the  positive 
gains  that  can  be  made  by  the  use  of  violence. 
The  labor  movement  discovered  this  between  the 
period  of  1870  and  1940  and  labor  profited 
greatly  from  the  violence  that  it  went  through 
at  that  point.  Interestingly  enough,  labor  has  now 
evolved  to  one  of  the  more  conservative  elements 
in  our  society,  and  if  our  society'  can  weather  the 
storm,  one  can  expect  the  same  from  the  black 
people  in  our  society. 

I would  not  like  to  see  us  totally'  condemn  vio- 
lence, for  it  certainly  has  had  its  positive  uses  in 
the  past,  though  unfortunately  somebody  gets  hurt, 
and  it  would  seem  in  a rational  society,  made  up 
of  rational  men,  that  there  must  be  a better  way 
to  promote  social  progress,  other  than  violence. 
Historically,  man  frequently  has  not  found  a better 
way,  for  instance  we  point  with  pride  to  the  begin- 
nings of  what  we  feel  is  the  greatest  society  the 
world  has  ever  seen,  our  own,  which  was  born  from 
a very  violent  struggle,  the  American  Revolution. 

I would  like  to  close  with  the  thought  that  it  is 
still  problematical  if  man  can  evolve  his  thinking 
and  his  social  institutions,  quickly  enough  to  avoid 
ultimate  self-destruction,  now  that  we  have  the 
ultimate  violent  weapon.  Just  hopefully,  man’s  in- 
stinct for  survival  will  outweigh  his  apparent  instinct 
for  aggression  and  possibly  self-destruction. 

Sincerely, 

ROBERT  MIGHELL,  M.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I thank  you  for  asking  me  to  comment  on  the 
violent  events  in  our  country'.  I share  y'our  wish 
that  worthwhile  contributions  will  be  forthcoming. 
But  psychiatrists  and  psychologists  unfortunately  do 
not  “understand  the  basis  of  action.”  In  fact,  the 
step  between  wish,  idea,  fantasy,  feeling  and  action 
is  one  we  know  very  little  about.  We  tend  to  be 
excellent  Monday  morning  quarterbacks.  Neverthe- 
less, I offer  some  of  my  thoughts. 

I think  that  the  shock  of  the  two  recent  assassi- 
nations upsets  us,  in  part,  as  a consequence  of  our 
denial  of  the  reality'  of  the  horrible  violence  that 
has  occurred  in  our  world  recently,  and  that  may 
potentially  occur.  Human  beings  carried  out  geno- 
cide in  Germany,  killed  300.000  in  Indonesia,  used 
atomic  bombs  in  Hiroshima  and  Nagasaki.  And 
now  there  is  Vietnam,  and  the  everpresent  nuclear 
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stockpiles.  Can  we  comprehend  such  enormity  of 
violence?  Mostly,  we  go  about  our  daily  lives  for- 
getting, denying,  negating. 

In  looking  at  killing,  one  becomes  aware  that 
much  homicide  is  not  criminal,  is  not  murder.  There 
is  criminal  homicide,  murder,  of  which  society  dis- 
approves and  non-criminal  homicide,  for  example 
in  war,  or  by  police,  which  society  approves  and 
supports.  One  type  is  legitimate  and  the  other 
illegitimate. 

Violence,  as  the  term  is  used,  refers  solely  to  the 
“bad”  things.  Thus  the  Watts  rioters  were  violent, 
were  bad,  and  the  fact  that  all  those  who  were 
killed  at  that  time  were  killed  by  police  is  not 

placed  under  that  rubric  but  rather  that  of  re- 

storing order,  a good  thing. 

In  relation  to  the  Kennedy  assassination,  1 would 
like  to  make  two  points.  First,  the  killer,  Mr.  Sir- 
han,  can  be  seen  as  having  carried  out  an  heroic 
act,  in  terms  of  values  we  approve.  If,  in  his 

view,  he  was  sacrificing  himself  for  his  country 

while  killing  a dangerous  enemy  of  his  nation,  is  this 
not  the  very  sort  of  act  for  which  we  in  America— 
and  most  all  other  nations— give  our  highest  honors? 

Second,  President  Johnson  in  his  passionate  speech 
to  the  nation,  said:  “We  cannot  sanction  the  appeals 
of  violence,  no  matter  what  its  cause,  no  matter 
what  the  grievance  from  which  it  springs.  There  is 
never,  never  any  justification  for  the  violence  that 
tears  at  the  fabric  of  our  national  life  . . . Let  us  put 
an  end  to  violence,  and  the  preaching  of  violence.” 
He  disregarded  the  fact  that  we  are  spending  26 
billions  a year  in  war,  that  our  people,  whom  he 
leads,  are  committing  violence  with  his  aid  and 
support.  More  Americans  will  be  killed— and  Ameri- 
cans will  kill  more  people— in  Vietnam  than  in  the 
United  States  in  1968. 

In  both  cases,  the  assassination  and  the  war,  we 
label  violent  what  we,  from  our  point  of  view,  see 
as  bad,  disapproved,  illegitimate.  The  same  activity, 
killing,  is  not  labelled  violent,  when,  from  our  point 
of  view,  it  is  approved,  and  legitimate. 

I don’t  think  we  can  continue  to  have  it  both 
ways.  In  fact,  killing  is  violent  whether  done  by 
Sirhan  Sirhan,  the  police,  our  boys  in  Vietnam, 
criminals,  the  North  Vietnamese,  the  Saigon  police 
chief  or  elsewhere  by  others.  Rap  Brown  said 
“Violence  is  as  American  as  cherry  pie.” (sic)  It  is 
far  more  than  American,  but  we  have  had  a big 
share  throughout  history.  The  gun  was  the  equalizer 
on  the  frontier.  And  we,  and  all  other  nations, 
agree  that  our  military  power,  our  power  to  destroy, 
makes  us  a great  nation.  We  can’t  expect  to  laud 
power  and  killing  at  one  moment  and  decry  it  at 
the  next  and  have  it  make  sense. 

We  must  appreciate  that  individual  aggressive- 
ness has  caused  much  less  violence  in  our  world’s 


history  than  has  order,  obedience,  unselfish  loyalty 
and  devotion  to  tribe,  nation,  religion,  or  political 
ideology.  C.  P.  Snow  has  noted  that  far  more 
heinous  crimes  have  been  committed  in  the  name 
of  obedience  than  in  the  name  of  rebellion.  And 
Arthur  Koestler  recently  stated,  “The  main  trouble 
with  man  appears  to  be,  not  that  he  is  an  exces- 
sively aggressive  creature,  but  an  excessively  loyal 
and  devoted  creature.” 

I would  like  to  comment  on  gun  control  laws. 
I believe  strongly  that  they  would  markedly  de- 
crease the  number  of  murders  in  America.  But  guns 
and  their  use  must  be  controlled  generally,  police 
and  government  guns  as  well  as  citizen  guns.  Re- 
pressive controls  in  other  areas,  like  in  our  city 
cores,  will,  if  done  by  police  and  guns,  only  an- 
nounce that  violence  is  the  way— and  it  appears  too 
often  to  be  the  only  response  in  our  repertoire— and 
will  produce  increased  violence.  Chicago  Mayor 
Daley  said,  “Shoot  the  looters”;  Mayor  Lindsay  said, 
“We  will  not  shoot  children  in  New  York.”  Which 
city  will  have  less  violence  this  summer? 

Finally,  I find  the  conception  of  a “sick”  society 
a useless  one.  I hope  the  response  to  your  appeal 
is  active,  rich  and  brings  new  ideas.  Thank  you 
for  the  opportunity. 

Sincerely, 

ARTHUK  L,  KOBLER,  PH.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  your  letter  of  June  6,  inviting  my 
assessment  and  evaluation  as  a psychiatrist  of  the 
trends  toward  increasing  violence  in  our  society  and 
raising  the  question  of  what  I think  should  be  done. 

A great  deal  is  being  said  and  written  currently 
on  this  subject  by  political  and  social  scientists,  and 
I note  there  was  a special  session  on  “Violence  in 
Modern  American  Society,”  at  the  recent  meetings 
of  the  American  Psychiatric  Association.  I believe 
that  psychiatrists  can  contribute  in  a special  way  to 
an  understanding  of  and  effort  to  cope  with  this 
and  other  social  problems,  although  the  transposition 
of  individual  psychodynamics  to  the  dynamics  of 
society  must  be  tentative  and  speculative  at  best.  In 
order  to  contribute  meaningfully  one  must  become 
politically  and  socially  conscious  and  knowledgeable 
as  a prerequisite— beyond  the  grave  concern  all  of 
us  feel  at  this  particular  moment. 

I believe  that  three  areas  of  increased  violence 
on  the  national  (and  world)  scene  should  be  kept 
clearly  separate  even  though  their  causes  interrelate 
and  they  undoubtedly  reinforce  each  other.  These 
are:  assassination  of  national  leaders,  the  Negro 
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riots  of  the  past  few  summers,  and  the  student 
sit-ins  and  resultant  violence  as  most  recently  exem- 
plified at  Columbia  University. 

Regarding  the  assassinations  I think  it  is  impor- 
tant to  note  that  the  Kennedys  and  Martin  Luther 
King  were  probably  killed  in  acts  of  individual  and 
isolated  hatred  by  presumably  paranoid  individuals 
whose  alienation  from  society  and  common  human 
values  was  peculiar  to  their  particular  disorders.  I 
don’t  doubt  that  the  “climate”  of  violence  in  our 
culture  contributed  to  the  acting  out  of  the  violent 
impulse  by  these  unstable  and  possibly  psychotic 
individuals— regardless  of  whether  conspiracy  is 
ruled  in  or  out.  The  “contagion”  of  violence  cer- 
tainly exists  with  unstable  individuals,  as  testified 
to  a couple  of  years  ago  by  the  killer  of  several 
people  in  a Phoenix  beauty  parlor  who  said  he  had 
been  “inspired,”  by  the  murder  of  the  nurses  in 
Chicago  and  the  sniper  killings  from  the  Texas 
tower.  I am  sure  that  the  contagion  also  exists  with 
riots  and  student  protests. 

As  for  the  “climate”  of  violence,  reflected  mainly 
in  the  Negro  riots  and  student  revolts,  I hold  three 
forces  responsible  for  the  marked  and  growing 
alienation  of  our  youth  and  dispossessed.  These 
are  the  population  increase,  the  tremendous  techno- 
logical emphasis  and  advances  since  the  atom  bomb 
and  Sputnik,  and  the  Vietnam  War.  .All  of  these 
are  in  my  opinion  interconnected  and  bear  on  the 
individual’s  diminished  “relatedness”  to  his  institu- 
tions. As  the  number  of  young  people  and  urban 
poor  increase,  the  government  and  university  admin- 
istrations have  paradoxically  become  less  responsive, 
and  less  concerned  with  human  values.  They  are 
too  caught  up  with  entrenched  policies  such  as  the 
race  to  the  moon  and  the  Vietnam  effort— both  of 
which  epitomize  the  unresponsiveness  of  our  govern- 
ment to  the  burgeoning  human  problems  at  home. 
The  feelings  of  helplessness  and  desperation  to  alter 
the  national  course  logically  would  breed  violence, 
I think,  however  deplorable  it  may  be,  as  the  only 
hope  for  changing  the  implacable  direction  of  our 
national  resources. 

Television  is  often  cited  as  playing  an  important 
catalytic  role  in  the  breeding  of  violence,  and  I 
agree  that  it  does.  Its  main  influence  is  through  the 
ready  communication  of  affluent  middle  class  life 
and  its  discrepancy  with  ghetto  life  to  the  ghetto 
inhabitants.  Whether  violence  in  the  content  of 
TV  shows  is  important  is  a moot  question  and  should 
be  studied,  as  should  many  questions  dealing  with 
humanity’s  welfare.  A similar  moot  question  is 
whether  today’s  college  youth  suffer  excessive  im- 
maturity and  especially  low  frustration  tolerance 
due  to  lack  of  optimal  trauma  and  frustration  in 
their  earlier  years.  I personally  doubt  the  import- 
ance or  validity'  of  such  sweeping  generalizations 


compared  to  the  larger  issues  mentioned  above. 

Having  said  what  I consider  to  be  the  underlying 
causes  of  the  malady,  I should  like  to  suggest  two 
main  approaches  to  treatment— the  first  aimed  at 
the  underlying  causes  which  involve  basic  change 
in  the  society  and  its  institutions  and  requires  much 
time,  and  the  other  aimed  at  palliation  and  mainte- 
nance. • 

As  for  treating  causes,  we  should  of  course  heed 
Walter  Lippman’s  reminder  that  the  recognition  of 
ignorance  is  the  beginning  of  wisdom.  First  I think 
we  need  a great  deal  of  study  with  the  involvement 
of  major  monetary’  and  manpower  resources  in  the 
attempt  to  understand  how  we  might  achieve  greater 
social  justice  in  this  country  with  the  successful  pro- 
motion and  espousal  of  respect  for  the  individual 
and  for  human  life.  It  is  deplorable  that  an  excel- 
lent instance  of  a study  already  made,  namely  the 
Kerner  Report  on  Civil  Disorders  with  its  indict- 
ment of  white  racism  and  its  suggestions  of  specific 
measures,  has  so  far  only  led  to  further  cynicism  and 
alienation.  The  failure  of  the  President  or  the  Con- 
gress to  act  toward  implementation  of  this  report 
is  exactly  the  kind  of  thing  that  I believe  the  rioting 
is  all  about.  However,  at  best,  social  reform  will 
of  course  be  slow  and  I agree  with  those  who 
caution  against  promising  immediate  and  sweeping 
remedies. 

Our  own  crusade  as  doctors  for  the  preservation 
of  the  physician-patient  relationship  has  meaningful 
analogies  in  the  need  to  preserve  and  enhance  the 
student-teacher,  policeman-citizen,  and  parent-child 
relationships  from  the  alienation  of  affluence,  tech- 
nology7, racism,  and  the  burgeoning  size  of  insti- 
tutions associated  with  poulation  growth.  We  must 
also  recognize  as  physicians  however  that  we  too 
represent  an  entrenched  institution  and  must  there- 
fore seek  to  be  more  responsive  to  changing  times  in 
our  private  as  well  as  our  professional  lives. 

Turning  to  palliative  or  maintenance  measures, 
I do  certainly  favor  strong  gun  control  legislation 
as  a syunbol  of  our  concern  as  well  as  for  the  re- 
duction of  shootings  that  would  result.  I see  no 
reason  to  fear  further  infringement  of  our  civil 
liberties  if  this  long  outmoded  “right”  were  with- 
drawn by  constitutional  amendment  eventually  and 
meanwhile  by  legislation  at  all  levels.  I also  favor 
the  enlargement  and  better  pay  and  training  of  the 
police  force  with  an  emphasis  on  their  having  special 
education  in  psychology  and  other  social  sciences  as 
well  as  in  the  use  of  nonviolent  techniques.  I am 
convinced  that  severe,  violent  repression  only  breeds 
violence,  whereas  judicious,  psychologically  astute 
measures  such  as  “show  of  force,”  can  succeed  much 
better  in  matters  of  riot  control. 

In  conclusion,  I doubt  that  we  are  “losing  our 
national  sanity7,”  in  the  sense  that  violence  and  un- 
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controlled  aggression  are  breaking  out  in  a way 
comparable  to  a patient  whose  defenses  are  decom- 
pensating as  he  enters  a schizophrenic  psychosis. 
I feel  that  violence,  though  certainly  increased 
greatly  is  also  much  more  in  evidence  than  formerly 
and  that  social  unrest  and  change  are  altering  the 
picture  of,  and  awareness  of,  violence.  There  is 
currently  an  increased  emphasis  on  it  in  areas  where 
it  didn’t  formerly  exist  and  we  are  most  aware  of  it 
currently  in  the  flagrant  instances  against  our  estab- 
lished institutions  whereas  in  the  past  it  has  been 
of  less  national  concern  because  it  was  in  behalf  of 
our  institutions.  I have  in  mind  such  things  as 
the  large  number  of  Negro  lynchings,  and  capital 
punishment  on  the  part  of  the  State.  I believe  it 
is  undoubtedly  the  rapid  rate  of  social  change  and 
the  overall  alienation  of  the  youth  and  dispossessed 
due  to  the  causes  I mentioned  above  that  make  us 
feel  “sick”  and  make  us  worry  (and  rightly  so  in 
my  opinion)  about  violence  as  a symptom  and  index 
of  our  disorder.  The  probably  senseless  murders  of 
the  two  Kennedy  brothers  and  Martin  Luther  King 
by  mentally  deranged  or  unstable  individuals,  like 
the  massacre  of  a dozen  or  so  people  from  the  Texas 
Tower  by  a schizophrenic  youth  with  a rifle,  should 
not  make  us  fear  for  our  national  sanity  aside  from 
our  unrealism  in  failing  to  take  rational  steps  in 
the  control  of  firearms  to  cut  down  on  the  incidence 
of  such  unfortunate  tragic  events.  The  less  sense- 
less violence  in  the  ghettos  and  university  campuses 
is  a different  matter  and  though  bewildering  and 
frightening  is  analogous  to  the  outbreak  of  severe 
life  threatening  symptoms  of  a chronic  quiescent 
disorder  brought  on  by  a period  of  rapid  develop- 
mental change  such  as  puberty.  The  illness  is  real, 
the  developmental  change  can’t  be  reversed,  and 
all  resources  must  be  drawn  upon  to  battle  for  hu- 
man life. 

Sincerely, 

GEORGE  H.  ALLISON,  M.D. 


Seattle,  Washington 

Editor,  northwest  medicine: 

Thank  you  for  asking  me,  on  the  occasion  of  the 
shock  of  Senator  Kennedy’s  death,  to  respond,  as  a 
psychiatrist,  to  your  questions  concerning  violence. 
I am  afraid  I have  little  to  offer,  knowing  my  own 
severe  limitations  in  correctly  diagnosing  illness  in 
individuals,  I am  less  able  then  to  diagnose  it  in 
groups,  and  certainly  unable  to  diagnose  it  in  na- 
tions. However,  there  are  at  present  springing  up 
about  the  nation  scientific  centers  for  the  study  of 
violence  and  perhaps  they  will  be  able  to  answer 
your  questions,  though  I fear  they  will  be  much, 


as  the  past  groups  for  the  study  of  lynching,  simply 
statistical  reservoirs. 

As  a citizen  I believe  we  are  not  a sick  nation 
but  one  that  is  losing  its  innocence.  If  there  is  any 
sickness  in  us  it  lies  with  our  surprise  that  our  paths 
of  violence,  so  like  powerful  nations  of  the  past, 
reap  their  only  reward— more  violence. 

As  far  as  government  programs  and  commissions 
are  concerned,  look  to  the  record.  Commissions  most 
consistently  produce  reports  which  eventually  fill 
archives.  Speculation  leads  me  to  believe  that  they 
are  devices  either  to  secure  the  vapid  reassurance, 
“it  will  not  happen  again,”  or  to  contain  guilt  to 
some  immediate  situation.  Remember  that  the  ac- 
cused in  the  assassination  of  President  Lincoln  were 
held  literally  speechless.  In  addition  to  their  chain 
the  prisoners  had  hoods  locked  over  their  heads  and 
about  their  necks.  There  was  to  be  but  one  report. 
Governments,  more  than  men,  are  preoccupied  with 
survival.  When  ascertaining  facts  and  responsi- 
bilities the  rules  are  very  different  for  governments 
than  for  individuals. 

But  perhaps  as  a psychiatrist  I can  help— for  what 
is  most  important  is  to  know  in  the  face  of  vio- 
lence how  to  help  our  patients,  our  families,  and 
ourselves.  Here  there  is  hope.  In  his  exquisitely 
sensitive  collection  of  private  reflections  Dag  Ham- 
merskjold  distilled  the  thought,  “Acts  of  violence— 
whether  on  a large  or  a small  scale,  the  bitter  para- 
dox: the  meaningfulness  of  death  and  the  meaning- 
lessness of  killing.”  It  is  for  us  to  understand  the 
meaningfulness  of  death.  The  deaths  of  Robert 
Kennedy,  Count  Bernadotte,  Mahatma  Ghandi, 
Martin  Luther  King,  and  John  F.  Kennedy  are  to 
be  remembered.  Each  man  of  different  color,  creed, 
clime,  and  character  but  all  good  and  decent  men 
who  have  died  violently. 

It  is  for  us  as  physicians  to  turn  the  tide  of  sick 
depression  and  shock  which  comes  with  the  news 
of  violent  death.  It  is  for  us  to  help  each  man  pick 
up,  in  a good  and  decent  way,  the  burden  of  human- 
ness which  violence  has  torn  from  abler  shoulders. 
When  patients  come  with  confusion  and  shock,  often 
masked  as  dreary  fatigue  or  psychosomatic  com- 
plaints, they  need  help  to  mourn,  not  to  have  their 
feelings  suppressed  by  blandishment  or  sedation. 
They  need  help  to  work  through  their  grief  rather 
than  to  have  it  solidified  into  disfiguring  chronic 
depression— mild  should  the  depression  remain  as 
cynicism  or  transitory  symptoms— malignant  if  agi- 
tated into  the  wrath  of  divorce,  child-beating,  sui- 
cide, alcoholism,  or  any  other  forms  of  revenge 
on  life. 

There  are  regular  steps  which  every  human  goes 
through  in  his  own  unique  way  if  mourning  is  to 
successfuly  re-establish  love  and  growth  of  charac- 
ter. Shock,  disbelief,  denial,  anger,  remorse,  hurt. 
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X-Ray  of  the  Month 


SUBMITTED  BY  WASHINGTON  STATE  RADIOLOGICAL  SOCIETY 


A 54-year-old  male  with  vague  abdominal  pain. 


see  page  677 
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HIGHLIGHTS 


WASHINGTON/ALASKA  REGIONAL  MEDICAL  PROGRAM 

500  UNIVERSITY  DISTRICT  BUILDING  / SEATTLE.  WASHINGTON  98105 


• Cystic  fibrosis  project  at  Children’s 
Orthopedic  Hospital  funded 

• Physicians  give  opinions  on  continuing 
education  courses  and  heart  disease, 
cancer  and  stroke  patient  care 

• Coronary  care  problems  analyzed  from 
many  sides 

• Alaska  medical  records  workshop  held 


VOL  1,  NO.  3 


JULY,  1968 


l/VSMA  POLL  WILL  AFFECT 
CONTINUING  EDUCATION 


What  are  Washington  State  physi- 
cians’ habits  and  preferences  in  contin- 
uing medical  education?  Are  their  needs 
being  met?  How  do  they  think  their 
care  should  be  improved  for  heart,  can- 
cer and  stroke  patients? 

Answers  to  these  and  other  questions 
Aiere  determined  in  a poll  conducted 
ointly  by  the  Washington  State  Medical 
Education  and  Research  Foundation  and 
he  Washington/Alaska  Regional  Medi- 
:al  Program.  The  Foundation  was 
ormed  by  the  Washington  State  Medi- 
:al  Association  to  improve  opportunities 
n continuing  education. 

Seventy-five  percent  or  3,564  of  the 
otal  questionnaires  mailed  out  have 
>een  returned,  according  to  Dr.  Roland 
’inkham,  president  of  the  Foundation. 
Returns  were  still  being  received  at 
>ress  time.)  He  said  that  the  data  will 
>e  used  cooperatively  by  both  organiza- 
'ons  to  sponsor  the  type  of  continuing 
ducation  desired  by  physicians.  Fur- 
her  processing  will  determine  how  an- 
wers  differed  among  rural  and  urban 
ractitioners  and  among  specialties  and 
ge  groups.  A final  report  will  be  dis- 
puted to  all  licensed  physicians  in 
eptember. 

The  responses  tabulated  at  press 
me  (2,610  or  54.6  percent)  indicated 
iat  nearly  as  many  physicians  found 
ood  continuing  education  courses  to 
ttend  in  state  as  out  of  state,  and  the 
lajority  were  satisfied  with  those  at- 
• Courses  sponsored  by  specialty 
were  regarded  as  the  most 


effective;  specialty  journals  were  the 
preferred  method  of  ’keeping-up’.  Lack 
of  time  was  listed  as  the  chief  deterrent 
to  continuing  medical  education. 

Most  physicians  considered  financial 
barriers  the  greatest  obstacle  to  im- 
proved care  for  the  victims  of  heart  dis- 
ease and  cancer.  More  ancillary  health 
personnel  was  considered  the  next  im- 
portant need  for  improved  care. 

However,  they  reported  rehabilitation 
facilities  as  a number  one  need  of 
stroke  patients  with  reduced  cost  of 
service  second. 

(See  page  3 for  tabulated  results  on 
other  questions.) 


CCU  LEADERS  EXAMINE 
PROBLEMS  AT  WORKSHOP 


Eighty  physicians  and  nurses  from  42 
Washington  and  Alaska  hospitals  ana- 
lyzed problems  of  coronary  care  at  a 
conference/ workshop  sponsored  re- 
cently by  the  Regional  Medical  Program 
at  Lake  Wilderness. 

Resource  people  from  various  fields 
presented  a broad  range  of  issues. 
Henry  Kastner,  attorney,  Washington 
State  Medical  Association  discussed 
medico-legal  aspects;  Chief  Gordon 
Vickery,  Seattle  Fire  Department,  out- 
lined emergency  transportation  of  car- 
diac victims;  and  Holace  Perry,  R.N., 
explained  the  Washington  State  Heart 


RMP  TICKER  TAPE 


. . . news  was  just  received  at  press 
time  that  the  project  for  early  case 
detection  and  improved  care  of  cystic 
fibrosis  patients  was 
funded  for  $54,761 
by  the  Division  of 
Regional  Medical 
Programs.  Funds 
will  be  used  to  un- 
derwrite studies  to 
demonstrate  econ- 
omy and  accuracy 
of  a method  of  de- 
tection and  mass 
screening  devel- 
oped jointly  by  Dr. 
Stanley  Stamm,  pro- 
co-director  of  the 
Cystic  Fibrosis  Care  and  Research  and 
Training  Center  at  Children's  Ortho- 
pedic Hospital  and  the  staff  of  the  De- 
partment of  Nuclear  Engineering  at  the 
University  of  Washington.  Technique 
used  for  detecting  CF,  the  most  serious 
lung  problem  of  American  children  to- 
day, involves  measuring  the  amount  of 
sodium  on  samples  of  nails,  sweat, 
saliva  and  hair  in  a nuclear  reactor. 

. . . Frank  Baker  of  the  Planning  and 
Community  Affairs  Agency  was  ap- 
pointed ex-officio  member  of  the  Re- 
gional Advisory  Committee.  Baker, 
chief,  Comprehensive  Health  Planner, 
will  provide  liaison  between  the  closely 
related  Public  Laws  89-749  and  89-239. 

. . . Nurses  from  Alaska  received 
three  days  of  special  training  at  the 
RMP  coronary  care  mock-up  unit  at  the 
Pacific  Science  Center.  Instructors  for 
continued  on  case  2 


Stanley  Stamm,  M.D. 
ject  director  and 


W/ARMP  SPOTLIGHT 


Dr.  Roland  D. 
Pinkham,  well- 
known  Seattle  sur- 
geon, has  been 
active  in  the  Wash- 
ington/Alaska Re- 
gional Medical  Pro- 
gram since  its 
formation  in  Sep- 
tember 1966. 

The  practicing 
surgeon  is  an  ex- 
officio  member  of 
the  Regional  Advisory  Committee  and  is 
chairman  of  the  Consulting  Committee 
for  W/ARMP. 

He  also  works  closely  with  W/ARMP 
in  his  capacity  as  President  of  the 
Washington  State  Medical  Education 
and  Research  Foundation. 

The  Foundation,  created  two  years 
ago  by  the  WSMA  to  reduce  costs  and 
improve  health  care,  is  conducting  a 
joint  survey  with  W/ARMP  to  determine 
opinions  of  physicians  on  continuing 
medical  education.  (See  story  page  1.) 

Dr.  Pinkham  is  past-president  of  the 
King  County  Medical  Service  Bureau, 
trustee  of  the  King  County  Medical  So- 
ciety, past  president  of  WSMA  and  past 
governor  of  the  American  College  of 
Surgeons. 

His  professional  affiliations  include 
American  Board  of  Surgery,  American 
Association  for  Thoracic  Surgeons,  Pa- 
cific Coast  Surgical  Association,  North 
Pacific  Surgical  Society,  Seattle  Surgical 
Society,  American  College  of  Surgeons 
and  the  Washington  Chapter  of  the 
American  College  of  Surgeons. 

A native  Seattleite,  Dr.  Pinkham  was 
graduated  from  the  University  of  Wash- 
ington and  received  his  medical  degree 
from  Stanford  University.  He  was  a 
faculty  member  of  Stanford  Medical 
School  for  five  years  and  is  now  a clini- 
cal associate  professor  of  surgery  at  the 
University  of  Washington  School  of 
Medicine. 


Roland  D.  Pinkham, 
M.D. 


. . . TICKER  TAPE  continued  from  page  1 

the  workshop  were  obtained  by 
W/ARMP. 

...  Dr.  Paul  Shields’  class  for  cardio- 
pulmonary technicians  is  getting  so 
much  response  he’s  starting  a new  one 
for  24  more  students  this  fall.  Classes 
for  this  W/ARMP  project  are  held  at 
Spokane  Community  College. 

. . . Twelve  physicians  have  com- 
pleted postgraduate  preceptorship  train- 
ing offered  in  Spokane  and  Seattle  hos- 
pitals by  W/ARMP,  and  during  the  com- 
ing months  others  will  take  part  in  the 
program  . . . 


LAB  TRAINING  PROJECT 
OFF  TO  GOOD  START 


Twenty-five  laboratory  technologists 
from  a number  of  Washington  and 
Alaska  communities  are  receiving  on- 
the-job  continuing  education  this  sum- 
mer in  a project  sponsored  by  the  Re- 
gional Medical  Program. 

‘‘We  are  pleased  that  the  majority  of 
participants  are  from  rural  areas,  such 
as  Morton,  Waterville,  Metaline  Falls, 
Davenport,  Kenai  and  Cordova,  since 
the  aim  of  the  project  is  to  assist  those 
in  small  peripheral  hospitals,"  said  Dr. 
Robert  Fouty,  project  director. 

Technologists  are  given  individualized 
training  at  one  of  12  designated  labora- 
tories located  in  Anchorage,  Bellingham, 
Seattle,  Spokane,  Tacoma  and  Yakima. 

Efforts  in  Alaska  are  directed  towards 


providing  locum  tenens  and  special  i| 
struction. 

The  laboratory  staff  of  the  Comm 
nity  Hospital  in  Anchorage  received  fo ' 
weeks  of  intensive  on-the-job  training 
microbiology  to  learn  new  proceduri 
and  review  basic  knowledge.  Instruct 
for  the  course  was  Sam  Eng,  chief  tecj 
nician  of  the  clinical  microbiology  la 
oratory  at  the  University  Hospital 
Seattle. 

A medical  technologist  from  Seat' 
was  sent  to  Kenai  this  month  to  relie 
the  solo  technologist  while  he  tak< 
training  in  Anchorage.  As  funds  v> 
allow  the  locum  tenens  will  remain  i 
Alaska  to  cover  other  laboratories,  s a 
Dr.  Fouty. 


JOHN  HOGNESS,  M.D.  checked  the  patient  schedule  of  Amos  Bratrude,  M.D.,  whc 
he  replaced  for  two  weeks  at  the  Family  Medical  Center  in  Omak,  an  isolated  rui\ 
community  in  Northcentral  Washington.  Dr.  Bratrude  is  chairman  of  the  Commissi 
on  Education  for  the  Washington  Academy  of  General  Practice.  Dr.  Hogness,  De 
of  the  University  of  Washington  School  of  Medicine  since  1964,  formerly  practic 
internal  medicine  in  Seattle.  Dr.  Bratrude  is  a member  of  the  Advisory  Committee 
W/ARMP,  and  Dr.  Hogness  is  a member  of  the  National  Advisory  Council  of  Divisi<\ 
of  Regional  Medical  Programs,  National  Institutes  of  Health. 


MEDICAL  RECORDS  WORKSHOPS 
HELD  IN  JUNEAU,  ANCHORAGE 


Medical  records  personnel  in  Alaska 
are  few  and  far  between  but  the  major- 
ity of  them  met  in  Juneau  and  Anchor- 
age for  a two-day  workshop  in  May. 

Kathleen  Waters,  R.R.L.,  and  director 
of  the  School  of  Medical  Record  Science 
at  Providence  Hospital  in  Seattle,  in- 
structed the  short  courses  held  in  both 
locations  primarily  to  assist  Medicare 
certified  facilities  in  maintaining  quality 
of  medical  records,  their  systems  and 
controls. 

Workshops  were  a cooperative  proj- 
ect of  the  Medical  Care  Unit  of  Alaska 
Health  and  Welfare  Department,  Wash- 
ington/Alaska Regional  Medical  Pro- 


gram and  the  Alaska  State  Hospi 
Association. 

‘‘Program  content  provided  inform 
tion  to  those  needing  basic  understar 
ing  of  health  care  record  systems, 
eluding  an  awareness  of  legal  and 
creditation  standards  and  practices, 
well  as  to  those  more  knowledgeable 
record  management,"  said  Anna  Wt 
zel,  medical  care  coordinator,  Ala? 
Health  Department. 

Representatives  from  15  out  of  ■ 
possible  17  certified  hospitals  2 
seven  other  facilities  attended  the  me 
ings.  Some  participants  traveled  me- 
than  1,000  miles  for  instruction. 


:CU  LEADERS  AIR  PROBLEMS 
ontinued  from  page  1 

association’s  role  in  CCUs. 

Featured  speakers  from  the  Inter- 
lountam  Regional  Medical  Program  in 
alt  Lake  City  were:  Dr.  C.  Hilmon 
astie,  director  who  presented  problems 
nd  progress  of  CCUs;  Dr.  John  Reed, 
irector  of  cardiology,  LDS  Hospital, 
ho  explained  the  role  of  computers, 
nd  Barbara  Kerr,  R.N.,  who  reviewed 
ducation  programs. 

Following  general  meetings,  delegates 
:t  to  the  nitty  gritty  of  coronary  care 
small  workshop  sessions,  each  con- 
ining  a resource  person.  In  the  final 
inference  analysis  all  problems  were 


grouped  into  five  major  categories  and 
committee  chairmen  were  appointed  to 
study  these  areas. 

Chairmen  and  their  assignments  are: 
Dr.  Werner  Samson,  head  of  CCU  at 
Ballard  Hospital,  CCU  staff  education; 
Dr.  Gordon  Logan,  director  of  Provi- 
dence Hospital  Heart  Center,  data  col- 
lection and  evaluation;  Dr.  Robert  Conn, 
physician-in-chief  King  County  Hospital, 
emergency  transportation  of  cardiac 
victims;  Dr.  J.  C.  Michel,  director  of 
Swedish  Hospital’s  CCU,  Washington 
State  building  codes  on  CCUs  and  Dr. 
Robert  Levenson,  statement  of  nurse 
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responsibility  in  cardiopulmonary  resus- 
itation.  <' 

Chairmen  will  report  their  findings  to 
the  CCU  Project  team  of  W/ARMP  for 
distribution  among  conference  partici- 
pants. Persons  interested  in  serving  on 
committees  are  invited  to  contact  the 
chairmen. 


PHYSICIANS  RATE  CONTINUING  EDUCATION  COURSES 

(Editor’s  note:  These  figures  constitute  results  of  2,610  questionnaires  or  5 4.6%  of  the  total  number  of  phy- 
sicians polled.  Questionnaires  were  sent  to  all  licensed  physicians  who  are  residents  of  the  state  of  Washing- 
ton. Results  of  other  questions  in  the  survey  are  summarized  on  page  1.) 


QUESTION  4:  Grade  from  1 to  4 
(1  is  most  valuable,  4 is  least 
valuable)  the  following  courses  and 
programs  according  to  their  overall 
effectiveness  in  your  continuing 
medical  education,  irrespective  of 
convenience  and  cost.  (Please 
leave  blank  any  which  you  do  not 
attend.) 


QUESTION  5:  What  other  media  do 
you  like  to  use  in  “keeping  up”  with 
your  continuing  medical  education. 
Grade  from  1 to  4 (1  is  most  valu- 
able, 4 is  least  valuable). 


Most 

Least 

Valuable 

Valuable 

Respondents 

1 

2 

3 

4 

5* 

N 

(%) 

(%) 

(%> 

(%) 

(%) 

2007 

55 

27 

10 

6 

2 

Specialty  Groups 

1905 

48 

33 

12 

7 

1 

1 to  3 Day  Symposia 

1029 

45 

17 

10 

23 

5 

Extensive  Postgrad.  Courses 

1757 

28 

34 

21 

15 

2 

Reg.  Recurring  Hospital  Programs 

1090 

18 

33 

25 

21 

2 

Circuit  Courses 

1525 

10 

31 

32 

25 

2 

Annual  Meeting  WSMA 

1594 

6 

17 

27 

48 

2 

County  Medical  Society 

Most 

Least 

Valuable 

Valuable 

Respondents 

1 

2 

3 

4 

5* 

N 

(%) 

(%) 

(%) 

(%) 

(%) 

2346 

67 

16 

8 

7 

3 

Specialty  Journals 

2317 

27 

36 

23 

11 

2 

General  Journals 

2003 

26 

39 

22 

12 

1 

Medical  Texts 

992 

26 

19 

15 

35 

6 

Audio  Digest 

977 

11 

24 

25 

35 

4 

Motion  Picture 

2185 

11 

26 

30 

31 

2 

Throw-Aways 

759 

8 

11 

17 

54 

11 

Med.  Educational  TV 

652 

7 

9 

12 

59 

13 

Tel-E-Med 

* Grade  5 was  added  by  respondents. 


SPECIAL  QUESTION:  What  do  you 
believe  are  the  needs  for  increased 
emphasis  with  regard  to  patient 
care  in  your  community  in  the 
management  of  heart  disease,  can- 
cer and  stroke.  Please  rank  from 
1 to  4 (1  is  greatest,  4 is  least 
need).  Please  leave  blank  any  item 
with  which  you  are  not  familiar. 


[Number  of  respondents  in  ( ) ] 

1 

Heart 
2 3 

4 

1 

Cancer 
2 3 

4 

1 

Stroke 
2 3 

4 

Diagnostic  facilities 

18 

(1056) 
18  18 

45 

23 

PERCENT 
(1109) 
19  19 

39 

16 

(279)** 
13  20 

51 

Rehabilitation  facilities 

29 

(1074) 
31  20 

19 

23 

(965) 
26  24 

25 

56 

(1281) 
23  9 

8 

Trained  Ancillary  personnel 

29 

(1052) 
31  20 

17 

22 

(975) 
30  22 

23 

39 

(1147) 
39  12 

11 

Physicians  specially  trained  in: 

18 

(971) 
18  20 

43 

19 

(977) 
23  19 

37 

22 

(961) 
24  19 

34 

Treatment  facilities 

17 

(990) 
23  24 

35 

19 

(1010) 
27  24 

30 

27 

(1019) 
27  20 

24 

Elimination  of  financial 

35 

(1055) 
20  21 

20 

40 

(1116) 
22  17 

17 

41 

(1103) 
23  15 

17 

barriers  to  the  availability 
of  service 

(96) 

mentioned  “other” 

(98) 

mentioned  “other" 

(90) 

mentioned  “other” 

**  This  figure  based  only  on  first  689 
questionnaires  received. 


FOOTNOTE:  All  percents  rounded  to  nearest  whole  figure. 


EDITORIAL 


by  Amos  P.  Bratrude,  M.D. 

Member,  Regional  Advisory  Committee 

For  the  past  two  years  I have  been 
making  almost  monthly  pilgrimages  to 
the  Great  Ivory  Towers  to  help  with  the 
work  of  the  Washington/ Alaska  Regional 
Medical  Program.  It  was  with  rather 
mixed  emotion  that  I attended  the  first 
organizational  meeting,  not  sure 
whether  I would  rather  assist  at  the 
birth  of  a government  program  or  its 
demise.  I found  that  others  had  the 
same  dubious  feelings.  However,  with 
the  passage,  of  time  and  a great  deal  of 
words,  the  members  of  the  Advisory 
Committee  began  to  feel  a concept  of, 
and  a need  for,  this  program. 

Perhaps  there  is  no  exact  answer  as 
to  what  should  be  done  to  improve  care 
of  victims  of  heart,  cancer  and  stroke 
in  Washington  and  Alaska  but  we  have 
found  many  things  that  could  and 
should  be  done.  Certainly,  in  this  two- 
year  period,  mistakes  have  been  made, 
and  undoubtedly  some  important  con- 
siderations were  overlooked.  Neverthe- 
less, with  the  cooperation  of  all  health 
professions,  many  things  were  thought 
about,  and  much  has  been  accom- 
plished. We  can  now  say  that  we  defi- 
nitely have  a program  moving  forward. 

The  feeling  is  developing  among  my 
colleagues  that  the  RMP  is  going  to  be 
a "Doctors’  Program.”  It  appears  to  be 
moving  in  such  a way  that  it  is  going 
going  to  give  the  family  physician  stat- 
ure and  help  him  with  his  practice.  As 
a general  practitioner  in  a rural  com- 
munity, I look  at  this  development  of 
communications  and  rapport  between 
center  and  front  line  physicians  as  one 
the  most  important  functions  of  the 
W/ARMP. 


CARDIOPULMONARY  STUDENT  Jean- 
etta  Seipp  of  Spokane  is  putting  her 
training  into  action  this  summer  at 
Cabrini  Hospital  under  the  guidance  of 
Dr.  William  Conroy,  medical  director 
(above).  Miss  Seipp  will  assist  in  in- 
halation therapy  and  CCU.  She  is  en- 
rolled in  a two-year  cardio-pulmonary 
technician  course  sponsored  by 
W/ARMP  and  taught  by  Dr.  Paul  Shields 
in  Spokane. 


DR.  DIXY  LEE  RAY,  right,  director  of  the 
Pacific  Science  Center,  inspects  the 
W/ARMP  coronary  care  mock-up  with 
Judy  Feltz,  R.N.,  from  Providence  Hos- 
pital, Seattle.  The  mock-up,  housed  in 
the  Life  Sciences  Building  of  the  Cen- 
ter, was  used  by  104  nurses  (including 


Miss  Feltz)  last  year  who  enrolled  in  th 
University  of  Washington  School  c 
Nursing  CCU  course.  Finishing  touche 
were  added  recently  to  the  mock-uf. 
such  as  descriptive  material,  drape ; 
furniture  and  carpets. 


PATIENT  SURVEY  MAY  COVER  9 STATES 


A Regional  Medical  Program  study  of 
patient  origins  which  began  last  year  in 
eastern  Washington  hospitals  has  grown 
into  an  extensive  project  which  may 
cover  nine  western  states,  according  to 
Tasker  K.  Robinette,  W/ARMP  associate 
director  of  project  planning  and  devel- 
opment. 

The  study  will  supply  hospitals  with 
valuable  information  on  patients  such  as 
place  of  residence,  source  of  referral, 
amount  and  type  of  health  insurance 
and  length  of  stay  in  the  hospital.  The 
study  will  also  include  their  age,  sex, 
and  discharge  diagnosis. 

Several  Spokane  hospital  administra- 
tors conceived  the  idea  of  the  study  last 
summer.  Questionnaire  forms  were 
adapted  by  the  RMP  from  an  original 
design  developed  by  the  Regional  Health 
Planning  Council.  Mechanics  of  the 
operation  were  arranged  and  by  Sep- 
tember the  project  was  underway  in  15 
eastern  Washington  hospitals. 

To  standardize  data,  the  study  in- 
cluded only  those  patients  discharged 
from  general  hospitals  from  September 
through  November  1967. 

By  October  ten  more  hospitals  were 
added  at  the  request  of  the  Northwest 
Washington  Hospital  Council. 

After  hospitals  in  southern  Washing- 
ton were  added  in  February  1968,  it 
became  apparent  that  the  study  should 
be  done  state-wide.  W/ARMP  staff  met 
with  members  of  both  the  Regional 
Health  Planning  and  Comprehensive 
Health  Planning  Board  and  Hill  Burton 


representatives  and  received  their  a; 
surance  of  cooperation  and  financi; 
assistance  to  complete  the  study. 

In  the  meantime,  the  study  wa 
started  in  Oregon,  Idaho,  Californi; 
Utah,  Nevada,  Wyoming,  Colorado  an 
Montana  and  plans  are  underway  to  ir 
elude  Alaska  next  year. 


INFORMATION  ON  STROKE  CARE  is  bt 
ing  obtained  this  summer  from  a nurr 
ber  of  physicians  in  a W/ARMP  projei 
directed  by  Ann  P.  Carter,  M.D.,  U l 
Preventive  Medicine  Department.  Ph) 
sicians'  views  on  diagnosis,  treatmer 
and  rehabilitation  of  stroke  victims  ar 


Jeing  recorded  by  UW  medical  stc 
Jents.  Bill  Hunter,  '68,  discusses  hi 
( Anrhnraop)  with  Dr  Cdrt&r. 


sadness,  and  then  forgiveness  with  regrovvth,  are 
every  man’s  path.  No  man  can  be  hurried,  but  each 
can  be  helped  to  find  his  way  through  the  suffering 
and  free  himself  of  a burden  of  hate  and  revenge 
and  heaviest  of  all,  the  temptation  to  retreat  from 
humanity. 

It  is  for  the  physician,  with  his  special  place  of 
responsibility  and  understanding,  to  share  with  the 
living  the  knowledge  of  mutual  loss,  in  order  that 
we  can  together  reach  for  the  community  of  under- 
standing and  the  reality  of  human  dignity  which  so 
many  good  and  decent  men  have  died  in  seeking. 
We  are  practicing  our  profession  best  when  we  help 
men  see  things  within  themselves  as  they  really 
are.  Only  then  can  they  act  with  understanding— 
not  violence. 

Sincerely, 

RALPH  CRAWSHAW,  M.D. 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

I concur  with  your  belief  that  we  are  overdue 
in  the  examination  of  the  present  epidemic  of  vio- 
lence in  this  country  and  I do  not  think  that  we 
have  far  to  look  to  see  many  of  the  contributing 
factors  in  this  national  phenomenon.  On  the  basis 
of  what  we  know  about  the  genesis  of  violent  be- 
havior, we  could  have  predicted  ten  years  ago  that 
the  amount  of  violence  would  increase  and  I think 
we  can  say  quite  definitely  that  it  will  continue  to 
increase  without  end  unless  some  very  definitive 
steps  are  taken  promptly.  If  such  steps  are  taken, 
then  we  may  see  a diminution  of  this  violence  be- 
ginning in  15-20  years. 

What  information  supports  such  statements?  It  is 
based  upon  two  simple  but  consistent  observations: 

1)  violence  is  a learned  way  of  solving  problems; 

2)  it  has  been  shown  repeatedly  that  future  juve- 
nile delinquency  can  be  predicted  with  a high 
degree  of  certainty  in  individuals  when  they  are 
age  six,  and  almost  equally  well  by  age  three.  Geo- 
graphic mobility  combined  with  advertising  of 
hedonism  reinforce  these  two  fundamental  defects. 

That  violence  is  a contagious  and  learned  behavior 
is  an  everyday  observation  witnessed  most  clearly 
in  children  where  violence  on  the  part  of  one  spreads 
to  involve  others.  Teachers  know  very  well  that  if 
they  remove  one  particular  trouble  maker  from  a 
class,  the  remainder  of  the  class  may  settle  down. 
Need  we  mention  how  violence  expands  in  crowds 
to  become  riots?  Educational  television  goes  to  great 
lengths  to  demonstrate  its  principles  vividly  and  in 
action.  Why  then  should  we  be  surprised  that  crime 
and  violence  increase  when  the  magnitude  and 
vividness  with  which  all  types  of  violence  are  de- 


picted on  TV  and  in  the  movies  is  ever  expanded? 

In  studies  of  the  family  backgrounds  of  murderers, 
the  only  thing  that  has  consistently  stood  out  is  a 
history  of  tremendous  brutality  and  violence  within 
the  home,  usually  demonstrated  by  the  father.  I 
think  it  is  quite  likely  that  the  violence  demon- 
strated by  the  father  figure  in  this  country,  the 
President,  in  carrying  on  a war  about  which  the 
country  is  divided  and  against  people  who  are  por- 
trayed as  backward  and  helpless,  has  legitimized 
the  concept  of  violence  as  a way  of  solving  problems 
in  the  minds  of  many. 

With  regard  to  the  prediction  of  delinquency  early 
in  life,  the  findings  of  Sheldon  and  Eleanor  Glueck 
that  later  delinquency  could  be  predicted  with  dis- 
concerting accuracy  before  age  six  has  been  con- 
firmed by  each  subsequent  investigator.  Briefly,  they 
show  that  the  chances  of  a child  becoming  delin- 
quent are  directly  related  to  the  love  and  affection 
that  he  obtains  in  the  home,  particularly  the  love 
and  affection  of  the  father.  This  is  confirmed  once 
again  in  an  article  in  the  June  1968  issue  of  the 
Archives  of  General  Psychiatry  by  Anderson  entitled 
“Where’s  Dad?”  He  shows  in  a controlled  series 
that  it  is  the  presence  of  the  father  that  is  important 
in  the  development  of  ideals  and  conscience  in  a 
boy,  die  mother’s  presence  being  relatively  unim- 
portant to  him  as  it  pertains  to  development  of 
conscience.  My  own  experience  with  female  nar- 
cotic addicts  confirms  that  it  is  the  presence  of  a 
competent  father  figure,  not  the  mother,  that  is 
important  in  the  girl’s  development  of  a wholesome 
concept  of  herself  in  society.  This  breakdown  of 
the  family  is  aggravated  by  anachronistic  policies 
of  our  divorce  courts  which  consistently  favor  the 
mother.  Even  when  the  mother  is  grossly  incompe- 
tent the  children  may  be  awarded  to  her.  As  a 
result  of  this  families  are  frequently  broken  because 
mothers  embark  on  divorce  knowing  that  they  will 
get  any  children  of  the  union.  Fathers  not  only  feel 
frustrated  and  helpless,  but  worse,  they  lose  respect 
in  the  eyes  of  the  child.  Certainly,  until  the  sup- 
port of  the  matriarchal  system  by  the  judicial  system 
is  altered,  we  will  continue  to  see  an  increasing 
number  of  broken  homes  and  absent  father  figures, 
with  inevitable  delinquency.  It  is  not  an  accident 
that  all  of  the  recent  publicized  murderers  from 
Oswald  and  Sirhan  to  the  man  in  the  Texas  tower 
all  had  fathers  who  were  absent,  distant,  or  pre- 
occupied with  guns  and  violence. 

Geographic  and  social  mobility  contributes  to  the 
problems  engendered  by  absent  fathers  and  pro- 
grammed violence.  In  interviewing  delinquents  it 
is  not  at  all  unusual  to  find  kids  who  have  lived 
in  ten  different  homes  and  been  cared  for  by  a 
multitude  of  strangers  and  distant  relatives.  Such 
patterns  make  it  exceedingly  difficult  for  the  child 
to  form  a solid  identification  with  any  one  individual 
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and  to  learn  that  life  proceeds  along  predictable 
lawful  lines.  Further,  he  does  not  have  the  oppor- 
tunity to  benefit  from  the  consequences  of  his 
actions.  If  he  does  something  useful,  it  is  unlikely 
that  he  will  be  rewarded  and  if  he  does  something 
dangerous  or  illegal,  the  likelihood  of  his  being 
punished  are  small;  either  he  or  the  victim  may 
move  before  action  occurs.  Why  should  he  develop 
allegiances  when  he  will  be  moving  soon?  Each 
time  he  places  his  investment  in  a person  he  is  not 
around  long  enough  to  benefit  from  the  reward 
and  he  soon  learns  not  to  make  allegiances  and  to 
be  a law  unto  himself.  Habits  thus  fashioned  so 
early,  are  exceedingly  hard  to  change  and  may  re- 
quire an  entire  new  generation. 

A contributing  factor,  of  course,  is  the  continual 
emphasis  on  hedonism  in  our  movies,  TV,  and  ad- 
vertising. Minimal  emphasis  is  placed  on  the  type 
of  rewards  that  most  adults  really  seek.  Frustration 
tolerance  is  discouraged.  Instead  the  emphasis  is 
placed  on  luxurious  and  conspicuous  consumption 
by  hypomanic  diletantes.  Why  postpone  any  grati- 
fication when  the  friendly  loan  company  is  glad  to 
help  you  Live  Now? 

Certainly  a phenomenon  influenced  by  so  many 
variables  would  be  impossible  to  control  by  any 
one  remedy.  Certainly,  what  is  necessary  is  to: 
1)  deemphasize  the  matriarchy  aspects  of  our  so- 
ciety and  reintroduce  the  influence  of  the  father. 
Momism  as  a cult  should  be  discouraged.  Father 
of  the  Year  should  get  at  least  as  much  news  as 
Mother  of  the  Year.  This  can  be  done  in  a highly 
effective  manner,  I think,  by  some  changes  in  ju- 
dicial interpretation.  2)  Some  sort  of  control  over 
the  amount  of  violence  in  the  mass  media  must  be 
attempted  without  limiting  legitimate  free  speech. 
3)  An  attempt  to  influence  advertisers  to  adopt 
more  mature  techniques  should  be  made.  4)  At- 
tempts should  be  made  to  diminish  geographic 
mobility.  5)  Make  criminal  offenders  more  aware 
of  their  actions.  By  this  I mean  such  things  as 
having  the  offender  reimburse  his  victim,  and  having 
punishments  more  relevant  to  the  crimes.  Tied  to 
this  is  to  make  prosecution  and  punishment  of 
criminals  much  more  prompt  so  that  the  cause-effect 
relationship  could  be  seen  more  easily  and  somehow 
diminish  the  fact  that  if  one  has  sufficient  money 
he  can  avoid  many  jail  sentences. 

I feel  that  suggestions  to  increase  the  influence 
of  religion  and  patriotism  in  the  education  of  the 
young  are  not  operationally  very  meaningful  unless 
an  intact  family  supports  the  child.  For  most  per- 
sons, God  is  an  authority  figure  modeled  after  the 
father  figure.  If  the  real  father  is  non-existent  or 
impotent  in  the  lives  of  children,  the  influence  of 
religion  will  be  relatively  little.  Once  the  concept 
of  the  father  or  authority  figure  is  established  in 
the  critical  age  from  2-7,  religious  and  patriotic 


influences  can  exert  additional  beneficial  support. 

Sincerely, 

PAUL  H.  BLACHLY,  M.D. 

Twin  Falls,  Idaho 

Editor,  NORTHWEST  MEDICINE: 

In  response  to  your  letter  of  June  7,  1968, 
question  #1  regarding  the  basic  cause  of  numerous 
recent  manifestations  of  violence:  I do  not  believe 
recent  assassinations,  riots,  and  looting  are  sub- 
stantially different  from  occurrences  in  most  cul- 
tures throughout  recorded  history.  However,  I be- 
lieve improved  communications  and  increased  popu- 
lation have  brought  all  these  spectacular  and  serious 
problems  closer  to  the  entire  population  than  in 
any  previous  period.  I do  not  believe  that  our  nation 
or  culture  is  comparatively  any  sicker  than  previous 
cultures.  However,  this  does  not  mean  that  we 
should  be  complacent  or  tolerant  of  these  matters. 
I feel  many  of  these  acts  of  violence  are  perpetrated 
by  people  from  disorganized  and  disturbed  family 
backgrounds,  in  many  cases  the  results  of  several 
generations  of  intra-psychic,  intra-family,  and  social 
and  economic  sickness. 

Proposed  measures  such  as  the  regulation  of  sale 
and  registration  of  ownership  of  firearms  appear 
entirely  reasonable  to  me.  I have  no  objection  to 
them,  but  I feel  there  will  be  no  significant  effect 
on  the  total  picture  of  crime  and  violence. 

What  should  be  done?  Only  a very  broad  pro- 
gram including  removal  of  gross  economic  and 
educational  injustices  as  well  as  discrimination 
along  social  and  economic  lines;  the  provision  of 
broad  and  extensive  preventive  measures  in  the  field 
of  mental  health  including  provisions  of  vastly  ex- 
panded psychological  and  counseling  services 
through  the  schools  with  referral  of  disturbed  fami- 
lies to  mental  health  facilities  equipped  to  do  ade- 
quate family  therapy;  review  of  laws  pertaining  to 
the  responsibilities  of  divorced  men  toward  their 
families;  the  provision  of  meaningful  and  rewarding 
jobs  for  adolescents;  the  provision  of  young  adult 
education  in  the  field  of  family  life  and  communica- 
tion; review  of  our  welfare  provisions  to  allow  self 
help  without  economic  penalty  to  those  who  wish 
to  work. 

There  are  undoubtedly  many  other  reasonable 
measures  in  addition.  In  this  era  psychiatry,  soci- 
ology and  government  must  combine  to  relieve  the 
level  of  severe  deprivation  and  frustration  and  to 
create  possibilities  of  intellectual  and  emotional 
growth  especially  among  young  children.  Only  in 
this  way  will  our  society'  rise  above  the  chaos  and 
violence  which  has  been  the  rule  instead  of  the 
exception  in  society  throughout  history. 

Sincerely. 

KENNETH  R.  BRIGGS,  M.D. 
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OREGON 


Official  Report 

PROCEEDINGS  OF  THE  MIDYEAR  MEETING  OF  THE 

HOUSE  OF  DELGATES 

APRIL  19-21  - GEARHART,  OREGON 


Continuing  education  requirements  for  member 
physicians,  lower  maximum  blood-alcohol  levels,  a 
“Great  Medical  Decisions”  program  and  a Depart- 
ment of  Family  Practice  at  the  Medical  School  were 
among  numerous  recommendations  adopted  at  the 
midyear  meeting  of  the  Oregon  Medical  Asso- 
ciation’s Houseof  Delegates,  April  19-21. 

Convening  at  Gearhart  on  the  Oregon  Coast,  the 
delegates  also  urged  hospitals  to  discontinue  all 
sales  of  cigarettes,  opposed  the  establishment  of 
drug  formularies  and  recommended  steps  to  assess 
the  cost  of  compensation  by  the  Public  Welfare 
Commission  on  the  basis  of  “usual  and  customary” 
fees.  Many  other  actions  of  concern  to  Oregon 
physicians  and  their  patients  were  also  taken. 

Continuing  Education  Requirements 

The  establishment  of  “a  minimum  level  of  ac- 


credited continuing  medical  education  as  a prerequi- 
site to  continued  membership  in  the  Association” 
was  recommended  by  the  Council  on  Medical  Edu- 
cation and  was  unanimously  approved  by  the  House 
of  Delegates.  The  recommendation  further  stated 
that  the  “House  of  Delegates  of  the  OMA  shall 
approve  all  rules  and  regulations  to  implement  this 
principle  in  accordance  with  the  established  evalua- 
tion and  accreditation  mechanisms  in  medical  edu- 
cation of  the  AMA.” 

Noting  increased  pressure  on  physicians  to  dem- 
onstrate their  high  qualifications,  the  Council  warned 
that  a “ ‘quality  of  medical  care  audit,’  if  not  under- 
taken by  the  medical  profession  itself,  will  probably 
be  imposed  on  the  profession  through  an  undesirable 
mechanism  such  as  re-licensure.” 

With  the  adoption  of  this  recommendation,  the 
Council  was  given  responsibility  for  developing  a 
specific  program  for  implementation. 
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'Usual  and  Customary " Compensation  by  PWC 


Lower  Legal  Blood-Alcohol  Level 


What  would  be  the  cost  to  the  Public  Welfare 
Commission  if  it  were  to  compensate  physicians 
according  to  “usual  and  customary”  fees?  The  Com- 
mittee on  Charitable  Medical  Care  recommended 
specific  actions  to  answer  this  question  and  its 


Greetings  from  the  profession  were  extended  by  John  V.  Straumfjord,  M.D.,  Astoria; 
J.  Richard  Raines,  M.D.,  Portland,  President-elect  of  OMA;  and  Glenn  M.  Gordon, 
M.D.,  Eugene,  President  of  OMA.  Others  at  the  head  table  included  Mrs.  Russell  L. 
Baker,  Mrs.  William  B Blackstone,  Mr.  James  M.  Thomsen,  Mrs.  William  L. 
Lehman,  Mrs.  G.  Prentiss  Lee  and  Mrs.  Harry  B.  Moore. 


recommendations  were  approved  by  the  House  of 
Delegates. 

Under  the  proposal  adopted,  the  Welfare  Com- 
mission will  be  requested  to  provide  the  incidence 
over  a twelve-month  period  of  procedures  listed 
in  the  Physicians’  Section  of  the  Guide  for  Public 
Welfare  Medical  Services.  Similarly,  Oregon  Phy- 
sicians’ Service  will  be  requested  to  provide  the 
Welfare  Commission  with  the  aggregate  costs  for 
the  State  as  a whole  and  by  region  based  on  “usual 
and  customary”  charges  in  the  respective  areas. 

In  view  of  the  action  of  the  OMA  House  of 
Delegates  in  1965,  adopting  the  position  that  no 
new  arrangements  with  a government  agency  should 
be  made  except  on  the  basis  of  the  “usual  and  custo- 
mary” fee  principle,  it  was  emphasized  that  this 
principle  should  be  applied  to  relationships  with 
the  Welfare  Commission  as  soon  as  possible. 


A recommendation  that  the  maximum  legal  blood- 
alcohol  level  of  motor  vehicle  drivers  be  reduced 
also  received  the  House  of  Delegates’  unanimous 
endorsement.  In  response  to  a report  of  the  Com- 
mittee on  Traffic  Safety,  the  delegates  agreed  that 

the  Oregon  legislature 
should  be  urged  to  lower 
the  maximum  blood-alco- 
hol level  to  0.10  per  cent, 
concentration  above  that 
figure  being  considered 
conclusive  presumption  of 
intoxication,  and  any  con- 
centration above  0.08  per 
cent  being  considered  dis- 
putable presumption  of 
intoxication. 

In  support  of  this  rec- 
ommendation the  Com- 
mittee on  Traffic  Safety 
cited  studies  which  indi- 
cate that  “a  blood-alcohol 
level  of  0.10  is  associated 
w'ith  a 6-10  fold  increase 
in  accident  risk  per  mile. 
At  a level  of  0.15  the 
risk  increases  25-50  fold.” 
“Statistical  evidence  in- 
dicates that  it  is  not  the 
moderate  social  drinkers 
or  even  the  comparatively 
immoderate  social  drink- 
ers who  represent  the 
most  serious  traffic  haz- 
ard. Instead,  the  greatest 
risk  is  the  problem  drink- 
er—the  chronic  alcoholic. 
He  is  involved  in  approximately  one-third  of  all 
severe  or  fatal  accidents.” 

“An  average  160  lb.  man  must  consume  seven 
drinks  within  a four-hour  period  to  reach  a 0.10 
alcohol  concentration.  At  this  level  most  people 
are  aware  of  their  impaired  coordination  and  faulty 
perception.  Accordingly  they  do  not  attempt  to 
drive.  However,  chronic  alcoholics  are  inclined  to 
ignore  or  deny  the  symptoms  of  their  intoxication.” 
The  Committee  also  noted  that  nine  other  states 
and  many  European  countries  have  maximum  blood 
alcohol  levels  of  0.10  or  lower. 

" Great  Medical  Decisions " 

A recommendation  that  the  OMA  sponsor  a 
“Great  Medical  Decisions”  program  was  received 
from  the  Study  Committee  on  Grass  Roots  Repre- 
sentation and  approved  by  the  House  of  Delegates. 
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As  the  program  is  outlined  by  the  Committee, 
members  of  the  Association  will  be  polled  as  to 
choice  of  subject  for  the  following  year’s  program. 
The  program  will  be  held  in  conjunction  with  the 
annual  meeting  and  will  feature  top  lay  and  pro- 
fessional speakers  on  the  subject  selected. 

The  Delegates  also  voted  that  the  first  program 
should  focus  on  “Medical  Legislation  and  Politics.” 
Local  societies  will  be  encouraged  to  inform  them- 
selves on  this  topic  during  the  year,  to  organize 
study  groups,  and  to  invite  guest  speakers  to  local 
meetings  dealing  with  the  topic  which  has  been 
selected  statewide. 

UOMS  Department  of  Family  Practice 

The  House  of  Delegates  approved  a resolution 
urging  the  University  of  Oregon  Medical  School  to 
establish  a Department  of  Family  Practice.  The 
resolution  cited  numerous  studies  made  in  recent 
years  which  have  “pointed  to  the  need  for  more 
and  better-trained  family  physicians.  Requests  for 
physician  placements  received  by  the  Oregon  Medi- 
cal Association  show  an  overwhelming  desire  for 
family  practice.” 

Introduced  by  the  Washington  County  Medical 
Society,  the  resolution  further  stated  that  “the  Uni- 
versity of  Oregon  Medical  School  has  been  notably 
deficient  in  training  for  and  inducing  students  to 
enter  general  practice.”  It  called  on  the  Council 
on  Medical  Education  to  initiate  discussions  with 
the  Medical  School  on  this  subject. 

Sale  of  Cigarettes  in  Hospitals 

“The  Oregon  Medical  Association  recommends  to 
Hospital  Boards  and  Administrators  of  all  hospitals 
in  this  State  the  discontinuance  of  all  sales  of  cigar- 
ettes in  hospitals  and  the  removal  of  cigarette  vend- 
ing machines.” 

This  was  the  policy  statement  approved  by  the 
delegates  acting  on  a resolution  introduced  by  Law- 
rence M.  Lowell,  M.D.,  Trustee  from  the  First 
District.  “This  Association  continues  to  recognize 
cigarette  smoking  as  one  of  the  major  causes  of 
morbidity  and  mortality  in  the  United  States,  and 
the  sale  of  cigarettes  in  hospitals  does  not  have  our 
sanction  or  approval.” 

Drug  Formularies 

Opposition  to  the  “establishment  of  drug  formu- 
laries by  either  the  federal  or  the  state  government” 
was  urged  by  the  Committee  on  Pharmacy  and 
Drugs,  and  was  adopted  by  the  House  of  Delegates. 

Commenting  on  several  proposals  before  the  U.S. 
Senate,  the  Committee  noted  that  the  Oregon  Public 
Welfare  Commission  presently  employs  a formulary 
(“Basic  Drug  List  and  Maximum  Prices”).  “We 
have  seen  no  evidence  that  by  setting  maximum 


prices  for  specific  drugs  the  Commission  has  saved 
the  public  more  than  it  has  spent  in  enforcing  and 
administering  the  formulary.” 

The  Committee  also  warned  that  formularies 
“raise  the  same  questions  raised  by  generic  pre- 
scription; indeed  formularies  and  formulary  com- 
mittees are  an  efficient  means  of  forcing  generic 
prescription  on  physicians  in  the  long  run.” 

Voluntary  Health  Insurance 

Several  recommendations  by  the  Committee  on 
Voluntary  Health  Insurance,  relating  to  charges  by 
physicians  for  completing  health  insurance  forms, 
the  assignment  of  benefits  of  health  insurance  poli- 
cies, and  the  definition  of  “reasonable  charges,”  were 
approved  by  the  House  of  Delegates. 

Relative  to  charges  for  completing  health  insur- 
ance forms,  the  Committee  recommended  the  fol- 
lowing amendments  to  previously  established  policy: 

a.  That  the  attending  physician  supply  his  patient 
with  a “proof  of  loss ” without  charge  which 
he  may  use  in  claiming  any  benefits  which  may 
be  due  him  under  a health  insurance  policy. 

b.  That  the  attending  physician  may  make  a 
charge  for  providing  a “proof  of  loss”  to  more 
than  one  insurance  company. 

c.  That  a physician  may  make  his  “usual  and 
customary ” charge  when  he  must  search  his 
records  in  order  to  (1 ) provide  more  detailed 
information  to  the  insurance  company;  or 
(2)  satisfy  a request  from  an  insurance  com- 
pany for  information  regarding  a patient  for 
evaluating  insurability. 

The  delegates  reaffirmed  the  Association’s  policy, 
adopted  in  1958,  “strongly  urging  health  insurance 
companies  and  plans  not  to  recognize  the  assign- 
ment of  all  policy  benefits  to  one  party  providing 
services  when  the  policy  includes  protection  against 
the  costs  of  both  physicians’  services  and  hospital 
care.” 

Also  reaffirmed  was  the  definition  of  “reasonable 
charges”  adopted  on  June  5,  1966  by  the  Board 
of  Trustees. 

“That  a reasonable  charge  for  professional  medical 
services  in  Oregon  shall  be  determined  on  the 
basis  of  whether  such  charge  is  “usual  and  custo- 
mary” and  whether  there  were  extenuating  cir- 
cumstances. “Usual  and  customary”  charges  shall 
be  defined  as 

a.  “A  usual  charge  shall  be  that  charge  made  by 
the  physician  to  the  majority  of  his  private 
patients  for  like  service. 

b.  A charge  shall  be  considered  customary  if  it 
is  within  the  average  range  of  usual  charges 
prevailing  in  the  community  by  physicians  of 
like  training  and  experience  in  performing  like 
service. 
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c.  Extenuating  circumstances  are  conditions  de- 
veloping with  respect  to  the  care  and  treatment 
of  a specific  patient  which  would  make  a 
charge  above  the  usual  and  customary  justi- 
fiable.” 

Blue  Cross  Relative  Value  Schedule 

A resolution  introduced  by  the  Clackamas  County 
Medical  Society  urged  the  Association  to  call  on 
Blue  Cross  of  Oregon  to  “refrain  from  referring  to 
their  relative  value  study  schedule  as  one  developed 
by  the  medical  pofession  as  a guide  in  establishing 
fees  unless  the  said  relative  value  study  has  been 
approved  by  the  Oregon  Medical  Association  as 
up-to-date,  accurate,  and  accepted  by  most  phy- 
sicians in  Oregon.”  This  resolution  was  approved 
by  the  House  of  Delegates. 

“ Usual  and  Customary " under  Workmen's 
Compensation 

Introduction  of  a bill  in  the  next  legislature  to 
provide  for  “usual  and  customary”  fees  in  compen- 
sating services  to  injured  workmen  was  recom- 
mended by  the  Committee  on  State  Industrial 
Affairs. 

Reminding  the  delegates  of  opposition  to  the 
“usual  and  customary”  fee  principle  from  Associated 
Oregon  Industries  and  from  the  insurance  industry 
in  general,  the  Committee  contended  that  this  prin- 
ciple will  probably  never  be  adopted  in  Oregon 
unless  it  is  specifically  provided  for  in  the  law. 

The  Committee’s  recommendation  was  endorsed 
by  the  House  of  Delegates. 

The  delegates  also  approved,  with  two  exceptions, 
the  rules  and  regulations  governing  the  medical  care 
of  injured  workmen  in  the  State  of  Oregon.  Rule  1, 
specifying  the  time  within  which  physicians  must 
submit  the  first  report  of  an  injured  workman,  was 
approved  with  the  exception  of  sanctions  or  pen- 
alties for  delay  which  have  a financial  contingency. 

Mental  Health  Coverage 

In  the  area  of  prepaid  health  insurance,  the  Com- 
mittee on  Mental  Health  recommended  that  a meet- 
ing be  arranged  with  representatives  of  insurance 
plans  for  the  purpose  of  obtaining  “equitable  and 
reasonable  coverage  for  treatment  of  mental  and 
emotional  illness.”  This  recommendation  was  ap- 
proved, along  with  a further  recommendation  that 
the  Association  sponsor  “a  State  Mental  Health 
Conference,  preferably  before  the  next  annual  ses- 
sion of  OMA.” 

Local  Comprehensive  Health  Planning 

Component  societies  are  urged  to  “become  im- 
mediately and  deeply  involved  in  health  planning 
activities  . . . and  to  work  toward  the  establishment 
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of  local  voluntary  health  planning  committees." 

Acting  affirmatively  on  the  report  of  the  Com- 
mittee in  Public  Law  89-97  (Comprehensive  Health 
Planning)  the  House  of  Delegates  adopted  the 
recommendation  that  “each  component  society  be 
requested  to  select  a member  or  appoint  a com- 
mittee to  assume  leadership  in  comprehensive  health 
planning  in  its  area  and  report  such  member  or 
committee  to  the  Association,  and  the  Oregon  Medi- 
cal Association  arrange  a meeting  of  these  repre- 
sentatives with  the  Governor  and  representatives  of 
his  Health  Planning  Committee  by  August  1,  and 
further,  that  the  results  of  this  meeting  be  reported 
at  the  next  meeting  of  the  House  of  Delegates  in 
October,  1968.” 

Maternal  Welfare 

The  following  revisions  in  the  Rules,  Regulations, 
and  Standards  for  Hospitals  in  Oregon  were  ap- 
proved in  response  to  a report  submitted  by  the 
Committee  on  Maternal  Welfare: 

a.  That,  in  addition  to  obstetric  patients  admitted 
for  delivery,  patients  with  non-infectious  ob- 
stetric complications  and  non-infectious  female 
patients  may  be  admitted  to  the  maternity 
department  of  a hospital. 

b.  That  vaginal  examinations  may  be  made  by 
registered  nurses  who  have  been  properly 
trained  in  this  technique  as  well  as  by  licensed 
physicians. 

These  changes  were  proposed  by  the  Oregon  State 
Board  of  Health. 

In  addition  to  approving  the  above  changes  the 


Mr.  Dan  Lewis,  SAMA  President,  Oregon  Chapter,  present- 
ed a brief  report  on  the  progress  of  Oregon  SAMA, 
outlining  the  students’  present  and  projected  activities. 
Others  shown  above  include  Mr.  Jim  Levy,  Vice  Presi- 
dent, Region  VII,  SAMA;  Mrs.  Russell  L.  Baker,  President- 
elect, Woman’s  Auxiliary  to  OMA;  and  Mrs.  William 
Lehman,  President,  Woman’s  Auxiliary  to  OMA. 


Adding  the  finishing  touches  to  the  seashore  motif  at  the 
Windjammer  Hotel,  site  of  the  Spring  Session  of  the 
Woman’s  Auxiliary  to  the  OMA,  were  Mrs.  William  L. 
Lehman,  President,  Mrs.  Donald  Kerr,  Hostess;  Mrs.  Rus- 
sell L.  Baker,  President-elect;  Mrs.  Frederick  F.  Rawls, 
Hostess;  Mrs.  Guy  R.  McCutchan,  Chairman  of  the  Spring 
Session;  and  Mrs.  Charles  Sparks,  Co-Chairman. 

delegates  authorized  the  Committee  on  Maternal 
Welfare  to  resume  maternal  death  studies  discon- 
tinued in  1959,  and  authorized  the  creation  of  a 
special  committee  to  review  the  requirement  of  the 
State  Board  of  Health  that  silver  nitrate  be  applied 
to  the  eyes  of  all  newborn  for  the  prevention  of 
ophthalmia  neonatorum. 

Venereal  Disease 

Support  of  a nation-wide  survey  of  the  incidence 
of  venereal  disease  during  the  second  quarter  (April 
through  June)  of  1968  was  recommended  by  the 
Committee  on  Venereal  Disease  and  approved  by 
the  House  of  Delegates.  Physicians  were  urged  to 
report  any  such  cases  in  accordance  with  Oregon 
statutes. 

The  delegates  also  encouraged  the  development 
of  continuing  education  programs  on  the  diagnosis, 
treatment  and  reporting  of  venereal  diseases. 

Medical  History 

“Wholehearted  support”  of  the  House  of  Dele- 
gates was  given  to  the  report  and  recommendations 
of  the  Committee  on  Oregon  Medical  History. 
Among  the  recommendations  approved  were: 

1.  That  the  Bertha  Hallam  Rare  Book  Fund  be 
established  on  a permanent  basis  to  serve  as 
a repository  for  contributions  from  any  source 
and  that  the  Committee  be  authorized  to  invite 
contributions  annually. 

2.  That  the  mural  commissioned  by  the  Commit- 
tee in  commemoration  of  100  years  of  medical 
education  in  Oregon  be  permanently  located 
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anticostive* 

hematinic 


PERITINIC* 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Ba 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

■ Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  (Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing  hematinic?  We’ll  send  you 
samples  if  you’ll  send  a request  on 
your  Rx  blank,  addressed  to 
Department  150.) 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7— €062 


at  the  University  of  Oregon  Medical  School. 

■3.  That  a centennial  medical  capsule  be  im- 
planted at  an  appropriate  location  at  the  OMA 
headquarters,  the  capsule  to  contain  documents 
related  to  the  centennial  observance  and  not  to 
be  opened  until  March  3,  2067. 

4.  That  the  Committee  be  authorized  to  arrange 
for  a plaque  to  be  placed  in  an  appropriate 
place  at  Willamette  University  commemorating 
the  founding  of  the  Willamette  University 
Medical  Department  on  March  3,  1867. 

Furnishing  of  Blood 

Neither  the  furnishing  nor  the  administration  of 
blood  for  therapeutic  purposes  should  be  considered 
the  sale  of  a commodity;  nor  should  transfer  of 
tissues  such  as  corneas,  bone  and  organs  for  trans- 
planting be  considered  as  sale  of  a commodity  by 
any  person  participating  therein.  This  was  the  po- 
sition adopted  by  the  House  of  Delegates  in  response 
to  a recommendation  by  the  Committee  on  Blood 
Banks  and  Transfusion  Services.  A legislative  pro- 
posal will  be  introduced  in  the  1969  Oregon  Legis- 
lature for  the  purpose  of  implementing  this  prin- 
ciple. 

“Where  courts  have  declared  blood  and  blood 
products  to  be  commodities  for  sale,  physicians  in 
selecting  such  products  for  the  treatment  of  their 
patients  may  run  the  risk  of  being  declared  in 
restraint  of  a trade  under  the  laws  of  the  United 
States.” 

It  was  noted  that  the  AMA  has  also  recommended 
that  legislation  be  introduced  to  clarify  the  definition 
of  a service  and  the  sale  of  a commodity. 

Local  Emergency  Care  Committees 

The  report  of  the  Committee  on  Disaster  Medical 
Care,  recommending  that  component  societies  be 
urged  to  form  an  emergency  medical  services  com- 
mittee, also  received  the  approval  of  the  House  of 
Delegates.  These  local  committees  would  include 
representatives  from  local  government,  police,  fire 
departments,  ambulance  services,  hospitals,  profes- 
sional nurses,  Red  Cross,  and  school  boards  in  addi- 
tion to  medical  society  representatives. 

The  Committee  informed  the  delegates  that  State 
emergency  medical  services  programs  under  the 
1966  Traffic  Safety  Act  are  already  underway.  Local 
committees,  initiated  by  the  medical  profession, 
would  provide  the  needed  direction  to  these  fed- 
erally financed  programs,  stated  the  report. 

Public  Information  Program 

A proposal  to  develop  a public  information  pro- 
gram was  submitted  by  the  Committee  on  Public 
Relations  and  approved  by  the  House  of  Delegates. 
“An  active  instead  of  a defensive  or  reactive  pro- 
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gram  of  public  information  is  desirable,”  stated  the 
Committee  in  its  report.  The  report  further  reflected 
that  other  organizations  and  corporations  have  bene- 
fited by  a continuous  and  coodinated  public  infor- 
mation and  professional  relations  program. 

The  House  of  Delegates  directed  that  an  appro- 
priation not  to  exceed  $3,000  be  made  to  the  Com- 
mittee to  formulate  a program  which  could  be  con- 
sidered at  the  following  annual  session. 

The  delegates  also  approved  a similar  resolution 
submitted  by  the  Clackamas  County  Medical  So- 
ciety calling  for  “a  program  of  public  service  and 
information.” 

Liaison  with  Bar  Association 

Increased  cooperation  with  the  Oregon  State  Bar 
through  the  establishment  of  a liaison  committee 
was  recommended  by  the  Committee  on  Public 
Policy.  The  Committee  also  proposed  a feasibility 
study  relative  to  a health  data  banking  system  and 
further  recommended  that  the  American  Medical 
Association  also  be  urged  to  explore  the  advis- 
ability of  establishing  such  a system.  All  three 
recommendations  of  the  Committee  were  approved. 

Effectiveness  of  Component  Societies 

Component  societies  are  not  declining  in  influence 
according  to  a resolution  introduced  by  the  Mult- 
nomah County  Medical  Society  and  adopted  by  the 
House  of  Delegates.  Taking  issue  with  a report  by 
a committee  of  the  AMA  Board  of  Trustees,  the 
Multnomah  County  resolution  argued  that  “medical 
societies  of  all  sizes  throughout  the  country  have 
increased  their  community  activities  during  the  past 
two  decades.”  According  to  the  resolution,  the  AMA 
report  “seemed  to  be  more  concerned  with  atten- 
dance at  medical  society  meetings  than  in  actual 
effectiveness.” 

Ombudsman  Committee 

An  “Ombudsman”  Committee,  consisting  of  eleven 
members  was  approved  for  a period  of  three  years. 
As  recommended  by  the  Study  Committee  on  Grass 
Boots  Representation  it  will  be  this  Committee’s 
responsibility  to  “seek  out,  hear,  investigate  and 
clarify  the  suggestions  and  complaints  of  all  mem- 
bers and  interested  parties.” 

The  Committee  will  be  appointed  by  the  Presi- 
dent during  the  midyear  meeting.  Lists  of  recom- 
mended candidates  for  the  Committee  will  be  so- 
licited by  the  President,  and  no  member  will  serve 
for  more  than  two  years  (except  the  chairman,  who 
may  serve  a third  year). 

Competition  in  Health  Care 

Competitive  factors  in  the  production  of  health 
services  should  be  studied  and  evaluated  by  the 


AMA,  according  to  a resolution  introduced  by  the 
Clackamas  County  Medical  Society  and  adopted  by 
the  House  of  Delegates.  “The  preservation  of  a free 
market  in  health  care  services  may  be  essential  to 
the  evolution  of  an  optimal  American  health  care 
system,”  stated  the  resolution. 

This  resolution  will  be  taken  to  the  AMA  House 
of  Delegates. 

Physicians'  Right  to  Make  Medical  Decisions 

Laws  and  other  regulations,  the  effect  of  which 
is  the  restriction  of  the  physicians’  right  to  make 
medical  decisions  without  undue  influence  from  laws 
and  governmental  agencies,  should  be  repealed. 
This  was  the  stand  taken  by  the  House  of  Delegates 
in  response  to  a resolution  submitted  by  the  Wash- 
ington County  Medical  Society. 

The  resolution  specifically  referred  to  the  sterili- 
zation law  adopted  by  the  1967  Oregon  Legislature, 
but  this  reference  was  deleted  by  the  House  of 
Delegates. 

Ballot  Measure  No.  3 

Ballot  Measure  No.  3 (Higher  Education  and 
Community  College  Bonds)  was  approved  by  the 
House  of  Delegates,  as  recommended  in  n reso- 
lution submitted  by  George  M.  Robins,  M.D.  This 
proposed  constitutional  amendment  would  permit 
the  legislative  assembly  to  approve  issuance  of  bonds 
to  finance  construction  of  higher  education  facilities. 

Study  Committee  on  Grass  Roots  Representation 

The  Study  Committee  on  Grass  Roots  Represen- 
tation, submitted  a series  of  recommendations, 
growing  out  of  intensive  research  into  and  evalua- 
tion of  means  of  increasing  Association  represen- 
tation at  the  grass  roots  level. 

In  addition  to  the  Committee’s  recommendation 
relative  to  a “Great  Medical  Decisions”  program  and 
an  Ombudsman  Committee  the  House  of  Delegates 
also  approved  several  other  Committee  recommen- 
dations of  interest: 

1.  The  use  of  more  modern  means  of  communi- 
cation, recommended  by  the  Committee,  was 
encouraged,  wherever  practical  and  within 
budgetary  limits. 

2.  “ Wider  implementation”  of  the  Association- 
wide referendum  on  important  matters  was 
endorsed.  The  Board  of  Trustees  will  be  di- 
rected to  consider  a broader  use  of  this 
mechanism. 

3.  A recommendation  that  “no  policy  decision 
be  made  by  the  Board  of  Trustees  or  House 
of  Delegates  without  allowing  time  for  prior 
study  and  consultation  with  constituents”  was 
endorsed  in  principle  and  referred  to  the  Board 
of  Trustees.  Emergencies,  as  declared  by  a 
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two-thirds  vote,  were  recommended  as  excep- 
tions to  this  principle. 

4.  A complete  copy  of  the  Association  s budget 
will  be  sent  to  the  president  of  each  com- 
ponent society,  and  budgetary  line  items  de- 
lineating the  source  of  income  and  expenditures 
will  be  supplied  to  each  member. 

5.  A list  of  all  OMA  committees  will  be  printed 
annually  in  the  Oregon  Section  of  northwest 

MEDICINE. 

6.  Establishment  of  a commission  system  to  re- 
place the  committee  system  was  endorsed  in 
principle  and  referred  to  the  Committee  on 
Revision  of  Articles  of  Incorporation  and  By- 
laws for  study  and  report. 

Nominating  Committee 

C.  H.  Hagmeier,  M.D.,  Portland,  will  chair  a 
five-man  Nominating  Committee,  elected  at  the 
opening  session  of  the  House  of  Delegates.  Other 
delegates  elected  to  the  Committee  include  Edward 
N.  McLean,  M.D.,  Oregon  City;  William  Richey 
Miller,  M.D.,  Eugene;  William  A.  Fisher,  M.D., 
Portland;  George  M.  Robins,  M.D.,  Portland. 

The  Nominating  Committee  will  make  recom- 
mendations for  the  officers  of  the  Association  to  be 
elected  at  the  next  annual  meeting.  The  Commit- 
tee held  two  preliminary  meetings  during  the  mid- 
year session.  It  will  conduct  a mail  solicitation  of 
recommendations  from  the  members  of  the  House 
of  Delegates  and  the  presidents  of  component  so- 
cieties. The  offices  to  be  filled  at  the  1968  annual 
meeting  are  those  of  president-elect,  vice-president, 
secretary-treasurer  and  speaker  of  the  House  of 
Delegates. 

Annual  Meeting  to  be  Dedicated  to  Roscoe  Miller 

The  OMA  Annual  Meeting  in  October  will  be 
dedicated  to  Mr.  Roscoe  K.  Miller,  who  will  be 


retiring  as  the  Association’s  Executive  Secretary  on 
December  31,  1968. 

Following  is  the  resolution  introduced  by  Clack- 
amas Count)'  and  given  a standing  vote  of  approval 
by  the  House  of  Delegates: 

WHEREAS,  Roscoe  Miller  has  devoted  twenty- 
one  years  to  the  OMA  in  a selfless  and  dedi- 
cated manner,  and  many  other  “whereases”  too 
numerous  to  mention. 

THEREFORE  BE  IT  RESOLVED,  that  the  An- 
nual Meeting  of  the  OMA,  in  1968  be 
dedicated  entirely  to  Roscoe  Miller. 

Special  Commendations 

With  the  close  of  the  Midyear  Meeting,  special 
recognition  was  given  by  the  House  of  Delegates 
to  the  following  individuals  for  “outstanding  service 
to  the  OMA  throughout  the  year  and  especially 
during  this  session:”  1.  Glenn  M.  Gordon,  M.D., 
President— 1967-68.  2.  J.  Richard  Raines,  M.D., 

President-Elect— 1967-68.  3.  Clinton  S.  McGill, 

M.D.,  Speaker  of  the  House.  4.  Max  H.  Parrott, 
M.D.,  Trustee  of  the  American  Medical  Association. 
5.  Blair  J.  Henningsgaard,  M.D.,  Ernest  T.  Living- 
stone, M.D.,  Clinton  S.  McGill,  M.D.,  Daniel  K. 
Billmeyer,  M.D.,  John  E.  Tysell,  M.D.,  and  Augustus 
M.  Tanaka,  delegates  and  alternate  delegates  to  the 
AMA.  6.  Members  of  the  Board  of  Trustees  and 
Committees  of  the  OMA.  7.  Mr.  John  J.  Coughlin, 
Legal  Counsel.  8.  Members  of  the  three  Reference 
Committees.  9.  The  Woman’s  Auxiliary  and  its 
president  and  president-elect,  Mrs.  William  L.  Leh- 
man and  Mrs.  Russel  L.  Baker.  10.  Representatives 
of  the  news  media  and  specifically  Ann  Sullivan  with 
The  Oregonian  and  Herbert  L.  Hartley,  M.D., 
Editor  of  northwest  medicine.  11.  Mr.  W.  David 
Coyner,  Field  Representative  of  the  AMA  for  Ore- 
gon. 12.  The  OMA  office  staff. 


LIFESAVING  BRACELETS 


More  than  170,000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  tbe  words 
“Medic  Alert”  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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Memorial  Cancer  Lectures 

The  John  Tomlin  Memorial  Cancer  Lectures,  a 
symposium  for  the  dissemination  of  medical  knowl- 
edge about  cancer,  will  be  held  at  the  Rogue  Valley 
Country  Club  in  Medford,  Oregon,  July  26  and  27. 

PROGRAM 

Friday,  July  26 

12:45— Hereditary  Aspects  of  Cancer,  john  r.  Hart- 
mann, m.d.,  Seattle. 

1:35— Masses  in  the  Neck:  Diagnosis  and  Treat- 
ment, FRANK  N.  RITTER,  M.D.,  Alin  Arbor, 
Michigan. 

2:40— Radiological  Aids  in  the  Diagnosis  of  Child- 
hood Tumors,  john  a.  kirkpatrick,  jr.,  m.d., 
Philadelphia. 

3:30— Surgical  Treatment  of  Childhood  Tumors, 
Alfred  a.  de  lorimer,  m.d.,  San  Francisco. 

6:30— Banquet,  wives  and  families  welcome.  Ad- 
journment to  permit  attendance  to  Shake- 
spearean Festival. 

Saturday,  July  27 

8:00— Breakfast  at  the  Rogue  Valley  Country  Club 
with  a question  and  answer  period  following, 
with  speakers. 

9:15— Causes  and  Treatment  of  Hoarseness,  frank 
n.  ritter,  m.d.,  Ann  Arbor,  Mich. 

10:15— Panel  discussion  of  Representative  Causes— 
Management  of  Childhood  Tumors,  john  r. 
hartmann,  m.d.,  moderator,  Alfred  a.  de 

LORIMER,  M.D.,  JOHN  A.  KIRKPATRICK,  JR.,  M.D., 
FRANK  N.  RITTER,  M.D. 


X-Ray  of  the  Month  on  Page  662 

There  is  a narrowed  segment  of  the  distal  ileum, 
extending  over  a 10  cm  length.  It  extends  to  within 
a few  centimeters  of  the  ileocecal  valve.  The  proxi- 
mal end  shows  a slightly  shelfing  defect.  This  seg- 
ment was  stiff  and  partly  fixed  at  flouroscopy.  More 
common  causes  of  a similar  appearance  would  in- 
clude regional  enteritis  and  bleeding  into  the  bowel 
wall.  The  latter  lesion  sometimes  occurs  in  anti- 
coagulated patients. 

Metastatic  carcinoma  is  a very  unusual  cause  for 
this  type  of  an  apparent  mural  lesion.  Another  un- 
common etiology  for  a similar  appearance  is  inflam- 
mation such  as  that  associated  with  appendiceal 
abscess. 

Diagnosis:  Metastatic  pancreatic  carcinoma  to 

the  terminal  ileum. 


Emergency  Care  Course 

The  fourth  annual  practical  course  on  initial 
emergency  care  and  transportation  of  the  sick  and 
injured,  sponsored  by  the  American  Academy  of 
Orthopaedic  Surgeons,  will  be  held  in  Portland, 
Oregon,  September  4-7  at  the  Sheraton-Motor  Inn. 

Attending  the  three-and-a-half  day  course  of  lec- 
tures and  practical  demonstrations  will  be  ambu- 
lance attendants,  policemen,  firemen,  safety  engi- 
neers, public  health  officers,  emergency  room  nurses, 
civil  defense,  and  other  officials. 

The  purpose  of  the  program  is  to  teach  the  im- 
portant fundamentals  necessary  for  accurate  pre- 
liminary evaluation  of  the  sick  and  injured;  to  teach 
techniques  of  emergency  care  to  save  life  and 
prevent  additional  damage  or  complications;  and  to 
develop  judgment  in  determining  the  method  and 
time  of  transportation  to  established  medical  fa- 
cilities. 

A faculty  of  experts  will  present  by  illustrated 
lectures,  movies,  practical  demonstrations,  and  ques- 
tion and  answer  periods  “in  depth”  the  practical 
aspects  of  recognition  and  initial  care  of  all  types 
of  emergency  situations. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25’s. 
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Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 
Methamphetamine  hydrochloride  10  mg./  Amobarbital  (Warning,  may 
be  habit  forming)  50  mg./Homatropine  methylbromide  7.5  mg. 
*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self-limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects : Insomnia,  excitability,  central  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions : Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference:  Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 

Dis  Nerv  Syst  23 :450  (Aug)  1962  . c 1966HAACK  1-66  MADE  IN  U.S.A. 

HAACK  LABORATORIES,  INC., 

Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  bivd.,  Seattle,  Washington  9sns 

president  Charles  D.  Muller,  M.D.,  Bremerton 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


Preliminary  Scientific  Program 

WSMA  ANNUAL  MEETING 

September  22-25,  1968,  Olympic  Hotel,  Seattle 

Washington  State  Medical  Association  Scientific  Program  Committee  members 
have  developed  the  preliminary  program  for  the  General  and  Specialty  Scientific 
Sessions.  While  some  changes  in  speakers  and  scheduling  may  be  required,  the  program 
is  tentatively  scheduled  as  follows: 


GENERAL  SCIENTIFIC  SESSIONS 

Session  Chairman:  Robert  W.  Simpson,  M.D.,  Seattle 

MONDAY  MORNING,  SEPTEMBER  23 

The  Regional  Approach  To  Chronic  Uremia— Belding  H.  Scribner,  M.D.,  Seattle 
Renal  Transplants  As  A Model  For  Organ  Replacement— Thomas  E.  Starzl,  M.D., 
Professor  of  Surgery,  Colorado  General  Hospital,  Denver 
Organ  Transplants  As  Diagnostic  Tools— Thomas  Marchioro,  M.D.,  Seattle 


TUESDAY  MORNING,  SEPTEMBER  24 

Round  Table  Discussions 

Discussion  Leaders:  Subjects: 


John  P.  Bunker,  M.D.,  Palo  Alto 
John  L.  Cahill,  M.D.,  Seattle 
E.  Archer  Dillard,  Jr.,  M.D.,  Seattle 
Robert  Donaldson,  M.D.,  Boston 
Joseph  Eschbach,  M.D.,  Seattle 
L.  Frederick  Fenster,  M.D.,  Seattle 
Peter  Forsham,  M.D.,  San  Francisco 
William  B.  Hutchinson,  M.  D.,  Seattle 
Peter  H.  Knapp,  M.D.,  Boston 

Harry  H.  Kretzler,  Jr.,  M.D.,  Seattle 
Thomas  Marchioro,  M.D.,  Seattle 
C.  Alvin  Paulsen,  M.D.,  Seattle 
Jerry  P.  Pendras,  M.D.,  Seattle 
Ronald  J.  Pion,  M.D.,  Seattle 
Ralph  J.  Wedgewood,  M.D.,  Seattle 


To  Be  Determined 

Latest  Advances  In  Shock 

Role  of  Surgery  in  Gynecologic  Malignancy 

Inflammatory  Disease  of  Bowel 

Management  of  Renal  Failure 

Problems  In  The  Diagnosis  of  Jaundice 

To  Be  Determined 

General  Surgical  Problems 

The  Psychiatrist  & The  Medical 

Community 

To  Be  Determined 

Problems  of  Renal  Transplants 

Influences  of  Drugs  On  The  Testes 

Chronic  Hemodialysis 

Contraception  For  The  Teenager 

To  Be  Determined 


Physicians  desiring  to  attend  Round  Table  Discussions  will  be  preregistered.  A 
complete  list  of  discussion  subjects  and  registration  forms  will  be  mailed  to  WSMA 
members  in  August. 
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Panel  On  Abortion 

Panel  Moderator:  Donald  M.  McIntyre,  M.D.,  Seattle 

Panel  Members:  Raymond  J.  Clark,  M.D.,  Seattle 

Ronald  J.  Pion,  M.D.,  Seattle 
Richard  M.  Soderstrom,  M.D.,  Seattle 

TUESDAY  AFTERNOON,  SEPTEMBER  24 

Hazards  of  Steroid  Therapy— Peter  Forsham,  M.D.,  Chief  of  Endocrinology,  University 
of  California  Medical  Center,  San  Francisco 

Management  of  Hepatic  Coma— Wade  Volwiler,  M.D.,  Seattle 

Digestive-Absorbtive  Surface  of  the  Intestine— Robert  M.  Donaldson,  }r.,  M.D.,  Asso- 
ciate Professor  of  Medicine,  Boston  University  School  of  Medicine,  Boston 

Gastrointestinal  Disorders  And  A Bio-Socio-Psychological  Model  For  Psychosomatic 
Disease— Peter  H.  Knapp,  M.D.,  Research  Professor  of  Psychiatry,  Boston  Uni- 
versity School  of  Medicine,  Boston 

Anesthetic  Administration  And  The  Liver— John  P.  Bunker,  M.D.,  Professor  of  Anes- 
thesia, Stanford  University  School  of  Medicine,  Palo  Alto 

WEDNESDAY  MORNING,  SEPTEMBER  25 

The  Clinical  Value  of  Esophageal  Motility  And  Ph  Studies— Richard  F.  Jones,  M.D., 
Seattle 

Advances  In  Gastroscopy— Beach  Barrett,  M.D.,  Seattle 

The  Garrulous  Gullet— Charles  E.  Pope,  II,  M.D.,  Seattle 

An  Effective  Operation  For  Hiatal  Hernia:  An  Eight  Year  Appraisal— Lucius  D.  Hill,  III, 
M.D.,  Seattle 

Nocturnal  Diarrhea  And  Diabetic  Neuropathy— Peter  Forsham,  M.D.,  Chief  of  Endo- 
crinology, Department  of  Medicine,  University  of  California  Medical  Center, 
San  Francisco 

The  Spectrum  of  Alcoholic  Liver  Disease— L.  Frederick  Fenster,  M.D.,  Seattle 

Clinical  Virology— Washington  State,  1965-1967— Robert  McAlister,  M.D.,  Seattle 


SPECIAL  SCIENTIFIC  SESSIONS 

Course  On  Water  And  Sodium 
Belding  H.  Scribner,  M.D.,  Seattle 

TUESDAY  MORNING,  SEPTEMBER  24  and 
WEDNESDAY  MORNING,  SEPTEMBER  25 

A four-hour  refresher  course  will  be  offered  which  will  deal  with  selected  topics 
related  to  the  bedside  management  of  fluid  balance  problems.  Particular  emphasis  will 
be  given  to  problems  of  sodium  and  water  needs. 

The  course  will  consist  of  two  2-hour  sessions  on  Tuesday  and  Wednesday.  During 
the  first  session  there  will  be  short  presentations  and  discussion  of  illustrative  cases. 
Additional  illustrative  cases  will  be  distributed  for  study.  These  will  be  discussed 
during  the  second  2-hour  session. 

Course  limited  to  40  participants.  Registration  forms  will  be  mailed  to  WSMA 
members  in  August. 

TUESDAY  MORNING,  SEPTEMBER  24 

Newer  Diagnostic  and  Therapeutic  Procedures  in  Cancer 
Session  Chairman:  S.  Allison  Creighton,  M.D.,  Seattle 
The  Value  of  Radioisotope  Scanning  Procedures—  Wil  B.  Nelp,  M.D.,  Seattle 
Radiation  Therapy  of  Hodgkin’s  Disease  and  Lymphomas— Malcolm  A.  Bagshaw,  M.D., 
Associate  Professor  and  Director,  Division  of  Radiation  Therapy,  Stanford  Uni- 
versity School  of  Medicine,  Palo  Alto 

Cancer  Chemotherapy  In  The  Adult— Thomas  C.  Hall,  M.D.,  Professor  of  Medicine, 
Chairman  of  Division  of  Oncology,  University  of  Rochester  Medical  School, 
Rochester 

Cancer  Chemotherapy  In  The  Child— Thomas  C.  Hall,  M.D.,  Rochester 
Recent  Advances  In  Surgery  Of  Childhood  Tumors— Judson  G.  Randolph,  M.D., 
Surgeon-in-Chief,  Children’s  Hospital  of  The  District  of  Columbia 
Sponsored  by  the  American  Cancer  Society,  Washington  State  Division,  Inc.,  and 
The  Pacific  Northwest  Children’s  Cancer  Center  of  The  Children’s  Orthopedic  Hospital 
and  Medical  Center. 
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ANESTHESIOLOGY  SCIENTIFIC  SESSION 

Session  Chairman:  Richard  J.  Ward,  M.D.,  Seattle 


MONDAY  AFTERNOON,  SEPTEMBER  23 

Guest  Speaker  (Subject  To  Be  Determined)— John  P.  Bunker,  M.D.,  Professor  of  Anes- 
thesia, Stanford  University  School  of  Medicine,  Palo  Alto 
Additional  Papers  Are  Planned 


GENERAL  PRACTICE  SCIENTIFIC  SESSION 

Session  Chairman:  Russell  N.  Anderson,  M.D.,  Seattle 

MONDAY  MORNING,  SEPTEMBER  23 

Management  of  Peptic  Ulcer— Robert  Donaldson,  Jr.,  M.D.,  Associate  Professor  of 
Medicine,  Boston  University  School  of  Medicine,  Boston 
Common  Anorectal  Problems— F.  Gary  Lewis,  M.D.,  Seattle 

MONDAY  AFTERNOON,  SEPTEMBER  23 

Antibiotics— 1 968— David  M.  Perry,  M.D.,  Seattle 

Common  Pediatric  Allergy  Problems— Yukio  Kumasaka,  M.D.,  Seattle 

Pediatric  Immunizations— Yukio  Kumasaka,  M.D.,  Seattle 

Dyslexia— Recognition— James  L.  Tucker,  M.D.,  Seattle 

Specific  Language  Disability  From  An  Educator’s  Viewpoint— Mrs.  Beth  Slingerland, 
Zenith 


INTERNAL  MEDICINE  AND  SURGERY 
JOINT  SCIENTIFIC  SESSION 

Session  Chairmen:  George  M.  Bogardus,  M.D.,  Seattle 
C.  Alvin  Paulsen,  M.D.,  Seattle 

MONDAY  MORNING,  SEPTEMBER  23 

Psychiatric  Problems  Of  Donor  Selection— Peter  H.  Knapp,  M.D.,  Research  Professor 
of  Psychiatry,  Boston  University  School  of  Medicine,  Boston 
Renal  Transplants  At  University  of  Washington— Haakon  Ragde,  M.D.,  Seattle 
Methicillin-Resistant  Staphylococci— Roger  J.  Bulger,  M.D.,  Seattle 
The  Diagnostic  Value  of  Renin  and  Pressor  Activity  Assays  In  Renal  And  Adrenal 
Hypertension— Warren  H.  Chapman,  M.D.,  Seattle 

MONDAY  AFTERNOON,  SEPTEMBER  23 

Experience  With  Liver  Transplants— Thomas  E.  Starzl,  M.D.,  Professor  of  Surgery, 
Colorado  General  Hospital,  and  Chief  of  Surgery,  Denver  Veterans  Adminis- 
tration Hospital,  Denver 

Marrow  Transplants— Robert  Epstein,  M.D.,  Seattle 
Gastrointestinal  Immunology— Shmuel  Eidelman,  M.D.,  Seattle 

Blind  Loop  Syndrome— Robert  Donaldson,  Jr.,  M.D.,  Associate  Professor  of  Medicine, 
Boston  University  School  of  Medicine,  Boston 
Subcutaneous  Mastectomy  And  Immediate  Prosthetic  Implantation— Jordan  E.  Miller. 
D.D.S.,  M.D.,  Seattle 

Experience  With  A Central-Flow  Leaflet  Heart  Valve— K.  William  Edmark,  M.D., 
George  I.  Thomas,  M.D.,  and  Thomas  W.  Jones,  M.D.,  Seattle 


OB-GYN  SCIENTIFIC  SESSION 

Session  Chairman:  Richard  M.  Soderstrom,  M.D.,  Seattle 

MONDAY  MORNING,  SEPTEMBER  23 

Dermatology  Problems  In  Pregnancy— Charles  J.  Hammer,  Jr.,  M.D.,  Seattle 
Depo-Provera  As  A Contraceptive— Julius  Butler,  M.D.,  Seattle 

The  Role  Of  Intrauterine  Transfusion  Today  In  Clinical  Practice— John  Scott,  M.D., 
Seattle 

Rh  Immunization— Wayne  Johnson,  M.D.,  Seattle 
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OPHTHALMOLOGY  SCIENTIFIC  SESSION 

Session  Chairman:  Leland  F.  Watts,  M.D.,  Seattle 


MONDAY  MORNING,  SEPTEMBER  23 

Retinal  Detachment— Examination  and  Diagnosis— William  G.  Everett,  M.D.,  Pittsburgh 
Clinic  Pathologic  Correlation  In  the  Peripheral  Retina— Robert  Kalina,  M.D.,  Seattle 
Current  Methods  Of  Pre-School  Eye  Screening— Mrs.  D.  C.  Pierce,  Seattle 

MONDAY  AFTERNOON,  SEPTEMBER  23 

Retinal  Surgery— William  G.  Everett,  M.D.,  Pittsburgh 
Cryo  Extraction  In  Cataract  Surgery— C.  K.  Miller,  M.D.,  Wenatchee 
Minimal  Temperature  For  Cryo  Lesion— Walter  C.  Petersen,  M.D.,  Seattle 
Interesting  Aspects  Of  Retinal  Surgery— Neil  F.  Thorlakson,  M.D.,  Seattle 

TUESDAY  MORNING,  SEPTEMBER  24 

Recurrent  Detachment  And  Prognosis— William  G.  Everett,  M.D.,  Pittsburgh 
Pseudo  Facility  In  The  Glaucomatous  And  Normal  Eye— Carl  Kupfer,  M.D.,  Seattle 
Viet  Nam  Ophthalmology— Robert  Maher,  M.D.,  Spokane 


PEDIATRIC  SCIENTIFIC  SESSION 

Session  Chairman:  Gordon  Pyne,  M.D.,  Seattle 

MONDAY  AFTERNOON,  SEPTEMBER  23 

Participation  Of  Youngsters  In  Competitive  Sports— A Panel— WSM A Medical  Aspects 
of  Sports  Committee 

Intensive  Supervision  Of  The  Newborn— Robert  F.  L.  Polley,  M.D.,  Seattle 
Youth  And  Drugs— Daniel  A.  Lagozzino,  M.D.,  Everett 


PSYCHIATRIC  SCIENTIFIC  SESSION 

Session  Chairman:  David  B.  Rowlett,  M.D.,  Seattle 

MONDAY  AFTERNOON,  SEPTEMBER  23 

The  Asthmatic  And  His  Environment— Peter  H.  Knapp,  M.D.,  Research  Professor 
of  Psychiatry,  Boston  University  School  of  Medicine,  Boston 
Physician  And  Psychiatrist— Two  Identical  Species?— Ralph  G.  Victor,  M.D.,  Seattle 
Discussant— Jay  C.  Michel,  M.D.,  Seattle 


FILM  SCIENTIFIC  SESSION 

Session  Chairman:  Paul  E.  Hardy,  M.D.,  Seattle 

MONDAY,  TUESDAY  AND  WEDNESDAY  MORNINGS, 
SEPTEMBER  23-25 

The  Scientific  Film  Program  will  accent  newer  devices  with  great  potential  for 
communicating  medical  information. 

Monday:  Dial  Access  to  Wisconsin  State  Medical  Library 

Tuesday:  Short,  Illustrated  Cartridge  Type  Media 

Wednesday:  Video  Taped  Programs  (Television) 

Monday,  Tuesday  and  Wednesday:  The  Motion  Picture  schedule  will  present 
subjects  broad  in  scope  and  interesting  in  delivery. 


The  “Desk  Copy’’  of  the  Scientific  Program  will  be  mailed  to 
WSMA  Members  in  late  August. 
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vol.  3,  no.  2 


A journal  within  a journal  published  periodically  in  the  inter- 
ests of  better  medicine  by  Dorsey  Laboratories,  a division  of 
The  Wander  Company,  Lincoln,  Nebraska  68501.  Address 
communications  to  Keith  W.  Sehnert,  M.D.,  Medical  Director 


this  issue: 
serous  otitis  media 
an  original  article 
by  Robert  H.  Lofgren,  M.D. 


the 

complaining 
earache... 
key  to 

serous  otitis  media 


Robert  H.  Lofgren,  M.D. 

Associate  Surgeon, Massachusetts  Eye  and  Ear  Infirmary, Boston,  Massachusetts 


sinusitis 


nasal  allergy  - 
deviated  septu\ 


aerotitis 


occluded  Eustachian  \b 


adenoids  ( enlarged ) 


Serous  oriris  media  is  probably  the  most  common 
ear  problem  in  children,  especially  in  the  winter- 
time. Diagnosis  is  usually  easy  in  adults,  but  may  be 
quite  difficult  in  children,  especially  the  very  young 
child  where  one  has  to  depend  almost  entirely  on 
the  physical  findings. 

The  symptoms  of  serous  otitis  are  a fullness  in  the 
ear,  a mild  hearing  loss  and  mild  earache.  The  ear- 
ache can  best  be  described  as  a "complaining  ear- 
ache’’ instead  of  a "screaming  earache"  as  found  in 
purulent  otitis  media.  A young  child  may  be  irritable 
and  pull  at  the  ear.  In  milder  cases,  and  as  the  ear 
recovers,  gurgling  and  popping  noises  can  be  heard 
in  the  ear. 

On  examination  one  may  see  a yellow  tympanic 
membrane  and  if  a fluid  level  is  present  the  diag- 
nosis becomes  easy.  However,  the  eardrum  may  be 
dull  gray,  or  slightly  pink,  or  even  perfectly  normal. 
Pneumomassage  using  a Siegle  otoscope  or  a closed- 
head  electric  otoscope  must  be  done  on  both  ears, 
otherwise  the  diagnosis  will  be  frequently  missed. 
Attempted  movement  of  the  drum  with  the  pneu- 
matic otoscope  produces  either  a sluggish  motion 
of  the  drum  or  no  motion  at  all  instead  of  the  easily 
movable  normal  drum.  The  Rinne  test  is  negative 
and  there  is  a 15-20  decibel  conductive  hearing  loss. 
The  bone  conduction  may  be  better  than  normal  and 
an  air-bone  gap  may  exist  even  with  the  air  conduc- 
tion within  normal  limits.  Occasionally  one  finds  a 


false  nerve  deafness  on  the  audiogram  when  thicH 
glue-like  fluid  causes  immobility  of  both  the  ova 
and  round  window.  Both  conditions  return  to  nor1 
mal  when  the  fluid  is  removed,  but  they  make  the 
interpretation  of  screening  audiograms  very  difficult 

There  is  no  single  cause  for  serous  otitis.  One  fac 
tor  always  present  is  blockage  of  the  eustachiari 
tube,  but  this  alone  is  not  enough  to  produce  fluid) 
There  must  also  be  an  inflammatory  reaction.  Block 
age  of  the  eustachian  tube  may  be  caused  by  mam 
conditions.  In  children  the  most  common  cause  i: 
enlarged  adenoids.  In  the  summer  the  next  mosi; 
common  cause  is  allergy.  Upper  respiratory  infec 
tions  or  influenza  are  common  causes  in  the  winter 
Nasal  allergy,  acute  and  chronic  sinusitis,  nasal  sep 
tal  deformity  and  cleft  palate  can  all  cause  eustai 
chian  tube  obstruction.  Some  children  may  have  « 
congenitally  small  eustachian  tube,  but  fortunateh 
they  usually  "grow  out  of  the  problem.” 

the  first  sign  of  a nasopharyngeal  tumor  is  often 
serous  otitis.  One  must  always  rule  this  out  in  an 
adult  who  later  in  life  develops  repeated  or  persis; 
ing  serous  otitis.  Causes  sometimes  overlooked  art 
nasogastric  tubes  after  surgery,  simple  obesity  an 
cardiorenal  disease,  which  may  produce  congestioi 
in  the  mucosal  lining  of  the  eustachian  tube.  In  re. 
cent  years  we  have  been  seeing  a new  cause— acurt 
otitis  media,  where  the  patient  is  adequately  treatei 
with  antibiotics  but  where  drainage  has  not  beei 


;tablished  either  through  the  eardrum  or  down  the 
istachian  tube.  A sterile  exudate  is  left  in  the  mid- 
le  ear. 

he  inflammatory  response  may  be  caused  by  a 
arked  negative  pressure  as  in  air  otitis  from  flying, 

■ it  may  be  from  a mild  bacterial  or  viral  infection 
the  middle  ear.  Serous  fluid  is  a good  culture 
edium  and  will  frequently  go  on  to  purulent  otitis 
edia,  especially  if  the  original  blockage  was  caused 
! an  infectious  process  such  as  acute  rhinitis  or 
lenoiditis.  When  the  infection  heals  there  may  be 
arring  in  the  middle  ear  mucosa.  Mucous  glands 
?velop  in  this  tissue  and  pour  out  a thick  mucoid 
aterial.  This  ear  usually  looks  normal  until  a 
reumatic  otoscope  is  used.  The  objectives  in  treat- 
g serous  otitis  are  to  remove  the  obstructing  agent 
id  to  provide  drainage  from  the  middle  ear.  Often 
iis  can  be  accomplished  by  decongestants  and  nose 
:ops.  If  large  obstructing  adenoids  are  present  they 
lould  be  removed.  Sinusitis  should  be  treated  with 
al  decongestants  or  nose  drops,  plus  antibiotics 
here  indicated.  Nasopharyngeal  tumors  should  be 
?ated.  Allergies  should  be  treated  with  antihista- 
ines  and,  where  indicated,  by  desensitization. 

the  fluid  does  not  clear  with  medical  treatment 
ithin  a week  or  two,  a myringotomy  should  be 
Dne.  If  there  is  a question  of  active  infection  or  if 
le  fluid  looks  purulent,  as  is  seen  at  the  conclusion 
f acute  otitis,  cultures  are  taken.  On  adults  this  can 
s done  in  the  office  without  anesthesia.  It  is  no 
lore  painful  than  an  intravenous  needle  for  a blood 
■st.  A good  safe  topical  anesthetic  has  a tremen- 
ous  psychological  value  to  the  patient.  Children 
nder  the  age  of  1 require  no  anesthesia.  Between 
le  ages  of  1 and  3 anesthesia  is  not  absolutely  es- 
mtial  although  a general  anesthetic  may  be  used  to 
raid  the  child’s  possible  mistrust  at  follow-up  ex- 
nainations.  I usually  do  the  myringotomy  at  the 
ime  time  as  the  adenoidectomy  if  the  adenoids  are 
ilarged.  Once  drainage  has  been  established  with 
econgestants  or  by  myringotomy,  positive  pressure 
illation  of  the  middle  ear  is  invaluable  in  forcing 
ut  the  serous  fluid  and  keeping  it  from  reforming, 
he  patient  can  do  this  himself  by  performing  the 
alsalva  maneuver.  This  should  be  done  several 
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times  a day,  by  taking  a deep  breath,  holding  the 
nose  and  blowing  hard  against  the  closed  lips  for  a 
second  or  two. 

In  resistant  cases  where  the  fluid  reforms  as  soon  as 
the  myringotomy  heals,  small  polyethylene  tubes 
are  inserted  through  the  myringotomy  site.  Insertion 
of  the  tubes,  even  in  adults,  usually  requires  an 
anesthetic.  Good  anesthesia  can  be  obtained  by  in- 
filtrating the  canal  wall  with  a local  anesthetic,  using 
a #27  needle.  Once  inserted  the  patient  has  no  sen- 
sation of  the  tubes’  presence.  Be  careful  to  caution 
the  patient  or  parents  not  to  allow  any  water  to  get 
into  the  ear  canal  while  a myringotomy  is  open  or  a 
tube  is  in  place.  Water  can  be  kept  out  by  a pledget 
of  lamb’s  wool  in  the  ear  canal  or  a cotton  pledget 
thickly  coated  on  the  outside  with  petroleum  jelly. 
I check  these  patients  a week  after  a myringotomy 
to  be  sure  it  is  healed  and  at  two  month  intervals 
until  the  tubes  have  fallen  out,  usually  within  three 
to  six  months  after  insertion. 

The  mucoid  type  of  fluid  is  so  thick  and  tenacious 
that  it  is  appropriately  called  a glue  ear.  It  is  aspi- 
rated only  with  difficulty  through  the  eardrum,  and 
occasionally  must  be  removed  through  a tympan- 
otomy. This  thick,  glue-like  fluid  is  prone  to  recur, 
as  the  myringotomy  usually  heals  long  before  the 
mucous  membrane  has  returned  to  normal.  Repeated 
myringotomies,  as  many  as  ten  or  twenty,  were  for- 
merly required  for  this  condition.  Now  polyethyl- 
ene tubes  are  inserted  initially  when  this  thick,  glue- 
like material  is  found.  At  times  a subacute  mastoid- 
itis may  accompany  the  serous  otitis,  which  will 
necessitate  a simple  mastoidectomy  before  the  con- 
dition can  be  eradicated.  Usually  the  thin  serous 
fluid  readily  responds  to  decongestants  or  to  a myr- 
ingotomy and  removal  of  the  eustachian  tube  ob- 
struction. Occasionally,  however,  even  serous  fluid 
will  repeatedly  reform.  For  this,  resection  of  the 
tympanic  plexus  of  nerves  which  lies  on  the  prom- 
ontory of  the  middle  ear  has  been  carried  out,  as  the 
tympanic  branch  of  the  glossopharyngeal  nerve  is 
the  secretomotor  nerve  to  the  ear. 

failure  to  diagnose  serous  otitis  is  the  most  common 
cause  of  the  recurrent,  almost  continuous  otitis  me- 
V tews 
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dia  seen  in  young  children.  In  these  cases  a myrin- 
gotomy will  frequently  provide  a long-term  cure 
without  adenoidectomy  or  any  other  surgery.  Fail- 
ure to  do  this  may  allow  the  condition  to  go  on  to 
acute  or  subacute  mastoiditis.  Adhesive  otitis  media 
with  scar  tissue  binding  down  the  ossicles  or  tym- 
panosclerosis may  also  result  with  permanent  im- 
pairment of  hearing.  The  prognosis  for  hearing 
with  adhesive  otitis  or  tympanosclerosis  is  usually 
poor.  If  the  adhesions  are  removed,  they  reform, 
and  the  same  is  frequently  true  of  tympanosclerosis 
even  after  a tympanoplasty.  For  many  of  these  peo- 
ple a hearing  aid  is  the  only  solution.  The  constant 
negative  pressure  in  long  standing  serous  otitis  me- 
dia may  draw  in  either  Schrapnell's  membrane  or 
the  posterior  superior  portion  of  the  eardrum  form- 
ing a pocket  to  cause  a chronic  otitis  media  with 
cholesteatoma,  which  may  not  become  apparent  un- 
til twenty  or  thirty  years  later. 

The  non-medical  complications  of  improper  diag- 
nosis or  treatment  may  be  even  more  serious.  The 
irritable  child,  the  frequent  bouts  of  acute  purulent 
otitis  media  with  pain  and  fever,  the  expense  of  anti- 
biotics and  doctors,  and  the  time  lost  from  school  or 
work  affect  the  entire  family. 


You  can  relieve  his 
congestion  and  sniffles 
and  her  concern 
with 

“The  Orange  Medicine” 


In  summary,  serous  otitis  has  many  causes.  There  is 
a blocking  of  the  eustachian  tube  and  an  inflamma- 
tory reaction  in  the  middle  ear  mucosa,  the  latter 
usually  caused  by  a mild  infection.  The  treatment  is 
to  provide  immediate  drainage  by  decongestants 
and  where  necessary,  by  a myringotomy.  The  ob- 
structing agent  must  be  removed  by  surgery  if  it  is 
adenoid  or  by  oral  decongestants,  and  antihista- 
mines or  nasal  spray  if  it  is  an  upper  respiratory 
infection  or  allergy.  Occasionally  resistant  cases  re- 
quire plastic  tubes  placed  through  the  eardrum  or 
other  more  radical  surgery.  Failure  to  treat  properly 
leads  to  hearing  loss  which  may  be  permanent,  re- 
peated acute  otitis  media  or  possibly  even  chronic 
otitis  media  with  cholesteatoma. 
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You  know  it  as  Triaminic  Syrup,  but  mothers  of 
kids  with  colds  and  allergies  know  it  as  the  orange- 
colored,  good-tasting  medicine  that  makes  life  a 
lot  more  livable  at  either  end  of  the  teaspoon. 
Triaminic  Syrup  contains  not  one,  but  two  antihis- 
tamines, plus  an  effective  oral  nasal  decongestant. 
This  balanced  formulation  has  promptly  and  effec- 
tively relieved  nasal  congestion  for  so  many. 

TRIAMINIC’SYRUP 


Each  teaspoonful  (5  ml.)  contains:  phenylpropanol- 
amine hydrochloride  12.5  mg.;  pheniramine  male- 
ate  6.25  mg.;  pyrilamine  maleate  6.25  mg.  Side 
effects:  Drowsiness,  blurred  vision,  cardiac  palpi- 
tations, flushing,  dizziness,  nervousness  or  gastro- 
intestinal upsets.  Precautions:  The  possibility  of 
drowsiness  should  be  considered  by  patients  en- 
gaged in  mechanical  operations  requiring  alert- 
ness. Use  with  caution  in  patients  with  hyperten- 
sion, heart  disease,  diabetes  or  thyrotoxicosis. 
Dosage:  Children  1-6,  yz  tsp.;  Children  6-12,  1 
tsp. ; Adults,  2 tsp.  Administer  every  4 hours. 
Supplied:  Bottles  of  4 fl.  oz.,  pints. 
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OMNI-TUSS 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchia]  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  ’/2  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strascnburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 
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Medicine- 

Also  A Political  Organism 


The  problems  that  face  U.S.  medicine  seem  to  be 
more  abundant  than  ever.  Ultra-conservatives 
think  the  AMA  is  heading  too  far  to  the  left. 
Younger  physicians  feel  that  a “stand  pat”  attitude 
brands  the  AMA  as  a relic  of  the  19th  century. 
The  AMA  Delegates  Handbook  for  June  1968  re- 
veals a myriad  of  issues— health  manpower,  health 
facilities,  health  services,  governmental  programs, 
and  related  socio-economic  factors.  How  do  the 
“leaders”  of  organized  medicine  come  to  grips  with 
these  and  other  problems  in  a 4-day  session? 

A few  years  ago  organized  medicine  was  a world 
which  I was  shy  about  entering.  It  was  distant, 
elusive,  evasive  and  vague.  Interest  grew  in  propor- 
tion to  comprehension.  Now  I wonder  why  I was 
so  scared  for  so  long.  In  fact,  this  was  a world  I 
had  been  in  for  many  years  without  fully  realizing  it. 

Interest  and  involvement  began,  like  many  things, 
because  of  inner  protest.  I couldn’t  quite  under- 
stand who  so  many  of  the  same  names  appeared 
year  after  year  on  committees.  I couldn’t  understand 
why  in  the  face  of  so  much  to  be  accomplished, 
nothing  was  done.  I couldn’t  comprehend  that 
someone  else  could  appreciate  the  problems  of  pri- 
vate practice  like  myself.  To  say  I was  irritated 
would  be  an  understatement.  Was  the  WSMA  and 
AMA  leadership  really  representing  me?  I knew 
they  were  spending  my  dues  money.  For  what? 
Now  I really  wasn’t  bitter,  but  perhaps  a little 
frustrated.  How  could  I change  things?  This  was 
really  my  burning  ambition.  No  matter  how  good 
or  how  bad  something  was  or  wasn’t,  it  should 
tolerate  change. 

Then  I became  a committee  member  of  the 
WSMA.  It  was  the  Public  Relations  Committee  as 
I recall.  We  had  to  do  something  about  the  phy- 
sician’s image.  Prior  to  our  one  and  only  meeting 
for  the  year,  I did  some  homework.  The  homework 
didn’t  seem  to  fit  the  agenda,  so  I really  felt  frus- 


trated. To  ventilate,  I imposed  on  the  County 
Medical  Society  and  presented  a program  on  Public 
Relations.  They  very  patiently  sat  and  listened  to 
a physician’s  presentation  on  public  relations.  An- 
other invitation  hasn’t  been  offered.  That  same  year 
I was  elected  Delegate  to  the  WSMA.  I can  still 
feel  my  knees  knocking  as  I presented  a resolution 
from  our  County.  It  received  a fair  hearing  in  the 
Reference  Committee  but  didn’t  meet  the  approval 
of  the  House  of  Delegates  and  probably  didn’t  de- 
serve to.  But  it  did  indicate  the  interest  and  feeling 
of  our  County  and  the  mechanics  of  an  organiza- 
tional meeting. 

Subsequently,  there  was  continuing,  increasing 
involvement  of  service  on  more  active  committees 
and  participation  in  the  functioning  of  the  House 
of  Delegates.  Meanwhile,  my  consideration  for  or- 
ganized medicine  began  to  appreciate.  The  so-called 
“hierarchy”  functioned  as  a very  knowledgeable, 
industrious,  unselfish  group  who  served  without 
recompense  or  recognition.  As  practicing  physicians 
they  contributed  something  very  precious— talent 
and  time  away  from  practice  and  family.  It  took 
time  to  appreciate  the  mechanisms— longer  still  to 
appreciate  the  motivations  of  those  involved  in  a 
decision-making  process.  Even  more  difficult  to 
understand  were  the  compromises.  The  lack  of 
finality,  the  shades  of  grey  seemed  more  like  adap- 
tation than  confrontation.  All  this  seemed  foreign 
compared  to  deciding  on  an  appendectomy,  forceps 
delivery,  or  caesarian  section. 

The  decision-making  system  of  the  AMA,  the 
WSMA,  or  American  politics  has  ample  space  in  it 
for  any  interested  person  because  it  is  pluralistic. 
The  continuation  of  previous  programs,  and  the 
initiation  of  new  activities  provides  the  Executive 
Committee,  Board  of  Trustees,  some  forty  com- 
mittees, twenty-seven  County  Medical  Societies,  the 
Central  Office  staff  and  the  Foundation  with  an 
abundance  of  work.  When  seen  as  an  integrated 
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whole,  this  work  is  perceived  as  multiple  actions  by 
many  people  aimed  at  accomplishing  our  goals  and 
objectives.  For  our  purposes  these  can  be  sum- 
marized as:  “to  maintain  and  improve  the  position 
of  individual  physicians,  and  the  medical  profession, 
in  our  society  in  a status  favorable  to  the  mainte- 
nance of  high-quality  health  care  standards  in  the 
interests  of  patients,  and  to  provide  the  maximum 
quantity  of  such  care  possible.”  Conceivably  we 
can  all  participate  in  such  a concept.  Our  sub- 
loyalties to  prepaid  plans,  group  practice,  solo  prac- 
tice, prepaid  group  practice,  public  health,  medical 
education  or  research  could  be  compatible  with 
these  goals.  There  are,  of  course,  many  power 
centers  (as  state  and  specialty  groups,  medical 
schools,  governmental  agencies  and  voluntary  health 
agencies)  competitive  with  each  other.  Like  big 
government,  big  organizations  are  restricted  to  broad 
policy  statements.  The  action,  implementation  and 
specifics  must  occur  at  the  local  level,  since  each 
local  area  differs  in  economics,  population,  geogra- 
phy, facilities  and  resources. 

Considerable  eloquence  and  grandeur  decorate  a 
national  organization  like  the  AMA.  Yet  when  this 
is  denuded,  one  finds  a base  of  state  and  local 
societies.  At  the  June  1967  Annual  Session  of  the 
AMA  much  publicity  was  given  to  a change  of 
policy  in  regard  to  medically  indicated  abortion. 
This  was  considered  in  Reference  Committee  in 
response  to  a report  submitted  by  the  AMA  Com- 
mittee on  Human  Reproduction.  Debate,  discussion 
and  ventilation  were  voluminous.  The  House  of 
Delegates  approved  the  AMA  Committee’s  report 
with  evident  disagreement.  Yet  here  was  an  AMA 
policy,  the  product  of  a political  process  which 
while  not  ideal,  was  a process  that  was  developed 
over  a long  period;  a process  we  are  not  likely  to 
abandon  or  modify  drastically  in  the  future,  and 
one  from  which  no  major  policy  in  medicine  is 
exempt.  In  other  terms,  when  it  relates  to  important 
medical  or  governmental  policy,  politics  is  inescap- 
able. Can  any  important  public  question  be  taken 
out  of  politics?  Actually  we  can  only  move  the 
issues  from  one  kind  of  politics  to  another.  In 
essence,  we  moved  the  question  of  “legalized,  medi- 
cally indicated  abortion”  from  National  medical 
politics  to  local,  state  and  county  politics.  As  you 
know,  the  issue  is  still  under  consideration  through- 
out many  of  the  fifty  states. 

Decisions  are  reached  in  the  National  organiza- 
tional and  the  National  political  system  by  ’’bar- 
gaining.” This  is  an  indispensable  skill  and  perhaps 
one  way  to  reveal  the  mysteries  of  what  happened 
to  the  AMA  in  the  last  ten  years  would  be  to  say 
that  the  indisposition  to  bargain  presupposed  defeat. 
To  be  successful  in  any  political  system,  one  must 
be  prepared  to  bargain.  The  decisions  reached  by 


bargaining  among  varying  power  centers  employing 
differing  strategies  are  invariably  compromises.  Now 
many  idealists  (including  physicians)  are  unhappy 
because  they  have  arrived  at  a more  symmetrical 
and  logical  answer.  To  further  frustrate  physicians, 
all  decisions  are  tentative.  Once  a decision  is  made, 
the  bargaining  again  picks  up  as  to  what  the  ambig- 
uous words  really  mean.  Inherently,  the  physician’s 
mind,  his  training,  and  his  “nature”  are  not  con- 
ducive to  such  indecisive  settlements  and  constant 
change.  Looking  back  to  medicare,  we  can  recog- 
nize ambiguities  like,  “extended  care  facility,” 
“utilization  review,”  “certification  and  recertifica- 
tion.” In  each  local  area,  the  definitions  of  these 
may  vary.  The  applications  will  differ.  But  they 
may  all  remain  within  the  context  of  the  legal  and 
administrative  interpretations  of  the  law. 

Interest  groups,  such  as  the  AMA,  business 
groups,  labor  groups,  agricultural  groups,  and  others 
play  an  important  role  in  our  American  decision- 
making system.  There  are  no  permanently  dominant 
groups.  Decisions  cannot  be  made  except  by  alliance- 
building with  other  groups.  Bargaining  is  the  process 
by  which  these  coalitions  are  built.  It  is  also  the 
process  by  which  the  decisions  are  made  between 
the  opposing  coalitions.  The  system  has  its  virtues, 
namely,  competitiveness  and  openness.  Both  the 
process  and  the  groups  have  visibility  and  the  system 
is  open  to  any  group  that  has  strong  feelings  that 
its  interests  are  affected.  The  system  is  character- 
ized by  moderation.  The  losers  are  never  liquidated. 
The  system  is  responsive,  at  times  maybe  slowly, 
but  it  does  respond.  And,  the  system  is  one  in 
which  decisions  are  under  continuous  scrutiny.  The 
system  does  not  have  speed.  It  is  not  characterized 
by  high  rationality.  It  is  not  certain  nor  does  it 
produce  clarity.  Almost  all  decisions  are  ambiguous 
and  this  is  one  way  to  reach  compromises,  by  not 
making  the  terms  precise  or  clear. 

Now  all  the  preceding  is  relevant  to  the  actions 
and  interactions  of  the  AMA,  the  WSMA,  and  other 
non-professional  groups.  At  least  once  a month  the 
Executive  Committee  encounters  many  specifics  of 
this  decision-making  process.  Many  minor  adminis- 
trative details  of  the  organization  are  dispatched. 
Other  policy  decisions  are  referred  to  the  Board  of 
Trustees  who  may  in  turn  arrive  at  a decision  or 
refer  the  matter  to  the  House  of  Delegates.  Certain 
problems  such  as  the  Basic  Science  Law  and  the 
Medical  Practice  Act  will  involve  concurrent  study 
and  evaluation  by  the  respective  committees,  the 
Public  Laws  Committee,  the  University  of  Wash- 
ington and  the  Executive  Committee.  In  addition, 
Washington  State  governmental  agencies,  such  as 
the  Department  of  Licenses  or  reciprocal  agreements 
with  other  states  require  consideration.  Frequently 
many  diverse  groups  and  disciplines  make  inputs 
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with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synthroid? 

sodium  levothyroxine,  flint 

animal  gland  products  are  still  widely  used  today. 
Synthroid  (sodium  levothyroxine ),  however,  offers 
important  advantages  in  the  treatment  of 
thyroid  deficiency  and  related  conditions. 


CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100%  pure  thyroid 
hormone  ...  a drug  of  definite  and  uniform  composition, 
more  soluble  in  body  fluids  and  more  readily  absorbed  than 
desiccated  thyroid.  Each  batch  is  assayed  by  chemical  and 
physical  measurement.  There  is  no  need  for  biologic  stand- 
ardization because  SYNTHROID  (sodium  levothyroxine)  is 
pure,  fully  potent,  and  does  not  deteriorate  in  storage  or  in 
humid  conditions.  Your  patients  consistently  receive  the 
dosage  you  prescribe. 

predictably  smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there  is  little 
possibility  of  a metabolic  surge  that  can  compromise  cardiac 
function.  After  absorption  and  protein  binding,  SYNTHROID 
(sodium  levothyroxine)  is  released  at  a physiologic  rate  assuring 
a smooth  response  with  a higher  degree  of  safety.  Expect  PBI  readings 
in  the  range  of  6-10  meg. %.  Count  on  these  and  other  param- 
eters to  be  predictable  in  relation  to  dosage.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins.  Other 
thyroid  medicaments  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 

competitively  priced 

Patient  costs  are  competitive  with  the  cost  of  animal  gland 
products.  And  in  comparison  to  the  other  synthetic  thyroid 
hormone,  SYNTHROID  (sodium  levothyroxine)  costs  ap- 
proximately half  as  much. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause 
diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  con- 
tinued weight  loss.  Medication,  in  such  cases,  should  be  stopped  for  2—6 
days,  then  resumed  at  a lower  dose  level.  In  patients  with  diabetes  mellitus, 
careful  observations  should  be  made  for  changes  in  insulin  or  other  anti- 
diabetic drug  dosage  requirements.  In  cases  of  adrenal  insufficiency,  the 
dysfunction  must  be  corrected  prior  to,  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  It  should  be  administered  with  caution  to 
patients  with  heart  disease. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  Effects:  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  palpitations,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed.  Myxede- 
matous patients  with  heart  disease  have  died  from  abrupt  increases  in  dos- 
age of  thyroid  drugs.  Reduction  in  dosage  followed  by  a more  gradual  up- 
ward adjustment  will  usually  result  in  a more  accurate  indication  of  the 
patient's  dosage  requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  Administer  tablets  as  a single  daily  dose, 


indications 

SYNTHROID  (sodium  levothyroxine)  tablets  are  specific  re- 
placement therapy  in  diminished  or  absent  thyroid  function 
when  indicated  by  diagnostic  test  criteria  in  primary,  hypo- 
pituitary,  pediatric,  and  geriatric  hypothyroidism,  and  for 
reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  is  especially  useful  in 
confirming  your  diagnosis  when  a diminished  level  of 
thyroid  is  implicated,  because  it  precludes  variability  in 
response  often  encountered  with  desiccated  thyroid. 

unexcelled  dosage  flexibility 

Available  in  six  strengths.  T ablets  are  scored  and  color-coded 
for  dosage  convenience.  SYNTHROID  (sodium  levothy- 
roxine) INJECTION  is  also  available. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 

APPROXIMATELY  EQUIVALENT  TO  1 gr.  THYROID  U.S.P. 

Synthroid6 

sodium  levothyroxine,  FLINT 

preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every 
30  days  until  proper  metabolic  balance  is  attained.  Final  maintenance  dosage 
will  usually  range  from  0.2— 0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two  month  intervals  by  0.1  mg.  until  the  optimum  main- 
tenance dose  Is  reached  (0.1— 1.0  mg.  daily).  The  initial  dose  for  children 
with  cretinism  or  severe  hypothyroidism  is  the  same  as  for  adult  myxedema, 
but  all  intervals  of  change  should  be  made  every  two  weeks. 
SYNTHROID  (sodium  levothyroxine)  Injection  may  be  administered  intra- 
venously utilizing  200—400  meg.  of  a solution  containing  100  meg.  per  ml. 
If  significant  improvement  is  not  shown  the  following  day,  a repeat  injection 
of  100—200  meg.  may  be  given. 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg., 
scored  and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg., 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F.  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.  as  a diluent. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES.  INC 

Morton  Grove,  Illinois  60053 


into  the  system  to  provide  their  information  and 
expertise.  The  “simple”  answers  to  many  of  our 
problems  are  responsible  for  much  unmanageable 
frustration  and  emotionalism. 

The  “Four-Pronged  Approach”  voted  by  our 
House  of  Delegates  in  1966  and  implemented  by 
a dues  increase,  provided  an  adaptation  of  WSMA 
to  society,  and  to  “the  system.”  It  provided  the 
tools  for  our  engagement  in  1)  regular  organizational 
activities,  2)  public  service,  3)  governmental  serv- 
ices, and  4)  the  Foundation  for  facts.  Our  regular 
organizational  activities  provide  for  image  and 
status  which  evokes  participation.  The  public  service 
efforts  render  credibility  and  reputation  to  our  rela- 
tionships with  government.  The  Foundation  for 
Facts  is  founded  in  lay  support  and  experimentation 
to  provide  sustenance  to  our  efforts  in  public  service 
and  governmental  relations.  All  efforts  create  effec- 
tive persuasiveness  and  reasonable  power  by  the 
presentation  of  substantiated  facts  at  the  bargaining 
table.  Other  participants  are  intelligent,  informed 
and  knowledgeable.  Physicians  require  more  than 
superficial  opinions  and  judgments  to  attain  goals 
beneficial  to  patients,  society  and  the  medical  pro- 
fession. With  this  “Four-Pronged  Approach”  we 
have  projected  ourselves  into  the  ever  changing 
systems  of  politics  and  society.  Our  dedica- 
tion as  physicians  and  our  technical  applications 
of  medicine  to  man  are  not  sufficient  in  themselves 
to  ensure  our  goals.  The  current  social  climate  has 
singled  out  education,  health  care,  and  racism  as 
barometric  indicators.  How  can  the  medical  pro- 
fession alone  embrace  final  solutions  in  such  matters 
as  abortion,  poverty,  licensure,  quality  care,  organ 
transplants,  continuing  education,  and  comprehen- 
sive health  planning? 

The  elements  that  make  up  our  pluralistic  society 
are  presumptively  equally  good  and  make  equally 
valid  claims  upon  society.  Naturally,  the  members 
of  each  interest  group  regard  the  satisfaction  of 


their  own  demands  to  be  the  essence  of  social  jus- 
tice. But  demands  of  groups  conflict,  and  the 
decision-making  process  is  designed  to  resolve  these 
conflicts  by  some  peaceful  procedure.  If  a general 
opinion  develops  that  labor  is  getting  out  of  hand, 
then  “the  system”  strikes  back  with  a Taft-Hartley 
Act.  If  elderly  persons  or  new’borns,  or  unborns 
lack  health  care,  “the  system”  promotes  “a  Medi- 
care’ or  “Kiddie-Care.”  No  one  really  knows  what 
slice  of  the  economic  pie  should  go  to  employers, 
to  labor,  to  education,  or  to  health.  We  reach 
tentative  solutions  through  the  decision-making 
process  or  collective  bargaining.  They  cannot  be 
final  solutions,  because  there  is  no  formula  available 
to  us  by  which  to  measure  the  justice  of  any  par- 
ticular settlement. 

Upon  entering  this  arena,  we  find  it  necessary 
to  utilize  a maximum  effort.  This  means  involve- 
ment by  county,  state  and  specialty  societies;  by  the 
Auxiliary;  AMPAC,  and  by  the  WSMA  Education 
and  Research  Foundation  to  feed  our  knowledge 
into  this  decision-making  process  at  the  right  time 
and  in  the  proper  fashion.  For  if  we  are  right, 
answers  will  be  provided  that  will  be  best  for  our 
profession,  patients  and  society. 

Our  whole  system  of  medical  care  is  being  scruti- 
nized by  the  medical  profession  itself,  economists, 
sociologists,  politicians,  statisticians,  and  others.  Our 
goal  and  quality  patient  care  is  vulnerable  to  the 
organizational  and  political  decision-making  system. 

The  methodology  of  individual  and  organizational 
involvement  in  arriving  at  tentative  solutions  to 
social  conflicts  through  discussion,  persuasion,  com- 
promise and  votes  is  democracy. 

Our  own  professional  organizations  are  growing 
within  a decision-making  system  wherein  competing 
interests  and  demands  survive  symbiotically.  ■ 
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Aproposaltohelp 
you  manage 
congestive  heart 
failure  patients: 


Initiate  therapy  with  Hydromox  Quinethazone 
100mg.(two  50mg. tablets)  daily  for  15  days 


Many  patients  in  congestive  heart  failure  may  obtain  the  greatest  benefit 
from  HYDROMOX  Quinethazone  when  it  is  given  in  a single  daily  a.m. 
dose  of  100  mg.  (two  50  mg.  tablets) . Diuresis  is  usually  rapid  and  effective  in 
reducing  symptoms  within  the  first  critical  days.  We  suggest  continuing  clinical 
evaluation  over  a 1 5-day  period  of  therapy.  If  results  are  satisfactory,  a reduction 
to  50  mg.  ( 1 tablet)  daily  will  usually  be  adequate  for  maintenance. 


Precautions:  Electrolyte 
abnormalities  may  be  aggravated 
or  produced.  Caution  is 
important  during  prolonged  or 
intensive  therapy  and  when  salt 
intake  is  restricted.  Hypokalemia 
has  been  mild  and  infrequent, 
and  other  electrolyte 
abnormalities  rare.  The 
possibility  of  potassium 
depletion  and  its  toxic  sequelae 
must  be  kept  in  mind, 
particularly  in  cirrhotics  and 
patients  receiving  digitalis.  As  a 
preventive  measure  the  use  of 
foods  rich  in  potassium,  such  as 
orange  juice,  may  be  desirable. 
Although  not  a thiazide, 
HYDROMOX  may  possess 
certain  characteristics  of  the 


thiazides.  They  have  been  known 
to  cause  jaundice  with  liver 
involvement  and  pancreatitis; 
hematological  complications 
such  as  purpura  with  or  without 
thrombocytopenia  and 
leukopenia  (neutropenia); 
increases  of  serum  uric  acid; 
decreased  glucose  tolerance  as 
evidenced  by  hyperglycemia  and 
glycosuria  thus  aggravating  or 
provoking  diabetes  mellitus  and 
azotemia  in  patients  with  renal 
disease;  photoallergy. 
Discontinue  use  a few  days  prior 
to  elective  surgery.  When  added 
to  a regimen  that  includes 
ganglionic-blocking  agents,  the 
dosage  of  these  latter 
preparations  should  be  reduced. 


Also  reduce  dosage  when  one 
or  more  of  these  antihypertensive 
agents  is  added  to  an  established 
HYDROMOX  regimen. 
Contraindicated  in  anuria. 
Observe  for  possible  hematologic 
complications. 

Side  Effects:  Skin  rash; 
gastrointestinal  disturbances 
(chiefly  nausea),  weakness, 
dizziness.  These  seldom  require 
cessation  of  therapy,  and  can  be 
relieved  by  reducing  dosage  or 
correcting  electrolyte  imbalance. 
Warning:  Enteric  coated 
potassium  tablets  have  been 
implicated  in  small  bowel  lesions 
and  should  be  used  only  when 
adequate  dietary 
supplementation  is  not  practical. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Picture  of  treated  with 

torticollis  Parafon  Fortew 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . .stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1 4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al . : Gastroenterology  -44:146,  1963.  4.  Berman,  H.  H.,  et  aX.\  Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *U.S.  PATENT  NO.  2,895,877 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL 


BOOKS 


63  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 

TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  tides  will  be  reviewed 
as  space  permits. 

Medical  Plans  and  Health  Care:  Consumers  Participadon 
in  Policy  Making  with  a Special  Section  on  Medicare.  By 
Jerome  L.  Schwartz,  Dr.  P.  H„  Medical  Care  Specialist,  Insti- 
tute for  Health  Research  Lecturer  in  Social  Welfare,  Uni- 
versity of  California,  Berkeley,  California.  349  pp.  Price 
$16.50.  Charles  C Thomas,  Springfield,  111.  1968. 

A Guide  for  Authors;  Manuscript,  Proof  and  Illustration. 
By  John  Fuller  Thomas.  Second  Edition  of  the  Original 
Book  by  Payne  E.  L.  Thomas.  87  pp.  Illustrated.  Price 
$3.00.  Charles  C Thomas,  Springfield,  111.  1968. 

Erythropoietin.  (NY  Academy  of  Sciences  Publication) 
Editor-in-Chief,  Edward  M.  Weyer.  Consulting  Editor, 
James  W.  Fisher,  and  many  co-authors.  583  pp.  Illustrated. 
Published  3/29/68. 

Calculation  of  Industrial  Disabilities  of  the  Extremities 
and  the  Back.  Second  ed.,  by  Carl  O.  Rice,  M.D.,  M.S. 
(Surgery),  Ph.D.  (Surgery)  F.A.C.S.  Associate  Clinical 
Professor  of  Surgery,  Em.  University  of  Minnesota  Surgical 
Staff,  St.  Barnabas  Hospital  and  Swedish  Hospital.  Minne- 
apolis, Minnesota.  Editor-in-chief  Minnesota  Medicine, 
Scientific  Editor,  Industrial  Medicine  and  Surgery.  170 
pp.  Illustrated.  Price  $12.50.  Charles  C Thomas,  Spring- 
field,  111.  1968. 

Selective  Renal  Arteriography.  Its  application  to  the 
diagnosis  of  renal  vascular  and  perenchymal  lesions.  By 
Ivan  L.  Bunnell,  M.D.,  Assoc.  Professor  of  Medicine,  State 
University  of  New  York  at  Buffalo,  Assoc.  Attending 
Physician  and  Director,  Angiology  Laboratory,  The  Buffalo 
General  Hospital,  Buffalo,  New  York.  235  pp.  Illustrated. 
Price  $18.75.  Charles  C Thomas,  Springfield,  111.  1968. 
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FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 


Located  at  9010  13th  Ave.  N.W. 


Phone:  SU  4-0781 


Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short . . . 


_ start  with  „ 

Tetrex-F 

:etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic. 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
he  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
lor  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
I 25  mg.  tetracycline  and  125,000  u.  nystatin  5 ml..  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


BRISTOL 


697 

Northwest  Medicine,  July , 1968 


CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


WANTED  GENERAL  PRACTITIONER-To  practice  in  association 
with  five  other  physicians.  Attractive  salary  and  retire- 
ment system  with  excellent  sick  and  annual  leave  bene- 
fits. Well  staffed  medical  program.  Office-type  practice 
with  varied  pathology.  Unfurnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  Near  Med- 
ford. Oregon,  a growing  medical  center,  in  heart  of  beau- 
tiful Rogue  River  Valley  with  unlimited  outdoor  recre- 
ational opportunities.  Nondiscrimination  in  employment. 
For  additional  information  write.  Director,  VA  Domi- 
ciliary, White  City,  Oregon  97501. 


ORTHOPEDIST For  65-man  clinic  serving  the  Kaiser  Health 

Plan  in  Oregon.  Starting  income  $30,000;  substantial  in- 
creases for  10  years.  Insurance  benefits,  retirement  pro- 
gram. N.  W.  Frink,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


OPENING  FOR  GENERAL  PRACTITIONER— In  Medical  Center, 
northwestern  Washington.  Economic  outlook  excellent. 
Medical  Center  established  in  same  location  many  years. 
Write  Box  17-C,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wash.  98121. 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6.000.  Contact 
Mr.  Willard  Perry,  Administrators,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


MEDICAL  CENTER  IN  WESTERN  WASH.— Has  an  opening  for 
an  internist  and  a dermatologist  in  a medical  specialty 
group.  City  expanding  rapidly  with  big  industry  and  future 
outlook  very  promising.  Climate  and  recreational  facilities 
are  excellent.  Write  Box  15-C  Northwest  Medicine,  500  Wall 
St..  Seattle,  Wash.  98121. 


GENERAL  PRACTICE  OPPORTUNiTY-To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hsopital,  Cle  Elum;  F.  J.  Rogalski,  M.D.; 
or  C.  C.  Parlova,  M.D.,  Cle  Elum,  Wash.  98922. 


NEUROSURGEON For  68-man  Permanente  Clinic  serving 

the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  21-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


TWO  GP'S  NEAR  TACOMA— Need  third  GP  for  association. 
Salary  to  begin  if  desired.  Rotate  time  off  with  three 
ether  physicians.  New  150-bed  open  staff  hospital  in  town. 
Call  us  collect  (206)  TR  5-6695  during  office  hours  between 
11  and  4. 


UROLOGIST— The  Permanente  Clinic  seeks  a third  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $24,000. 
Walter  Berlin,  M.D.  The  Permanente  Clinic,  5055  N.  Gree- 
ley, Portland,  Ore.  97217. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible: 
68-man  clinic  of  specialists  associated  with  250-bed  hospital; 
8-man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R. 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Per- 
manente Clinic,  5055  N.  Greeley  Ave„  Portland,  Ore.  97217. 


OPENING  FOR  GENERAL  PRACTITIONER-Established  GP  (18- 

years)  in  N.W.  Washington  near  Tacoma  and  Seattle  needs 
2nd  GP.  Adequate  office  space.  Lab,  x-ray,  EKG,  and  phy- 
siotherapy in  office.  Ob  necessary,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital,  new  hospital 
under  construction.  Partnership  opportunity.  Write  Box 
10-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121 


GENERAL  SURGEON  AND  PRACTITIONER-For  modern  three 
physician  medical  clinic,  adjoining  long  established  but 
new  complete  26-bed  general  hospital.  Located  in  a thriv- 
ing prosperous  community  in  Western  Washington,  the 
heart  of  outdoor  recreational  and  forest  areas.  Compen- 
sation above  average,  good  working  conditions,  vacations 
and  numerous  fringe  benefits.  Write  Brandt  Bede,  M.D., 
or  J.  Arnold  Wark,  M.D.,  Morton  Medical  Center,  Morton, 
Wa.  98356. 


GENERAL  PRACTITIONER-For  suburban  clinic.  Call  two 
nights  per  week  and  every  fourth  weekend.  Four  weeks 
vacation  per  year.  Salary  open.  Write  Box  15-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


OPENING  FOR  TWO  GP'S  AND  AN  INTERNIST-To  join  estab- 
lished GP  in  new  Med. -Dent.  Center  by  Aug.  1,  1968  Lo- 
cated in  rapidly  expanding  community  20  miles  east  of 
Seattle.  Additional  GP’s  and  specialists  added  as  needed. 
Write  Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  NORTH-END  SEATTLE— Complete  office 
equipment  including  x-ray  for  sale.  Solo  practice.  Gross 
$60,000  a year.  Four  hospitals  near  by.  Retiring  when  new 
physician  fully  introduced.  Write  Box  16-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.-Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


698 

Northwest  Medicine , July.  1968 


OFFICE  SPACE 


DESIGN  AWARD  CLINIC— 2 new  offices  with  built-in  cabi- 
nets, still  available.  Carpeting,  drapes  furnished.  Near 
Stevens  Hospital  in  State’s  most  vigorous  growth  area. 
Rental  adjustment  to  start.  Manager,  2411  - 5th  St.,  S.E.. 
Edmonds,  Wa.  98020,  778-4333. 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick. 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


SHORTAGE  OF  PEDIATRICIANS  & INTERNISTS-Sunnyside, 

Wash.  Suite  will  be  made  available.  Contact  Mr.  John 
C.  Reith,  P.  O.  Box  180,  Sunnyside,  Wa.  98944,  phone  (509) 
837-4601. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Bully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


UNIVERSITY  VILLAGE  MEDICAL  DENTAL  CENTER-5120-25th 

Ave.  N.E.,  Seattle,  has  an  office  1,200  sq.  ft.  and  700  sq.  ft. 
Can  be  divided  to  suit  tenants  at  $3.75  sq.  ft.  with  parking. 
Call  522-2340. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


BEAUTIFUL  MEDICAL  SPACE— Now  being  designed  in  populous 
S.W.  Seattle  suburb.  Within  5 minutes  of  3 hospitals,  15 
minutes  to  downtown  Seattle.  Population  of  80,000  within 
2 miles  and  only  3 M.D.’s.  Excellent  opportunity  for  physi- 
cians in  vastly  underserviced  community.  Busy  general 
dentist  and  pedodontist  established  in  building.  Call  S & 
L Realty,  RO  3-2900,  Seattle,  Wa. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


REAL  ESTATE 


PRIVATE  HUNTING  AND  FISHING  CABIN— In  Eastern  Oregon, 
on  Snake  River,  Brown  Lee  Reservoir.  Approx.  2 scenic 
acres,  1,000  ft.  water  frontage  in  heart  of  abundant  deer, 
elk,  chukar,  pheasant,  quail  and  goose  hunting.  Fishing 
year-round.  Modern  28'x32'  building,  docks,  etc.  $37,500. 
Mr.  Bruce  Kirkpatrick,  Box  66.  Baker,  Ore.  97814. 


SERVICE 


PROFESSIONAL  OFFICE  SERVICE— Billing  and  handling  of 
accounts,  insurance,  and  related  work.  Reliable,  capable, 
confidential.  Routine  office  work  handled  by  our  com- 
petent staff  at  a saving.  References.  General  Business 
Services,  Inc.,  324  S.W.  153rd.,  Seattle,  Wa.  98166.  246-4313. 


Interested  in 

Industrial  Medicine 

? 

■ 

The  medical  staff  of  The  Boeing 
Company  wishes  to  engage  the 
professional  services  of  a physician, 
practicing  or  retired,  on  a part-time 
(evening)  basis.  The  work  is  in 
connection  with  Boeing's  Occu- 
pational Medicine  Clinic  in  Seattle. 

For  complete  information, 
including  the  nature  of  the  work 
and  a schedule  arrangement,  please 
telephone  Bruce  K.Wightman,M.D., 
at  (206)  655-8156.  Boeing  is  an 
equal  opportunity  employer. 


TofightTB- 
find  it  first! 

Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation.  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25  s. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago. 


AMA  Clinical — Dec.  1-4,  1968,  Miami 
Beach;  Nov.  30-Dec.  3,  1969,  Denver; 
Nov.  29-Dec.  2,  1970,  Boston. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Oct.  1-4,  1968,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
—Sept.  22-25,  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — July  2-5, 
1969,  Sun  Valley;  July  1-5,  1970, 
Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Oct.  29,  Nov.  2,  1968,  Phoe- 
nix, Ariz. 

Sec.,  Virginia  Bryant.  Phoenix. 
Ariz. 


North  Pacific  Pediatric  Society — Sept. 
14-17,  1968,  Empress  Hotel,  Victoria, 
B.C. 

Pres.,  Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  17-18,  W'ash.  Athletic 
Club,  Seattle. 

F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  1968,  San  Fran- 
cisco. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto.  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Jack  B.  Miller,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  II.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  Robert  S.  Miller,  Beaverton 
Sec..  Irving  J.  Horowitz.  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec..  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — 3rd 
Monday  (Sept. -May)  Congress  Ho- 
tel, Portland. 

Pres.,  Ira  Clary,  Portland 
Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday,  Jan.-May,  Sept. -Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — Jth  Tuesday 
(Sept.-May). 

Pres.,  Edward  Wayson,  Portland 
Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Acad.  Ophth  & Oto.— 3rd 
Tues.  (Oct. -Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam.  Jr.,  Bellevue 


Seattle  Gyn.  Soc.— Annual  Fall  Assem- 
bly, Sept.  13,  14;  3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynnwood 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Societj — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May). 

Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin.  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle. 

Pres.,  Richard  L.  Pokorny,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May). 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr.,  Yakima 
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The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 
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tablets/inserts 


Flagyl 

brand  of  ” 

metronidazole 


brings 

•clinical  cures 
• microscopic  cures 
•culture  cures 


For  the  most  widespread  form  of  vagi- 
nitis the  most  widely  successful  thera- 
peutic agent,  Flagyl,  is  clearly  indi- 
cated. 

In  trichomonal  vaginitis,  most  physi- 
cians have  reported  a cure-rate  of  95 
per  cent  or  more  with  Flagyl  when  in- 
fected male  partners  are  treated  con- 
currently and  when  treatment  is 
repeated  for  occasional  refractory  in- 
fections in  women. 

Among  the  few  patients  who  do  not 
respond  to  Flagyl  are  those  who  may 
not  have  taken  the  prescribed  dosage 
and  those  who  may  have  been  rein- 
fected. 

This  high  rate  of  cure  obtained  with 
Flagyl  is  unparalleled.  Only  systemi- 
cally  active  Flagyl  reaches  the  hidden 
reservoirs  of  reinfection  in  male  and 
female  genitourinary  tracts. 

Indications:  Flagyl  is  indicated  only  in  the 
treatment  of  trichomoniasis  in  both  the  male 
and  female. 

Contraindications:  Pregnancy;  disease  of  the 
central  nervous  system;  evidence  or  history  of 
blood  dyscrasia. 

Precaution:  Complete  blood  cell  counts  should 
be  made  before,  during  and  after  therapy,  es- 
pecially if  a second  course  is  necessary. 


Side  effects:  Infrequent  and  minor  side  effects 
include  nausea,  metallic  taste  and  furry  tongue. 
Gastrointestinal  disturbances,  flushing  and 
headache  sometimes  occur,  especially  with  con- 
comitant ingestion  of  alcohol.  The  taste  of  al- 
coholic beverages  may  be  altered.  Other  effects, 
all  reported  in  an  incidence  of  less  than  1 per 
cent,  are  diarrhea,  dizziness,  vaginal  dryness 
and  burning,  dry  mouth,  rash,  urticaria,  gas- 
tritis, drowsiness,  insomnia,  pruritus,  sore 
tongue,  darkened  urine,  anorexia,  vomiting, 
epigastric  distress,  dysuria,  depression,  vertigo, 
incoordination,  ataxia,  abdominal  cramping, 
constipation,  stomatitis,  numbness  or  pares- 
thesia of  an  extremity,  joint  pains,  confusion, 
irritability,  weakness,  cystitis,  pelvic  pressure, 
dyspareunia,  fever,  polyuria,  incontinence,  de- 
creased libido,  nasal  congestion,  proctitis  and 
pyuria.  Elimination  of  trichomonads  may  ag- 
gravate candidiasis. 

Dosage  and  Administration:  In  women:  one 
250-mg.  oral  tablet  three  times  daily  for  ten 
days.  A vaginal  insert  of  500  mg.  is  available 
for  local  therapy  when  desired.  When  used,  one 
vaginal  insert  should  be  placed  high  in  the  vagi- 
nal vault  each  day  for  ten  days;  concurrently 
two  oral  tablets  should  be  taken  daily. 

In  men:  When  trichomonads  are  demonstrated, 
one  250-mg.  oral  tablet  twice  daily  for  ten  days 
in  conjunction  with  treatment  of  his  female 
partner. 

Dosage  Forms:  Oral  tablets— 250  mg. 

Vaginal  inserts— 500  mg. 
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Diagnosis:  ...shock! 


Plasmanate 

PLASMA  PROTEIN  FRACTION 
[HUMAN]  5%  SOLUTION,  U.S.P. 


*1ASMA  wort'N 

oif 


Elevate  feet 

Keep  patient  warm 

and  give  Plasmanate  stat! 

When  minutes  count,  Plasmanate  can  be  administered 
immediately — no  blood  typing  necessary!  This  is  a human 
blood  protein  fraction  with  no  history  of  coagulation 
defect  or  hepatitis  transmission.  It  is  a quick,  safer  way 
to  normalize  plasma  volume  in  hypovolemia. 

Plasmanate  is  a 5%  solution  of  selected  human  plasma 
proteins  with  stabilizers  in  a buffered,  balanced  electrolyte 
solution.  Contains  88%  serum  albumin,  7%  alpha  globulin, 
5%  beta  globulin.  Significant  electrolytes  are  110  mEq. 
sodium,  50  mEq.  chloride  and  a maximum  of  2 mEq. 
potassium  per  liter. 

Each  flask  is  heat-treated  at  60°  C.  for  10  hours  against  the 
possibility  of  transmitting  the  hepatitis  virus.  Administration: 
Plasmanate  should  be  administered  by  intravenous  route  only. 
For  full  details,  please  examine  literature.  Precautions:  Should 
be  administered  cautiously  in  patients  with  normal  or  increased 
blood  volume.  Package  directions  contain  indications  and  all 
known  contraindications.  In  new  50  ml.  vial  (pediatric  size) 
and  250  and  500  ml.  flasks  complete  with  ready-to-use 
administration  set. 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, x- 2i  3’ 4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 
Methamphetamine  hydrochloride  10  mg./  Amobarbital  (Warning,  may 
be  habit  forming ) 50  mg./Homatropine  methylbromide  7.5  mg. 
*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self-limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects : Insomnia,  excitability,  central  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions:  Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference : Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 
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No  one 
should  be  cold 
on  a Caribbean 
cruise 


To  those  with  peripheral  vascular  disease,  a balmy  ocean  breeze  can 
become  a limb-chilling  wind  ...  a stroll  on  the  deck  a painful, 
stop-and-go  chore. 

Priscoline  can  help.  It  dilates  peripheral  blood  vessels,  increases  blood  flow 
to  extremities.  Relieves  numbness.  Makes  hands  and  feet  less  prone  to  chill. 
Makes  patients  more  comfortable.  Helps  them  get  around. 

Nothing. magic  about  Priscoline.  But  people  with  peripheral 
vascular  disease  might  think  so. 

See  following  page  for  prescribing  information. 


(tolazoline) 

peripheral  vasodilator 


C I 


Priscoline' 

hydrochloride 
(tolazoline  hydrochloride) 


Indications  Spastic  peripheral  vascular  disorders. 

Precautions  Tolazoline  stimulates  gastric  activity  and  increases 
hydrochloric  acid  content  of  the  stomach;  use  cautiously  in 
patients  with  gastritis  or  peptic  ulcer  or  in  those  with  suspected 
peptic  ulcer.  Give  cautiously,  if  at  all,  to  patients  with  known 
or  suspected  coronary  artery  disease. 

Adverse  Reactions  Occasional:  nausea,  epigastric  discomfort, 
tachycardia,  flushing,  slight  rise  or  fall  in  blood  pressure,  in- 
creased pilomotor  activity  with  tingling  or  chilliness.  Rare: 
vomiting,  diarrhea.  Symptoms  are  generally  mild  and  frequently 
disappear  with  continued  therapy,  regardless  of  dosage. 
Administration  and  Dosage  Careful  individualization  of  dosage 
is  required. 

Oral  Tablets:  Usually  25  mg  4 to  6 times  daily  is  sufficient.  If 
necessary,  dosage  may  be  increased  gradually  up  to  50  mg 
6 times  daily. 

Lontabs:  Generally,  1 Lontab  every  12  hours  will  achieve  the 
same  effect  as  one  25-mg  regular  tablet  every  4 hours  (6  times 
a day).  Thus,  continuous  action  throughout  the  night  is  achieved 
without  the  need  for  arising  to  take  additional  medication. 
Parenteral  Subcutaneously,  Intramuscularly,  or  Intravenously:  10  to 
50  mg  4 times  daily.  Start  with  low  doses,  increasing  with  patient 
under  close  observation  until  optimal  dosage  (as  determined  by 
appearance  of  flushing)  is  established.  Keeping  patient  warm 
will  often  increase  effectiveness  of  drug. 

Supplied  Tablets,  25  mg  (white,  scored];  bottles  of  100  and  1000. 
Lontabs,  80  mg  (bright  yellow);  bottles  of  100.  Multiple-dose 
Via  Is,  10  ml,  each  ml  containing  25  mg  tolazoline  hydrochloride, 
0.65%  sodium  citrate,  0.65%  tartaric  acid,  and  0.5%  chlorobutanol 
as  preservative  in  water;  cartons  of  1. 

Lontabs®  (long-acting  tablets  CIBA) 

Consult  complete  literature  before  prescribing.  :/3bsi 

CIBA  Pharmaceutical  Company,  Summit,  N.J.  CIBA 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Too  Much  Philosophy 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Because  Al  Feinstein  is  a very  good  friend  of 
mine,  1 was  delighted  to  see  a review  of  his  book 
Clinical  Judgment  in  the  June  issue  of  northwest 
medicine.  However,  little  was  I prepared  for  the 
four-page  polemic  by  Fred  Exner.  I have  no  objec- 
tion to  hearing  and  reading  again  Fred’s  views  on  a 
variety  of  topics  from  full-time  faculties  of  schools 
of  medicine  to  Medicare;  however,  I do  object  to 
his  using  your  Book  Review  columns  for  a platform 
from  which  to  air  these  views. 

In  point  of  fact,  Dr.  Exner  did  not  review 
Clinical  Judgment  at  all;  he  gave  the  unsuspecting 
reader  a little  more  of  the  philosophy  of  Dr.  Exner. 

I have  sent  the  review  on  to  Dr.  Feinstein.  I’m 
sure  he’ll  be  amused. 

Sincerely, 

ROBERT  G.  PETERSDORF,  M.D. 

Violence  in  America— 

A National  Illness? 

These  additional  letters  concerning  the  trend  of 
violence  in  our  country  were  received  after  the  July 
issue  went  to  press.  See  July  issue  for  original 
editorial  and  inquiry  letter.  Ed. 

Lake  Osivego,  Oregon 
Editor,  northwest  medicine: 

Thank  you  for  the  opportunity  of  presenting  my 
views  for  possible  publication  regarding  the  ills 
and  violent  trends  in  our  society. 

You  raised  the  question  of  the  basic  cause  of 
numerous  recent  manifestations  of  what  may  be  a 
kind  of  national  illness.  Indeed,  I do  agree  that  we 
are  living  in  very  difficult  evolutionary  changes  in 
today’s  culture. 

It  is  my  belief  that  if  every  person  in  our  culture 
possessed  the  genuine  traits  of  honesty  to  self  and 
others,  the  capacity  to  love  and  to  give  and  receive 


love  without  qualifications,  and  complete  trust  in 
every  relationship  that  there  would  be  little  need 
for  mental  health  workers  in  today’s  society.  Unfor- 
tunately, we  are  all  faced  with  heavy  schedules  and 
long  hours  treating  patients  with  the  afore-men- 
tioned diseases. 

The  processes  of  being  honest,  loving,  and  trust- 
ing are  almost  universally  rejected  in  the  initial 
stages  of  therapy  with  each  individual  patient, 
couple,  family,  and  groups  with  whom  I work  in 
therapy.  Once  the  patient  is  able  to  accept  these 
ingredients  as  mentally  healthy,  there  is  exciting 
movement  in  the  direction  of  personal  growth  and 
mental  health.  Relationships  with  others  become  im- 
proved remarkably  and  these  people  realize  pro- 
gressive success  in  their  personal  growth,  business, 
family  and  social  roles. 

Now  then,  looking  into  the  crystal  ball,  what 
is  the  prognosis  for  our  American  culture?  In  my 
opinion,  the  processes  mentioned  must  be  deeply 
incorporated  into  the  key  leaders  of  our  government 
and  industry.  I am  seeing  this  happen,  slowly  to  be 
sure  and  indeed  painfully  at  times.  Only  when  the 
majority  of  our  leaders  accept  these  processes  as 
valuable  and  workable  virtues  will  the  followers 
and  rebels  incorporate  them  into  their  own  person- 
alties. 

Of  course  there  are  many  “hangups”  in  each  of 
us  which  must  be  worked  through  in  an  insightful 
way  before  we  are  able  to  become  honest,  loving, 
and  trusting  persons.  It  has  become  seemingly  so 
important  to  the  majority  of  our  society  in  govern- 
ment and  otherwise  to  defend  our  position,  regard- 
less of  its  validity  on  a factual,  common  sense  or 
feeling  basis.  Examples  of  this  might  range  from 
the  war  in  Viet  Nam  to  the  riots  in  our  cities  and 
recent  assassinations.  Somehow  it  is  my  impression 
that  all  of  these  symptoms  of  our  personal  and 
social  disease  are  inter-related  and  correlated  with 
the  sick  pathological  process  of  dishonesty,  hate  and 
distrust. 

Furthermore,  proposed  measures  such  as  gun  con- 
trol laws  compare  closely  to  prohibition  and  taking 
an  aspirin.  On  the  other  hand  such  measures  may 
be  necessary  to  temporarily  control  the  panic  and 
violence  within  our  country  until  such  time  when 
constructive  re-educative  and  therapeutic  programs 
become  practical  and  have  their  effect  upon  our 
key  people  who  in  turn  must  relate  this  to  others  on 
down  the  line. 

I have  found  that  professional  mental  health 
workers  are  sold  on  the  principles  of  therapy  for 
others  and  yet  find  this  very  difficult  to  apply  to 
their  inter  and  intrapersonal  lives.  An  example  of 
this  is  the  professional  married  couples  group  which 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropr 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequif 
vitamin  B 2 therapy  may  result  in  hematologic  remission  but  ntr 
rological  progression.  Adequate  doses  of  vitamin  B.?  (parente'. 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hemati 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt, 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistar,- 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potent- 
tion  of  absorption  of  physiological  doses  of  vitamin  B If  res  ■ 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-cal  • 
massive  doses  of  vitamin  B 2,  may  be  necessary.  No  single  re- 
men fits  all  cases,  and  the  status  of  the  patient  observed ' 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Peno=_ 


You  can  treat  combined 
deficiencies  with 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
> tion  syndromes. 


1 

$ 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


nical  and  laboratory  studies  are  considered  essential  and  are 
i ommended. 

werse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
l duces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
I ion.  Reducing  the  dose  and  administering  it  with  meals  will 
i limize  these  effects. 

n extremely  rare  instances,  skin  rash  suggesting  allergy  has 
i owed  oral  administration  of  liver-stomach  material.  Instances 
< apparent  allergic  sensitization  have  also  been  reported  after 
( I administration  of  folic  acid. 

I sage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
: ndard  response  in  the  average  uncomplicated  case  of  perni- 
t us  anemia.) 

• w Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
,«,  insic  factor,  Lilly),  in  bottles  of  60  and  500.  [03*56.] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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I initiated  in  the  city  of  Portland.  While  canvassing 
my  colleagues  and  getting  their  reactions  to  such  a 
group,  there  were  about  15  positive  responses.  When 
actually  faced  with  joining  and  participating  in  this 
group  only  5 couples  were  willing  to  chance  this 
endeavor.  Until  professional  mental  health  workers 
become  less  “image  conscious’  and  more  sold  on 
their  therapy  with  patients  as  well  as  using  these 
same  principles  in  their  own  daily  living,  chaos 
will  continue  in  their  own  personal  lives  and  a 
hypocritical  image  will  persist. 

Isn’t  this  the  message  that  “The  Hippies”  are 
trying  to  convey  to  society?  That  is  “Put  your  time, 
money  and  energy'  where  your  mouth  is  and  stop 
being  hypocrites.  The  peace  marchers,  rioters,  and 
other  groups  of  action  or  violence  are  also  trying 
to  give  us  this  message  in  their  own  unique  ways. 

Now  what  should  be  done  about  all  this.  It  is  my 
strong  opinion  that  large  amounts  of  money  from 
federal  and  state  governments  and  industry  should 
be  allocated  to  psychiatrists,  psychologists,  social- 
workers,  psychiatric  nurses,  and  others  skilled  in 
teaching  group  and  working-through  process,  who 
believe  in  the  virtues  of  honesty  with  self  and  others 
and  the  sharing  of  love  and  trust  as  essential  in- 
gredients in  mental  health.  This  money  should  be 
utilized  in  intensive  five  to  fourteen  day  workshops 
with  key  people  in  our  society,  who  in  turn  can  then 
conduct  similar  workshops  for  other  key  people  in 
their  communities  and  organizations.  Of  course  this 
is  being  done  on  a small  scale  at  this  point  in  time. 
It  is  my  proposal  that  this  be  affected  on  a large 
scale  immediately.  At  this  time,  America  has  the 
potential  for  becoming  either  the  cesspool  of  the 
world  or  the  greatest  country  in  the  history  of  all 
mankind. 

Sincerely, 
W.  EUGENE  OWENS,  M.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Your  letter  of  June  5,  immediately  after  the  killing 
of  Robert  Kennedy,  seemed  a cry  of  anguish  and 
an  expression  of  a deep  need  to  be  in  greater  con- 
tact with  other  persons  in  order  to  understand  better 
what  is  happening,  to  maintain  one’s  own  sense  of 
order  and  mastery  in  the  welter  of  excitement  and 
uncertainty,  and  to  contribute  to  our  common  efforts 
at  enhancing  the  quality  of  life  for  all.  I am  very 
late  in  responding,  but  that  should  not  suggest  any 
lack  of  regard  for  your  inquiry.  The  questions  you 
raised  concern  me  profoundly,  as  they  call  up  basic 


considerations  and  values  about  individual  lives  and 
social  organization. 

I conceive  of  much  of  the  violence,  the  unrest  and 
degradation  current  in  our  society,  as  relating  to 
fundamental  philosophical  and  social  positions  we 
have  been  working  out  in  our  practical  economic 
and  political  arrangements  throughout  our  history. 
I do  not  believe  it  is  useful  to  use  illness-health  con- 
cepts here.  We  are  not  ill,  we  are  this  way,  with 
violence  and  the  rest,  some  of  it  fine.  We  are  where 
we  are  because  this  is  the  route  we  have  traveled. 
Our  history,  our  struggles  and  development,  have 
gotten  us  here.  It  is  not  that  our  society  is  basically 
or  inherently  well  or  good,  and  only  temporarily 
ill.  Our  society,  as  I see  it,  needs  to  get  on  with 
its  development,  requiring  a capacity  to  guide  and 
experience  its  own  change  in  profound  degree. 

One  aspect  of  the  present  situation,  having  grown 
in  intensity  and  importance  for  some  years  and  prob- 
ably not  yet  at  its  peak,  is  the  tremendous  un- 
certainty which  faces  us.  We  have  abundant  indi- 
cations that  our  philosophical,  social,  political  and 
religious  structures  are  not  adequate  to  see  us 
through  profound  changes  in  the  conditions  of  life. 
Basic  points  of  orientation  to  life  are  now  challenged. 
Although  we  may  still  proclaim  devotion  to  human 
individuality,  the  opportunity  and  significance  for 
individualism  is  altered  or  diminshed  across  the 
scope  of  life  in  society.  As  instances,  consider  the 
massiveness  of  economic  organization,  the  massive- 
ness of  potentials  for  dealing  death,  the  unrelenting 
experience  of  being  caught  up  in  increasingly  large, 
complex  systems  and  sub-systems,  where  decisions 
are  technologically  arrived  at  on  the  basis  of  ques- 
tions and  alternatives  shaped  to  coincide  with  the 
technology  for  answering  them,  in  distinction  to 
questions  and  alternatives  based  on  goals  and  ef- 
fects relating  to  individual  lives  and  the  quality  of 
life  for  individuals  within  society. 

It  is  interesting  to  speculate  on  how  different  life 
may  be,  how  our  experience  of  our  own  significance 
may  be  changed,  when  there  are  soon  twice  as  many 
of  us.  I believe  we  are  preparing  for  that  condition, 
unwittingly,  largely,  as  our  numbers  increase,  and 
the  preparation  is  disconcerting. 

It  is  likely  that  some  individuals  who  are  ma- 
terially, and  in  status  and  power,  well  off  now,  may 
also  experience  marked  uncertainty,  but  they  would 
seem  to  have  the  greatest  cushion  and  structure  for 
maintaining  themselves  in  a time  of  change.  Hope- 
fully they  will  also  be  capable  of  flexibility.  Too 
often  their  endeavor  is  to  try  to  reinstate  yesterday, 
which  in  retrospect  seems  simpler.  The  marginal 
individuals,  in  terms  of  psychological  organization 
and  as  defined  by  social  structure  and  significance, 
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NOTES: 


The  Schiller  collection  of  22,000  slides  of 
carcinoma  specimens  will  be  reclassified  and  the  infor- 
mation stored  on  computer  tape  at  the  University  of 
Chicago.  Rapid  retrieval  of  the  information  is  expected 
to  expedite  diagnosis  by  affording  opportunity  to  compare. 
The  late  Walter  Schiller  collected  his  material  at  the  Cook 
County  Hospital  and  his  name  is  attached  to  the  use  of 
iodine  in  identifying  carcinomatous  changes  in  the  cervix. 
His  slides  of  oviarian  carcinoma  are  said  to  constitute  the 
largest  existing  colllection. 

Jobs  are  increasing  but,  by  1975,  government  jobs 
will  have  increased  at  twice  the  rate  of  jobs  in  the 
private  sector.  The  work  force  will  be  75  million,  but  18 
million  will  be  in  government  jobs  or  on  relief.  That's 
24  per  cent  of  the  population  to  be  supported  by  the  other 
76  per  cent.  Not  much  hope  for  tax  reduction  if  this 
keeps  up. 

Waste  of  Federal  money,  poor  training  and  high  cost 
per  student  are  cited  by  the  National  Federation  of 
Independent  Business  as  reason  for  heavy  member  support  of 
a bill  calling  for  use  of  private  training  schools.  The 
bill,  introduced  by  Representative  William  Ayres  of  Ohio, 
would  require  that  job  training  be  contracted  to  private 
training  facilities.  It  is  estimated  that  cost  per  student 
year  in  Job  Corps  programs  has  been  $9,000  to  $13,000  while 
average  costs  in  private  schools  is  $2,600.  The  Ayres 
bill  would  eliminate  costs  of  construction  of  new  facili- 
ties, now  financed  by  grants.  Member  vote  in  Oregon  was 
87  in  support  of  the  bill,  7 against  and  6 undecided.  In 
Washington  the  poll  was  81,  14,  and  5;  in  Idaho  87,  6, 
and  7.  NFIB  has  253,369  members  who  are  independent 
business  proprietors. 

If  disaster  strikes  the  need  for  a plan  will  be 
described  much  as  the  Texan  described  his  need  for  a gun. 

He  said  he  might  never  need  it  but  if  he  ever  did  need 
it  he  would  need  it  damn  bad  and  damn  quick.  Arming  for 
disaster  will  be  the  subject  of  a conference  at 
Albuquerque,  New  Mexico,  November  15-16.  Most  communities 
will  never  need  it  but  if  tornado,  flood,  explosion, 
epidemic,  civil  disorder,  or  highway  crashes  occur  with 
dramatic  suddeness,  planned  action  will  be  needed  - bad 
and  quick. 

Regional  medical  programs  may  be  extended  three  years, 
if,  H.  R.  15758  gets  favorable  action.  It's  out  of  the 
Senate  Labor  and  Public  Welfare  Committee.  It  would 
provide  $65  million  in  1969  and  up  to  $200  million  in  1971. 
Family  health  clinics  for  migratory  workers,  a narcotic 
addict  rehabilitation  program,  and  extension  of  the  Hill- 
Burton  Act  are  included. 

White  House  conference  on  aging  may  be  held  in  1971. 

A measure  authorizing  it  is  being  considered  by  the  House. 

H.L.H. 
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“Your  heart  is  sound" 


The  complete  examination 
rules  out  organic  disease.  Yet 
the  patient  “knows.”  Again 
he  counts  off  the  complaints 
—discomfort  and  pain  around 
the  heart,  pressure,  breathing 
difficulty,  palpitations.  He  in- 
sists something  must  be 
wrong  with  his  heart. 

When  somatic  symptoms 
persist  despite  negative  ob- 
jective findings,  you  may  sus- 
pect a psychogenic  cause.  As 
a useful  measure,  consider 
adjunctive  Valium  (diaz- 
epam). It  helps  relieve  the 
psychic  tension  that  often 
finds  its  outlet  in  somatic 
symptoms.  In  some  patients 
it’s  the  heart.  In  others,  the 
troublesome  symptoms  may 
be  gastrointestinal,  genitouri- 
nary, respiratory,  dermato- 
logic or  musculoskeletal. 


cardiac  symptoms. ..often  the 
somatic  voice  of  psychic 
tension 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by 
tension,  anxiety,  apprehension,  fa- 
tigue, depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in: 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  dis- 
orders; athetosis,  stiff-man  syndrome, 
convulsive  disorders  (not  for  sole 
therapy). 

Contraindications:  Known  hypersensi- 
tivity to  drug;  children  under  6 months 
of  age;  acute  narrow  angle  glaucoma; 
may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  ap- 
propriate therapy. 

Warnings:  Not  of  value  in  treatment 
of  psychotic  patients,  and  should  not 
be  employed  in  lieu  of  appropriate 
treatment.  As  with  most  CNS-acting 
drugs,  caution  patients  against  haz- 
ardous occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  When  used  ad- 
junctively in  convulsive  disorders,  pos- 
sibility of  increase  in  frequency  and / 
or  severity  of  grand  mal  seizures  may 
require  increase  in  dosage  of  standard 
anticonvulsant  medication;  abrupt 
withdrawal  in  such  cases  may  also  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 
Advise  patients  against  simultaneous 
ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms 
(similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  ab- 
rupt discontinuance.  Keep  addiction- 
prone  individuals  (such  as  drug 
addicts  or  alcoholics)  under  careful 
surveillance  because  of  their  predis- 
position to  habituation  and  depen- 
dence. Use  of  any  drug  in  pregnancy, 
lactation  or  in  women  of  childbearing 
age  requires  that  potential  benefit  be 
weighed  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  care- 
fully consider  individual  pharmaco- 
logic effects— particularly  with  known 
compounds  which  may  potentiate  ac- 
tion of  Valium,  such  as  phenothia- 
zines,  narcotics,  barbiturates,  MAO 
inhibitors  and  other  antidepressants. 
Employ  usual  precautions  in  the  se- 
verely depressed  or  in  those  with 
latent  depression;  suicidal  tendencies 
may  be  present  and  protective  mea- 
sures necessary.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest 
effective  amount  in  elderly  and  debili- 
tated to  preclude  ataxia  or  overseda- 
tion (initially  2 to  2Vz  mg  once  or 


twice  daily,  increasing  gradually  as 
needed  or  tolerated). 

Adverse  Reactions:  Side  effects  most 
commonly  reported:  drowsiness,  fa- 
tigue and  ataxia.  Infrequently  encoun- 
tered: confusion,  constipation,  depres- 
sion, diplopia,  dysarthria,  headache, 
hypotension,  incontinence,  jaundice, 
changes  in  libido,  nausea,  changes  in 
salivation,  skin  rash,  slurred  speech, 
tremor,  urinary  retention,  vertigo  and 
blurred  vision.  Paradoxical  reactions 
such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage, 
sleep  disturbances  and  stimulation 
have  been  reported;  should  these  oc- 
cur, use  of  the  drug  should  be  discon- 
tinued. Because  of  isolated  reports  of 
neutropenia  and  jaundice,  periodic 
blood  counts  and  liver  function  tests 
are  advisable  during  long-term  ther- 
apy. Minor  changes  in  EEG  patterns 
(low-voltage  fast  activity)  observed 
during  and  after  therapy  and  are  of  no 
known  significance. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anx- 
iety and  psychoneurotic  states,  2 to 
10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10 
mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively 
in  convulsive  disorders,  2 to  10  mg 
b.i.d.  to  q.i.d.  Geriatric  or  debilitated 
patients:  2 to  2Vz  mg,  1 or  2 times 
daily  initially,  increasing  as  needed 
and  tolerated.  (See  Precautions.)  Chil- 
dren: 1 to  2 Vi  mg  t.i.d.  or  q.i.d.  ini- 
tially, increasing  as  needed  and 
tolerated  (not  for  use  under  6 months) . 

Supplied:  Valium®  (diazepam)  Tab- 
lets, 2 mg,  5 mg,  and  10  mg;  bottles 
of  50,  100  and  500. 


Helps  relieve 
psychic  tension 
and  its 

somatic  expressions 

Valium 

(diazepam) 


Roche 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 
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SEATTLE 

Sept.22-25 


1968.. 


gggH 


Invitation  to  the  79th  Annual  Meeting 


Executive  Committee  and  Board  of  Trustees  of  the  Washington 
State  Medical  Association  invite  all  members  and  interested 
guests  to  attend  the  79th  Annual  Meeting,  September  22  through 
September  25,  at  the  Olympic  Hotel  in  Seattle,  Washington. 

The  Scientific  Program  Committee  and  Scientific  Exhibit  Com- 
mittee, as  organizers  of  this  Annual  Meeting,  have  worked  with 
courage  and  effort  to  enable  you  as  a participant  physician  to 
contribute.  Through  pre-registered  round  table  discussions,  physi- 
cians will  be  afforded  the  opportunity  to  personally  communicate 
with  authorities  in  differing  scientific  fields. 

A four-hour  refresher  course  related  to  the  bedside  manage- 
ment of  fluid  balance  problems  will  be  offered.  This  will  be 
limited  to  forty  participants. 
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Excellent  scientific  section  sessions  in  Anesthesia,  General 
Practice,  Internal  Medicine,  Surgery,  Obstetrics  and  Gynecology, 
Ophthalmology,  Pediatrics  and  Psychiatry  will  be  enticing  to  all. 

Other  attractions  include:  Business  sessions,  scientific  films, 
exhibits,  nine  guest  speakers,  social  events,  and,  of  course,  the 
commercial  exhibits  which  help  to  make  all  the  above  possible. 

A comprehensive  discussion  of  alcohol  and  society  will  be 
featured  on  Sunday  afternoon,  September  22,  in  conjunction  with 
the  meeting  of  the  House  of  Delegates. 

We  hope  this  will  continue  to  be  an  Annual  Meeting  unlike 
any  other.  Consistently  this  Annual  Meeting  has  the  largest  atten- 
dance of  any  scientific  medical  program  in  the  Northwest.  The 
program  is  planned  to  unite  interests  of  specialists,  sub-specialists, 
and  general  practitioners  in  one  state  association  program.  Guest 
speakers  and  a description  of  scientific  exhibits  will  be  found  on 
the  succeeding  pages.  A desk  copy  of  the  complete  scientific 
program  will  be  mailed  to  WSMA  members  in  late  August. 

The  79th  Annual  Meeting  of  the  Washington  State  Medical 
Association  promises  to  provide  a provocative,  interesting,  educa- 
tional experience.  Ask  your  nurse  to  schedule  your  attendance 
for  September  22  through  September  25.  Come  to  the  79th 
Meeting,  visit  with  your  friends,  enjoy  the  old,  the  new,  and 
the  different. 
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GUEST 
SCIENTIFIC 
SPEAKERS 

JOHN  P.  BUNKER,  M.D. 

PROFESSOR  OF  ANESTHESIA 
STANFORD  UNIVERSITY  SCHOOL 
OF  MEDICINE 
PALO  ALTO,  CALIFORNIA 

Monday  Afternoon 
Anesthesiology  Scientific  Session 

Subject  to  be  Determined 

Tuesday  Morning 
Round  Table  Discussions 

Subject  to  be  Determined 

Tuesday  Afternoon 
General  Scientific  Session 

Anesthetic  Administration 
and  the  Liver 


ROBERT  DONALDSON,  JR.,  M.D. 

ASSOCLVTE  PROFESSOR  OF  MEDICINE 
UNIVERSITY  HOSPITAL 
BOSTON,  MASSACHUSETTS 

Monday  Morning 

General  Practice  Scientific  Session 

Management  of  Peptic  Ulcer 

Tuesday  Morning 
Round  Table  Discussions 

Inflammatory  Disease  of  Bowel 

Tuesday  Afternoon 
General  Scientific  Session 

Digestive-Absorbtive  Surface 
of  the  Intestine 


WILLIAM  G.  EVERETT,  M.D 

PITTSBURGH,  PENNSYLVANIA 

Monday  Morning 
Ophthalmology  Scientific  Session 

Retinal  Detachment- 
Examination  and  Diagnosis 

Monday  Afternoon 
Ophthalmology  Scientific  Session 

Retinal  Surgery 

Tuesday  Morning 
Ophthalmology  Scientific  Session 

Recurrent  Detachment  and 
Prognosis 


September  22-25 
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1968  Annual  Meeting 
Washington  State 
Medical  Association 


PETER  H.  KNAPP,  M.D. 

RESEARCH  PROFESSOR  OF 
PSYCHIATRY 

BOSTON  UNIVERSITY  SCHOOL  OF 
MEDICINE 

BOSTON,  MASSACHUSETTS 

Monday  Morning 
Psychiatric  Scientific  Session 

The  Asthmatic  and  His 
Environment 

Tuesday  Morning 
Round  Table  Discussions 

The  Psychiatrist  and  the  Medical 
Community 

Tuesday  Afternoon 
General  Scientific  Session 

Gastrointestinal  Disorders  and  a 
Bio -Socio -Psychological  Model 
for  Psychosomatic  Disease 


PETER  H.  FORSHAM,  M.A.,  M.D. 

PROFESSOR  OF  MEDICINE 
AND  PEDIATRICS, 

CHIEF  OF  ENDOCRINOLOGY, 
DEPARTMENT  OF  MEDICINE 
DIRECTOR,  METABOLIC  RESEARCH 
UNIT,  UNIVERSITY  OF  CALIFORNIA 
MEDICAL  CENTER 
SAN  FRANCISCO,  CALIFORNIA 

Tuesday  Morning 
Round  Table  Discussions 

Subject  to  be  Determined 

Tuesday  Afternoon 
General  Scientific  Session 

Hazards  of  Steroid  Therapy 

Wednesday  Morning 
General  Scientific  Session 

Nocturnal  Diarrhea  and  Diabetic 
Neuropathy 


Olympic  Hotel 

Seattle 


THOMAS  E.  STARZL,  Ph  D.,  M.D 

PROFESSOR  OF  SURGERY, 

COLORADO  GENERAL  HOSPITAL, 

AND  CHIEF  OF  SURGERY, 

VETERANS  ADMINISTRATION 
HOSPITAL 

DENVER,  COLORADO 

Monday  Morning 
General  Scientific  Session 

Renal  Transplants  as  a Model 
for  Organ  Replacement 

Monday  Afternoon 

Internal  Medicine  and  Surgery 

Joint  Scientific  Session 

Experience  With  Liver  Transplants 
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MALCOLM  A.  BAGSHAW,  M.D. 

ASSOCIATE  PROFESSOR  AND 
DIRECTOR,  DIVISION  OF 
RADIATION  THERAPY 
STANFORD  UNIVERSITY 
SCHOOL  OF  MEDICINE 
PALO  ALTO,  CALIFORNIA 

Tuesday  Afternoon 
Special  Session 

Radiation  Therapy  of  Hodgkin’s 
Disease  and  Lymphomas 


SPECIAL  GUEST 
SCIENTIFIC  SPEAKERS 


Newer  Diagnostic  and  Therapeutic 
Procedures  in  Cancer 


Tuesday  Afternoon,  September  24 


THOMAS  C.  HALL,  M.D. 

PROFESSOR  OF  MEDICINE  AND 

PHARMACOLOGY,  AND  CHAIRMAN 
OF  THE  DIVISION  OF  ONCOLOGY, 
UNIVERSITY  OF  ROCHESTER,  SCHOOL 
OF  MEDICINE  AND  DENTISTRY 
ROCHESTER,  NEW  YORK 

Tuesday  Afternoon 
Special  Session 

Cancer  Chemotherapy 
in  the  Adult 

Cancer  Chemotherapy 
in  the  Child 


JUDSON  G.  RANDOLPH,  M.D. 

SURGEON-IX-CHIEF,  THE  CHILDREN  S 
HOSPITAL  OF  THE  DISTRICT  OF 
COLUMBLA,  WASHINGTON 

Tuesday  Afternoon 
Special  Session 

Recent  Advances  in  Surgery 
of  Childhood  Tumors 
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SCIENTIFIC  EXHIBITS 


Transmyocardial  Puncture 
Revascularization 

Experiments  and  a Case  Salvage 

John  E.  Hershey,  M.D.,  and  Manuel  White,  M.D. 


Our  8 year  experimental  laboratory  experience 
has  shown  that  the  extended  Vineberg  and  the  Sen 
operations  are  the  most  effective  for  myocardial 
revascularization.  Zero  survival  from  the  triple 
coronary  constrictor  test  among  unprotected  dogs 
was  raised  to  75  per  cent  by  the  extended 
Vineberg  procedure,  demonstrating  its  effectiveness 


in  chronic  myocardial  ischemia.  The  Sen  operation 
of  multiple  transmyocardial  puncture  channels  gave 
a similarly  high  survival  rate  following  the  triple 
constrictor  test  as  well  as  with  the  acute  challenge 
from  excision  of  the  left  anterior  descending  artery. 
Clinically,  a desperate  case  of  refractory  ventricular 
fibrillation  from  myocardial  ischemia  was  salvaged. 


Diagnosis  of  Viral  Disease 

Vernon  Ashby,  B.A.;  Joseph  M.  DiCaprio,  M.D.;  Robert  McAlister, 
M.D.;  Frank  Swearingen,  B.A.,  and  Kama  Town,  M.T.(ASCP) 


The  exhibit  will  assist  physicians  in  the  diagnosis 
of  viral  disease.  It  will  describe  the  types  of  speci- 
mens to  be  collected  for  various  clinical  syndromes. 
It  will  also  describe  when  the  specimens  should  be 


collected  and  how  they  should  be  transported  to 
the  laboratory.  Interpretation  of  laboratory  findings 
will  also  be  presented. 


Paracervical  Block— A Versatile  Tool 

Richard  M.  Soderstrom,  M.D.,  and  Glen  E.  Hayden,  M.D. 


This  display  exhibits  not  only  the  use  of  paracer- 
vical anesthesia  in  obstetrics,  but  also  the  versatile 
use  of  this  anesthetic  procedure  for  gynecological 
in-patient  and  out-patient  procedures.  This  also 
introduces  an  inexpensive  disposable  tool  used  in 


administering  this  anesthetic,  which  has  not  been 
published  before.  The  display  will  have  ample 
samples  of  this  tool  for  any  individual  interested, 
and  also  instruction  sheets  as  to  its  use  and  the 
type  of  anesthetic  solution  used. 


Arthritis  From  an  Orthopaedist's  Viewpoint 

Forrest  H.  Riordan,  III,  M.D.,  and  Gino  Salciccioli,  M.D. 


The  surgical  and  medical  management  including 
intra-articular  and  oral  therapy  for  the  treatment  of 
rheumatoid  arthritis,  ankylosing  spondylitis,  osteo- 
arthritis of  the  hip,  back  and  knee  as  seen  by  the 
orthopaedist  are  presented  in  detail.  The  use  of 


anti-inflammatory  agents  in  the  peri-articular  tissues 
such  as  the  tendons  and  ligaments  is  also  reviewed. 
Tables  illustrating  the  clinical  response,  treatment 
schedules,  medical  illustrations,  x-rays  and  color 
photographs  comprise  the  graphic  presentation. 
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Management  of  Problem  Lesions  of  the  Hip 

James  W.  Miller,  M.D.;  David  W.  Anderson,  M.D.;  David  W. 

Grainger,  Jr.,  M.D.;  and  Robert  E.  Stack,  M.D. 

Trans-illuminated  case  summaries  along  with  pre-  senting  a variety  of  problems  of  the  hip.  All  age 
and  post-operative  x-rays  of  eight  patients,  pre-  groups  are  represented. 


Exogenous  Factors  Affecting  the  PBI 

Winston  A.  Tustison,  M.D.,  William  J.  Steenrod,  M.D.,  Robert  L. 
Nielsen,  M.D.  and  Sandra  Negrea,  M.D. 


The  PBI  (protein-bound  iodine)  is  considered  the 
most  reliable  screening  test  for  hyper-  and  hypo- 
thyroidism. Unfortunately,  many  medications  and 
chemical  substances  can  alter  the  PBI  despite  nor- 
mal endogenous  thyroid  function.  To  avoid  diag- 
nostic and  therapeutic  errors,  physicians  must  be 
aware  of  the  external  factors  influencing  the  PBI 


and  understand  their  mechanisms  of  action. 

This  display  presents  several  reasons  for  PBI 
alteration  in  circumstances  where  the  test  does  not 
reflect  true  thyroid  function.  It  graphically  illus- 
trates how  levels  of  free  thyroid  and  thyroid  bound 
to  protein  are  modified,  and  how  exogenous  iodine 
sources  influence  the  PBI. 


Modern  Teaching  Methods  in  Obstetrics  and  Gynecology 

Charles  A.  Hunter,  M.D. 

This  exhibit  will  demonstrate  the  use  of  single  in  practice  but  also  patients  and  medical  students, 
concept  films  used  in  teaching  of  not  only  physicians 


Work  Prescription  for  Heart  Patients 

Robert  M.  Levenson,  M.D. 


A book-let,  Work  Prescription  for  Heart  Patients, 
will  be  available  and  will  contain  all  materials 
needed  for  self  testing:  instructions,  case  histories, 


multiple  choice  questions  and  answers.  The  book- 
let may  be  kept  by  the  physicians  after  they  test 
themselves. 


Clinical  Pulmonary  Function  Tests 

J.  D.  Allen,  M.D.:  W.  Lowe,  M.D.;  C.  J.  Martin,  M.D.;  E.  H.  Morgan,  M.D.;  and  N.  E.  Pardee,  M.D. 


The  purpose  of  this  exhibit  is  to  depict  in  simple 
fashion  a stepwise  application  of  pulmonary  func- 


tion testing  to  clinical  evaluation  of  the  individual 
patient. 


The  Sprained  Ankle 

WSMA  Medical  Aspects  of  Sports  Committee 


This  exhibit  shows  a series  of  anatomic  drawings 
of  ankle  sprains  of  varying  degrees  with  accom- 
panying x-rays,  concluding  with  appropriate  type 
of  treatment  for  each  degree  of  sprain.  Examples 


include:  Anatomic  drawing  of  a mild  sprain  of  the 
anterior  tibifibular  ligament;  Normal  “stress:  x-rav.’ 
and,  Ace  wrap  or  gelo  cast. 
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Washington/Alaska  Regional  Medical  Program 

Donal  R.  Sparkman,  M.D.;  Stephen  Yarnall,  M.D., 
and  Mrs.  Marion  Johnson 


The  Regional  Medical  Program  exhibit  informs 
WSMA  members  about  new  developments  in  coro- 
nary care  in  the  states  of  Washington  and  Alaska. 
An  illuminated  data  panel  lists  by  county  the  num- 
ber of  existing  units,  planned  units  and  hospitals 
using  auxiliary  equipment.  Services  now  available 
through  W/ARMP’s  physician-nurse  education 
training  program  in  coronary  care  are  explained. 
A polyrhythm  “game”  which  includes  an  arrhyth- 
mia stimulator  linked  to  an  EKG  write-out  gives 
the  physician  an  opportunity  to  test  his  knowledge 


of  heart  beat  disorders.  A computer  terminal  and 
slide  projector  linked  to  a-  half-hour  program  of 
arrhythmia  identification  stored  on  the  I.B.M.  1130 
at  the  University  of  Washington  School  of  Medicine 
will  acquaint  physicians  with  the  education  avail- 
able through  the  interaction  of  user  and  computer. 
Cardiologists  associated  with  the  Regional  Medical 
Program  will  staff  the  exhibit  to  explain  how  Re- 
gional Medical  Program  education  services  can  be 
made  available  to  interested  medical  communities. 


Duodenal  Ulcer— Fact  and  Fancy 

John  Sonneland,  M.D. 


The  mortality  of  gastrectomy  is  commonly  stated 
to  be  higher  than  that  of  vagotomy-antrectomy  and 
vagotomy-pyloroplasty,  the  conclusion  being  that 
sub-total  gastrectomy  should  be  supplanted  by 
newer  procedures.  The  past  eight  years’  experience 
by  trained  surgeons  in  Spokane  contradicts  this 
widely  held  conclusion. 


The  exhibit  consists  of  panels  and  a three-minute 
taped  message.  It  outlines  the  results  for  each  of 
the  three  procedures,  emphasizing  that  the  choice 
of  the  surgical  procedure  should  largely  be  dic- 
tated by  two  factors:  the  chance  of  ulcer  recurrence, 
and  the  subsequent  comfort  of  the  patient. 


Vacation  trip 


Motion  sickness? 


This  time  it’ll  be  different.  Emetrol  taken  before  the 
trip  begins  will  usually  prevent  nausea  and  vomiting. 
Emetrol  is  effective  and  safe... most  helpful  where  safe- 
ty is  most  important.  It  acts  locally -not  systemically. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  _ 

Tetrex-F 

:etracyclme  phosphate 
complex-nysta" 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy. 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  l or  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory. gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  W arnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
he  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  W ith  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicitv  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea. flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q i d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250.000  units  of  nystatin.  For  Oral  Suspension, 
1 25  mg.  tetracycline  and  125.000  u.  nystatin  5 ml..  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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EDITORIAL 


Students  Have  Something  to  Say 


Some  who  heard  him  were  distressed  by  the 
remarks  of  the  president  of  the  Student 
American  Medical  Association,  Mr.  C.  Clement 
Lucas,  Jr.,  to  the  AMA  House  of  Delegates  in 
San  Francisco.  Like  many  young  men,  he  had 
ideas  about  progress  that  disturbed  those  whose 
attitudes  were  formed  a generation  or  more 
earlier.  There  was  a good  bit  of  beadshaking 
in  the  audience  as  he  spoke. 

The  impression  gained  by  many  may  have 
been  created  by  his  youth  or  there  may  have 
been  a bit  of  brashness  in  his  manner.  The 
printed  copy  of  his  remarks  provided  at  the 
meeting  is  not  what  would  be  called  a radical 
document. 

Medical  students  have  never  been  a docile 
lot.  No  one  should  expect  them  to  be— and  no 
one  should  expect  medical  students  to  want  to 
leave  things  just  as  they  have  found  them.  Each 
generation  must  weigh  its  accomplishments 
against  those  of  the  group  preceeding  it;  it 
must  criticise  and  it  must  change.  And,  although 
change  is  not  necessarily  always  good,  neither 
is  it  necessarily  always  bad.  If  today’s  medical 
students  have  something  to  say,  some  of  what 
they  are  saying  may  be  worth  listening  to. 

Mr.  Lucas  pointed  to  world-wide  student  un- 
rest as  a manifestation  of  student  awareness  and 
student  concern.  He  did  not  believe  that  all  of 
the  student  activity  stemmed  from  the  same 
concern,  rather  that  students  had  become  a force 
to  reckon  with.  As  a result  of  broader  and  more 
enlightened  basic  preparation,  changes  in  medi- 
cal curricula  and  more  time  for  reflection, 
medical  students  have  become  active  in  ex- 
pressing their  ideas  and  beliefs. 

He  said  that  students  were  becoming  aware 
of  the  “clear  shortcomings  of  our  society  in 
dealing  meaningfully  with  the  complex  prob- 
lems that  are  in  evidence  in  all  parts  of  our 
country. . . . America  today  is  faced  with  one 
of  the  gravest  and  most  critical  times  since  the 
founding  of  this  nation.  . . . We  have  only  to 
read  the  newspapers  and  be  confronted  with  the 
sensationalism  of  television  to  see  our  leaders 
shot  down  in  the  streets,  to  see  where  people  in 
our  country  go  to  bed  hungry  every  night,  to 
see  curable  disease  inflicting  permanent  dam- 
age . . . and  to  see  riots  in  almost  every  major 


community,  to  appreciate  the  magnitude  of  the 
problem.” 

Well— who  hasn’t  been  disturbed  by  all  of 
this,  and  who  can  claim  perfection  for  a society 
in  which  such  things  have  been  happening?  And 
who  can  deny  that  men  who  are  sensitive  to 
the  needs  of  others  are  needed  in  the  practice 
of  medicine?  The  student  who  can  be  aware 
and  who  can  be  concerned  is  of  the  stuff  that 
good  physicians  have  always  been  made  of.  It 
would  be  an  ominous  portent  for  the  profession 
of  medicine  if  those  just  coming  into  it  were 
not  capable  of  observing  and  of  feeling  and  of 
reacting. 

The  proper  test  of  attitude  is  not,  however, 
the  test  of  dissatisfaction  with  what  one  finds 
when  he  looks,  it  is  with  what  he  would  do  to 
correct  the  things  that  are  wrong,  and  the  way 
he  would  go  about  it. 

It  is  difficult  to  find  fault  with  the  way  the 
students  are  proceeding.  Mr.  Lucas  reports  that 
SAMA  has  encouraged  a multitude  of  voices 
within  the  organization  and  wants  all  students 
to  feel  that  they  have  a place  in  the  organiza- 
tion. Closer  relationships  with  state  medical 
associations  are  being  developed  and  the  or- 
ganization is  firm  in  its  resolve  to  work  with 
the  American  Medical  Association. 

Obviously,  the  students  are  in  a hurry,  and 
they  are  ready  to  tackle  problems  that  have 
baffled  mankind  since  civilization  began.  Mr. 
Lucas  put  it  all  in  one  short  paragraph:  “Medi- 
cal education,  community  health,  international 
health,  political  concern,  and  community  action; 
these  are  our  priorities.  To  he  relevant  and 
effective  is  our  ambition.  Peace,  prosperity,  and 
a just  society  for  all  with  health  care  a basic 
right  is  our  goal.  Responsibility  is  our  dedica- 
tion.” 

This  may  be  typical  of  youth;  it  is  not  wild- 
eyed radicalism.  It  is  clear  evidence  that  today’s 
medical  students  are  aware,  concerned,  and 
willing  to  try.  As  youthful  enthusiasm  wanes, 
and  experience  replaces  it  with  wisdom,  their 
priorities  and  their  goals  may  change.  Their 
ambition  and  their  dedication  should  remain. 
The  future  of  medicine  will  not  be  a replay  of 
the  past.  But  with  the  participation  promised 
by  the  students,  it  is  bound  to  be  bright.  ■ 

H.L.H. 
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Pancreatitis  V 

The  Immediate  Surgical  Management  of  a Mass  in  the  Head  of  the  Pancreas 


THOMAS  TAYLOR  WHITE,  M.D.,  Seattle,  Washington  / JEAN  MURAT,  M.D.,  Lyon,  France 
ALAN  MORGAN,  M.B.,  Cardiff,  Wales 


Biopsy  of  lymph  nodes  from  the  vicinity  of  the  common  duct,  superior 
mesentreic  artery,  and  celiac  artery,  is  recommended  as  a better  method  of 
diagnosing  cancer  of  the  pancreas  than  direct,  open  biopsy.  Drainage  of  the 
pancreatic  duct  by  a loop  jejunostomy  or  injection  of  the  celiac  ganglia  with 
absolute  alcohol  are  suggested  as  methods  of  relieving  the  pain  of  pancreatic 
cancer. 


Is  this  diffusely  hard  pancreas 
malignant,  or  is  it  involved 
in  a chronic  inflammatory  proc- 
ess? This  is  the  first  question 
to  be  answered  when  a surgeon 
finds  himself  facing  it  at  ex- 
ploratory laparotomy.  It  is  not 
an  easy  problem  to  solve.  The 
second  question  is  what  to  do 
for  the  patient  with  carcinoma, 
i.e.,  to  resect  the  pancreas,  or  to 
perform  some  type  of  palliative 
treatment.  If  histologic  diagnosis 
cannot  be  made  at  the  time  of 
surgery,  he  should  decide  what 
type  of  operation  should  be 
performed  pending  definite  an- 
swer. Differentiation  can  come 
either  from  examination  of  the 
paraffin  sections  or  with  the 
passage  of  time,  as  the  clinical 
course  indicates  the  correct  di- 
agnosis. 


For  the  purposes  of  this  dis- 
cussion we  shall  divide  the  pa- 
tients into  those  with  a diagnosis 
that  can  be  made  at  the  time 
and  those  who  defy  immediate 
diagnosis.  The  discussion  is  con- 
fined to  the  initial  operation 
and  the  problem  of  immediate 
surgical  management.  The  man- 
agement of  later  complications, 
such  as  duodenal  bleeding,  ob- 
struction, and  recurrent  jaun- 
dice, does  not  come  into  the 
scope  of  this  paper. 

patients  with  a known  diagnosis 
of  carcinoma  of  the  pancreas 

Upon  opening  the  abdomen 
of  a patient  of  this  sort,  the 
surgeon  finds  a diffuse  infiltra- 
tion of  the  pancreas  and  its  sur- 
rounding nodes.  There  may  be 


metastases  to  the  liver.  Biopsy 
of  either  the  nodes  or  the  liver 
will  confirm  the  diagnosis  of 
cancer.  The  presence  of  peri- 
toneal tumor  implants  and  free 
peritoneal  fluid  further  support 
positive  diagnosis.  Once  the  di- 
agnosis has  been  established, 
the  operator  traditionally  closes 
the  abdomen,  satisfied  that  he 
has  been  faced  with  an  inoper- 
able situation.  Only  rarely 
should  resection  of  the  head  of 
the  pancreas  be  carried  out, 
because  the  cure  rate  following 
this  operation  is  low  and  the 
morbidity  is  high. 

Not  all  such  patients  are  be- 
yond symptomatic  relief,  how- 
ever. When  the  tumor  is  in  the 
head  of  the  pancreas  and  has 
obstructed  the  pancreatic  duct 
to  the  point  where  it  is  palpably 
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Fig.  1.  Pancreatogram  of  a patient  with  malignant  obstruction  of  the  pan- 
creatic duct.  The  pain  was  relieved  by  pancreaticojejunostomy. 


dilated  and  the  degree  of  dila- 
tation can  be  shown  on  x-ray, 
Figure  1,  it  is  possible  to  make 
an  anastomosis,  over  a T-tube, 
between  the  pancreatic  duct  and 
the  jejunum,  using  a jejunal 
loop.  If  there  is  also  obstruction 
of  the  bile  duct,  anastomosis  of 
the  gall  bladder  or  common  bile 
duct  can  be  made  to  the  same 
loop.  An  entero-anastomosis  can 
be  made  below  the  ductal  anas- 
tomosis. The  design  of  this  oper- 
ation is  depicted  in  Figure  2. 
Because  distention  of  the  pan- 
creatic duct  produces  consider- 
able pain  in  these  patients,  sim- 
ple decompression  of  the  duct 
should  be  sufficient  to  relieve  it. 

In  those  patients  who  also 
have  carcinomatous  infiltration 
of  the  celiac  ganglia,  alcohol 
injection  on  either  side  of  the 
celiac  axis  may  be  used  to  de- 
stroy the  principal  afferent 
nerve  fibers  which  carry  sensa- 
tion of  pain.  Injection  of  the 
ganglia  in  addition  to  ductal 
anastomosis  should  be  reserved 
for  those  patients  with  the  bor- 
ing back  pain  produced  by  in- 
filtration. 


Fig.  2.  Suggested  palliative  procedure  for  inoperable  carci- 
noma of  the  head  of  the  pancreas.  Either  the  dilated 
common  duct  or  the  gall  bladder  may  be  used  for  biliary 
decompression. 
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CASE  REPORTS 


Fig.  3.  The  lymph  nodes  draining  the  pancreas  that  must  be  biopsied  where 
difficulty  is  experienced  in  confirming  a diagnosis  of  carcinoma  of  the 
pancreas. 


Case  1.  A 71-year-old  woman  with 
persistent  upper  left  flank  and 
left  back  pain  was  studied  tho- 
roughly over  a period  of  months. 
No  gastro-intestinal,  neurological, 
urinary,  or  back  lesion  was  found- 
Finally,  a secretin  test  demonstra- 
ted that  she  had  very  poor  pan- 
creatic function.  Adenocarcinoma 
cells  were  found  in  the  duo- 
denal washings.  At  surgery,  an  ex- 
tensive carcinoma  involving  the 
tail  of  the  pancreas  had  invaded 
both  celiac  ganglia.  There  were 
multiple  peritoneal  implants.  In- 
jection of  5 ml  absolute  alcohol 
into  each  celiac  ganglion  com- 
pletely relieved  this  patient  of  her 
back  pain. 

Comment: 

Block  of  the  ganglia  alone 
was  sufficient  to  control  the 
pain  of  this  patient’s  lesion. 

Case  2.  A 71-year-old  man  with 
gradual  onset  of  jaundice  had  de- 
formity of  the  duodenum  on  x-ray. 
At  exploration,  he  was  found  to 
have  a gross  carcinoma  of  the 
pancreas  with  metastasis  to  the 
regional  lymph  nodes,  demonstrat- 
ed by  frozen  section  at  the  time 
of  the  operation.  No  attempt  was 
made  to  biopsy  the  pancreas  itself. 
On  palpation  of  the  pancreas,  how- 
ever, it  was  noted  that  his  pan- 
creatic duct  was  1 cm  in  diame- 
ter. Loop  jejunostomy  to  the  gall 
bladder  and  to  the  main  pancre- 
atic duct  was  carried  out.  The 
pancreaticojejunostomy  was  made 
over  a #14  T-tube.  The  patient 
had  had  a moderate  amount  of 
pain  preoperatively.  Because  the 
tumor  was  located  principally  at 
the  extreme  right  of  the  pancreas, 
it  was  felt  that  simple  decompres- 
sion of  both  ducts  would  be  suf- 
ficient for  this  patient.  It  proved 
to  be  so. 

Comment: 

Decompression  of  the  pan- 
creatic and  bile  ducts  alone  will 
offer  great  relief  to  most  pa- 
tients without  infiltration  of  the 
ganglia.  It  is  always  possible  to 
perform  alcohol  blocks  of  the 
ganglia  at  a later  date. 


the  place  of  vagotomy 

Pain  afferent  fibers  that  as- 
cend in  the  vagal  trunks  should 
be  blocked  as  they  pass  through 
the  celiac  ganglia.  It  has  been 
suggested  that  the  inclusion  of 
vagotomy  with  the  by-pass  pro- 
cedure will  ensure  that  all  fibers 
are  blocked.  We  do  not  gener- 
ally recommend  this  course  of 
action.  The  malignant  pancreas 
already  exhibits  considerable  re- 
duction in  exocrine  function. 
Further  reduction  of  secretion 
as  result  of  the  vagotomy  often 
produces  crippling  diarrhea  that 
gives  the  patient  more  misery 
than  his  pain.  Severe  gastric 
stasis  can  also  be  a troublesome 
complication  of  vagotomy. 

carcinoma  or  chronic  pancreatitis? 

It  is  often  very  difficult  to 
differentiate  carcinoma  from 
chronic  pancreatitis  even  at 
laparotomy.  In  either  disease 
the  pancreas  may  be  indurated, 
with  surrounding  enlarged 
nodes.  Biopsies  should  be  taken 


of  these  enlarged  nodes,  to- 
gether witli  representative  speci- 
mens from  the  nodes  around  the 
distal  common  bile  duct,  along 
the  portal  vein  into  the  porta 
hepatis,  along  the  splenic  artery 
and  vein,  at  the  celiac  axis, 
along  the  creater  curve  of  the 
stomach,  and  around  the  supe- 
rior mesenteric  artery  and  vein, 
Figure  3.  It  may  well  be  that  in 
frozen  section  of  this  tissue  the 
pathologist  can  find  no  tumor. 

It  is  tempting  to  perform 
direct  open  biopsy  of  the  pan- 
creas as  this  point,  but  this  is 
not  recommended  unless  a 
pancreatico-enteric  anastomosis 
is  anticipated.  Its  value  must 
always  be  assessed  in  the  light 
of  the  fact  that  one  can  be 
misled  by  a diagnosis  of  chronic 
pancreatitis  behind  a carcinoma. 
It  is  not  felt  that  needle  biopsy 
produces  a significantly  high 
yield  and  both  this  method  of 
biopsy  and  the  open  biopsy  are 
liable  to  produce  an  iatrogenic- 
pancreatic  fistula.  Furthermore, 
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both  have  a 10  per  cent  chance 
of  producing  an  episode  of  fatal 
pancreatitis. 

When  tire  pancreatic  duct  is 
palpably  dilated  and  an  imme- 
diate biopsy  reading  is  not 
available,  it  is  possible  to  do  a 
cholecdochojejunostomy  alone  or 
a cholecdochojejunostomy  with 
anastomosis  of  the  pancreatic 
duct  to  the  jejunum  using  a 
jejunal  loop  with  entero-anas- 
tomosis  below  the  gall  bladder 
and  ductal  connections.  If  the 
patient  subsequently  proves  to 
have  chronic  pancreatitis  rather 
than  cancer,  the  opening  in  the 
pancreatic  duct  can  be  enlarged 
and  modified.  By  adopting  this 
course,  no  unnecessarily  radical 
procedure  will  have  been  inflict- 
ed upon  the  patient. 

Case  3.  A 55-year-old  widow  be- 
gan to  have  abdominal  pain  radi- 
ating to  the  back  in  October  1965. 
She  became  jaundiced  in  Decem- 
ber 1965,  and  was  operated  upon 
in  March  1966.  The  pancreas  was 
hard  and  nodular.  Biopsy  of  nodes 
adjacent  to  the  pancreas  contained 
no  tumor  cells.  A Roux-en-Y  chole- 
cystojejunostomy  was  carried  out 
with  prompt  relief  of  jaundice. 
The  pain  increased  however,  until 
she  had  to  take  16  mg  codeine 
every  two  hours.  Her  stools  be- 
came light-colored,  floated,  and 
had  a foul  odor.  She  was  re-admit- 
ted  to  hospital  in  August  1966, 
at  which  time  right  and  left 
splanchnic  blocks  were  carried  out 
with  marked  relief  of  pain,  espe- 
cially on  the  left  side.  On  Septem- 
ber 1,  1966,  she  was  re-explored, 
and  found  to  have  peritoneal  im- 
plants of  adeno-carcinoma.  The 
dilated  pancreatic  duct  was  anas- 
tomosed to  the  side  of  the  previ- 
ously constructed  loop  of  jejunum. 
Five  ml  of  alcohol  were  injected 
into  each  celiac  ganglion,  to  the 
right  and  left  of  the  celiac  artery- 


on  the  anterior  surface  of  the 
aorta.  The  patient  was  pain-free 
during  the  remaining  months  of 
her  life,  gradually  weakening  until 
her  death,  December  22.  1966. 

Comment: 

Alcohol  block  of  the  celiac 
ganglia  is  simple,  direct,  and 
permanent  enough  to  handle 
pain  for  the  duration  of  a termi- 
nal illness  such  as  this  patient 
had.  It  should  be  accompanied 
by  pancreaticojejunostomy  when 
the  duct  is  grossly  dilated. 

Case  4.  A 72-year-old  man  was 
seen  in  April  1956  for  acute  ab- 
dominal pain  accompanied  by 
jaundice  and  some  elevation  of 
amylase.  He  had  a mass  in  the 
head  of  the  pancreas  at  surgery 
April  19,  1956.  Biopsy  of  lymph 
nodes  was  negative.  However, 
since  the  lesion  was  thought  to  be 
carcinomatous,  anastomosis  of  the 
gall  bladder  to  a loop  of  jejunum 
was  carried  out.  The  jaundice  and 
pain  cleared  promptly.  Six  months 
later,  when  he  had  gained  con- 
siderable weight,  he  developed 
diffuse  upper  abdominal  tender- 
ness with  elevation  of  white  blood 
count,  but  no  jaundice.  At  re- 
operation November  14,  1956,  he 
was  found  to  have  a single  small 
stone  in  the  gall  bladder.  The 
cystic  duct  was  1 cm  in  diameter 
and  the  common  duct  was  2 cm  in 
diameter.  Cholecystectomy  was 
carried  out  with  repair  of  the 
jejunum.  Radio-opaque  dye  would 
not  pass  through  the  cystic  duct 
and  common  duct  into  the  duo- 
denum. A 1 mm  probe  would  not 
pass.  Transduodenal  sphincteroto- 
my of  a very  Stenotic,  fibrotic 
sphincter  of  Oddi  completely  re- 
lieved the  patient  of  his  symptoms. 
He  has  been  well  for  the  past  11 
years  except  for  the  usual  signs  of 
aging.  He  was  last  seen  January 
12,  1967. 

Comment: 

This  patient  had  a mistaken 


diagnosis  of  carcinoma  of  the 
pancreas.  The  main  pancreatic 
duct  was  not  dilated.  Celiac 
ganglion  block  was  not  carried 
out  on  this  patient  because  the 
pain  was  part  of  an  acute  epi- 
sode. 

Discussion 

We  are  all  faced,  from  time 
to  time,  with  inoperable  lesions 
of  the  pancreas.  Usually  we 
make  a tissue  diagnosis,  then 
decompress  the  biliary  tree  by 
a cholecysto-  or  choledocho- 
enterostomy  of  some  sort.  If  the 
duodenum  is  obstructed  as  well, 
gastro-enterostomy  is  added  to 
the  procedure.  It  is  not  usual  to 
make  a “prophylactic”  gastro- 
enterostomy to  avert  duodenal 
obstruction  at  a later  date,  al- 
though it  has  been  advocated 
by  some.  No  specific  maneuver 
is  customary  for  control  of  pa- 
tients’ back  pain.  We  should  like 
to  suggest  that  when  the  main 
pancreatic  duct  is  dilated,  it 
should  be  anastomosed  over  a 
T-tube  to  a jejunal  loop  to  elimi- 
nate the  pain  of  ductal  disten- 
tion. When  the  lesion  is  on  the 
left  side  or  when  it  has  in- 
vaded the  celiac  plexus  as  well, 
injection  of  the  right  and  left 
ganglia  with  alcohol  or  partial 
bilateral  ganglionectomy  will  re- 
lieve the  patient  of  his  pain. 
Wouldn’t  direct  alcohol  injection 
or  resection  of  the  pain  path- 
ways at  surgery  seem  simpler 
than  a post-operative  injection 
by  the  anesthesiologist?  ■ 

1115  Columbia  St.  (98104) 
(Dr.  White) 
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Accidental  Hypothermia 
Part  II 

WARREN  C.  HUNTER,  M.D.,  Portland,  Oregon 


(continued  from  June  issue) 


Succinct  listing  of  clinical  and 
pathologic  aspects  of  the 
present  series  will  be  found  in 
Tables  2 to  5,  inclusive.  Only 
Cases  1 and  7 require  more  de- 
tailed consideration. 

Cases  1 and  10  came  to  my 
personal  attention.  I am  deeply 
grateful  to  the  following  prnth- 
ologists  for  the  remaining  exam- 
ples: Cases  2 and  3— Emmanuel 
Bitar,  M.D.,  Everett,  Washing- 
ton; Cases  4 and  5— Homer  Har- 
ris, M.D.,  former  director,  Crime 
Detection  Laboratory  of  the 
Oregon  State  Police,  now  of 
Emanuel  Hospital,  Portland, 
Oregon;  Case  6— James  H.  Lium, 
M.D.,  Salem,  Oregon;  Case  7— 
William  H.  Lehman,  M.D.,  Port- 
land, Oregon;  Case  8— Frank 
Vrtiska,  M.D.,  Corvallis,  Ore- 
gon; Case  9— R.  C.  Henry,  M.D., 
Chief  Medical  Investigator,  State 
of  Oregon. 

Case  1,  unlike  any  of  the 
others,  occurred  at  high  altitude 
and  this,  along  with  physical 
exertion  perhaps  leading  to 
hyperventilation  and  known  ex- 
istence of  wind,  wetting  and 
cold,  must  be  taken  into  con- 
sideration in  attempting  to  ex- 
plain the  death.  Also,  the  ob- 
servations of  fellow  climbers  as 
to  symptoms  are  authentic  and 
deserve  mention  beyond  what 
can  be  listed  in  a table.  The 
same  is  true  for  Case  7. 

CASE  REPORTS: 

Case  1.  The  subject  was  an  out- 
doorsman,  an  experienced  moun- 


taineer, and  had  often  led  parties 
in  climbing  peaks  of  the  Pacific 
Northwest.  According  to  the  crit- 
ique of  a board  of  the  Mountain 
Rescue  and  Safety  Council  of  Ore- 
gon appointed  to  investigate  the 
death,  he  remarked  on  the  day 
before  the  ascent  that  he  was  tired, 
having  been  out  late  every  night 
of  the  week,  and  regretted  having 
obligated  himself  to  lead  the 
climb.37  At  the  start  of  the  ascent 
he  again  remarked  to  a member  of 
the  group  that  he  was  not  feeling 
well,  was  tired  and  was  giving  up 
leading  his  family  on  a climb  the 
following  weekend.  Personal  friends 
and  climbing  acquaintances  who 
had  seen  him  during  the  previous 
week  commented  unfavorably  on 
his  physical  appearance.  Experi- 
enced mountaineers,  familiar  with 
his  climbing  habits,  felt  that  his 
handling  of  the  party  was  out  of 
character  and  that  he  was  in  ques- 
tionable health  before  the  climb, 
citing  in  the  prospectus  “storm 
clothing,  extra  clothing,  socks  and 
perhaps  more  clothing”  as  an  ex- 
ample of  his  unusual  behavior. 

On  the  way  up  the  glacier  of 
Mount  Adams,  Washington  (12,- 
307  feet),  an  increase  in  wind 
velocity  and  a drop  in  temperature 
caused  the  leader  to  change  from 
short  to  long  pants.  On  reaching 
the  false  summit  (11,500  feet) 
about  2:00  pm,  clouds  obscured 
the  summit  and  gusts  of  wind  esti- 
mated at  50  m.p.h.  were  encoun- 
tered. At  about  3:00  pm  and  300 
to  400  feet  from  the  summit,  high 
wind,  poor  visibility  and  a thick 
white-out  engulfed  the  party.  The 
leader  decided  that  a descent 
should  be  started.  Returning  to 
the  false  summit,  two  members  of 
the  party  were  missing;  according- 
ly, the  leader  and  two  others  began 
a search  back  toward  the  summit 
ridge,  continuing  to  look  for  about 
45  minutes.  The  subject  was  ex- 
tremely depressed,  very  apprehen- 
sive, recognizing  and  acknowl- 
edging his  responsibility  as  climb 
leader  and  fearing  that  the  missing 


men  would  freeze.  By  now,  every- 
one was  wet  and  cold,  and  as 
rapidly  as  possible  a descent  was 
begun.  One  member  noted  that 
the  leader’s  pupils  were  dilated. 
White-out  conditions  still  existed 
but  the  party  could  follow  the 
wands  placed  on  the  glacier  dur- 
ing the  ascent.  At  6:00  pm  the 
leader  missed  a wand.  When  this 
was  called  to  his  attention,  he  in- 
sisted that  they  had  not  gone  in 
that  direction.  Shortly  thereafter 
he  was  noted  to  be  faltering  al- 
though he  maintained  there  was  no 
problem  when  asked  if  he  was  al- 
right. However,  the  member  real- 
ized that  the  leader  was  confused 
and  insisted  on  taking  his  arm.  It 
was  now  noted  that  he  was  having 
difficulty  with  his  right  foot  and 
was  unable  to  set  his  crampons 
properly  in  the  glacier  ice.  Another 
member  now  added  his  help  but 
at  about  6:30  pm,  the  leader  fell 
forward  to  his  knees  and  from 
then  on  was  incoherent.  The  climb- 
ers decided  to  seek  shelter  and 
remain  on  the  mountain  until  morn- 
ing. About  7:30  pm  at  the  9,100 
foot  level,  a small  crevasse  was 
found  and  here  the  leader  was 
carried,  with  others,  all  of  whom 
were  wet,  huddling  about  to  pro- 
vide as  much  body  heat  as  possible. 
One  man  cradled  the  leader’s 
head  in  his  lap  and  noted  that 
between  8:00  and  9:00  pm  he 
was  breathing  heavily  and  in  a 
labored  manner.  Death  is  thought 
to  have  occurred  about  9:00  pm. 

Despite  a more  than  48-hour 
delay  after  death  and  the  fact 
that  embalming  was  not  done  until 
shortly  prior  to  autopsy,  all  organs 
were  in  remarkably  good  condition. 
At  this  time,  the  hody  was  cold 
but  not  frozen,  although  the  mor- 
tician to  whom  the  body  was  first 
delivered  when  it  came  off  the 
mountain  reported  that  some  of  the 
tissues  were  frozen. 

Body  development  and  nourish- 
ment were  good  although  there  was 
only  1 cm  of  subcutaneous  abdom- 
inal fat.  Multiple  contusions  and 
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Table  4 

Climate,  Geography,  Duration  of  Exposure 

Case  No. 

Weather 

Location 

Length 

Exposure 

#1.  M 51 

Wind  50  m.p.h. 
Wet  snow  squall. 
Temperature 
unknown.  Sept.  17. 

Mt.  Adams, 
Washington. 
9,100  foot 
level. 

About  six 
hours. 

#2.  M 41 

Clear,  balmy  for  Dec.; 
snow  about  body; 
temperature  not 
known. 

Mt.  Index, 
Washington. 
2,900  foot 
level. 

Some  hours, 
exact  time 
unknown. 

#3.  M 12 

Son  of  Case  #2 

Same  as  #2 

Same  as  above 

#4.  M 24 

October;  rain  and  fog; 
near  freezing  nights; 
40-44F.  (4.4-6.7C.) 

Coast  Range 
mountains, 
western  Ore. 

Unknown, 
missing  10 
days  on  deer 
hunting  trip. 

#5.  M 13 

Stepson,  Case  #4 

Same  as  #4 

Same  as  #4. 

#6.  M 27 

January.  Wind  and 
sudden  snow  storm. 
Temperature  not 
known. 

Cascade  moun- 
tains, Oregon, 
46-4700  feet 
elevation. 

13+  hours. 

#7.  M 16 

December;  snow  on 
ground;  windy;  temp- 
erature not  known  but 
at  Portland  airport,  30 
miles  down  river  in 
50’s  day  and  40’s  F. 
nights. 

Larch  moun- 
tain, Oregon, 
about  4,000 
feet  elevation; 
rough  terrain. 

At  least 
24  hours 

#8.  F 24 

October.  Rain  and 
snow;  low  28F 
(-2.2C),  high  38F 
(3.3C) 

Cascade  mts. 
western  Ore- 
gon; 3,300  ft. 
elevation. 

3 days,  under 
rough  lean-to 
shelter;  no 
food  or  fire. 

#9.  F 81 

January.  Showery;  low 
38F  (3.3C),  high  48F 
(8.9C) 

Near  a park 
in  Portland, 
Oregon. 

Unknown; 
found  18  hours 
after  disap- 
pearance. 

#10  F 51 

February.  Rainy.  Low 
42F  (5.6C),  high  47F 
(8.3C) 

Open  field 
in  suburban 
Portland. 

About  10 
hours. 

abrasions  over  both  shins  were  ob- 
served. The  heart  was  13  cm  in 
transverse  diameter,  with  question- 
able bulging  of  the  conus  arteri- 
osus, and  weighed  330  gm.  The 
coronary  arteries  had  only  a few 
small  atherosclerotic  plaques  and 
were  patent.  Blood  was  dark  and 
thick. 

The  trachea  and  bronchi  were 
patent  and  empty.  Each  lung 
weighed  700  grams.  Although  the 
anterior  portions  of  both  lungs 
were  gray,  the  posterior  and  in- 
ferior parts  were  diffusely  very  dark, 
noncrepitant  and  very  bloody,  yet 
along  sections,  after  fixation,  one 
could  see  many  irregularly  distribu- 
ted openings  (emphysema)  of  dif- 
ferent sizes.  The  pale  portions  of 


the  upper  lobes  were  wet  and 
edematous. 

In  the  lower  lobes  microscop- 
ically, the  larger  vessels  were  in- 
variably hugely  distended  with 
blood,  sometimes  giving  the  im- 
pression of  sludging  but  never 
contained  thrombi.  One  sizeable 
pulmonary  vessel  had  ruptured  and 
given  rise  to  interstitial  hemor- 
rhage. The  interalveolar  capillaries 
likewise  were  distended  with  blood, 
often  bringing  collapse  of  adja- 
cent air  sacs.  Furthermore,  varying 
degrees  of  intra-alveolar  hemorr- 
hage or  edema,  or  both,  were  fre- 
quent. Hemorrhage  was  always 
more  marked  than  edema  in  the 
lower  lobes  but  the  situation  was 
reversed  in  the  upper  lobes.  The 
walls  of  air  sacs  on  occasion  were 


ruptured,  and  sometimes  small  and 
engorged  vessels  herniated  into  the 
air  space.  The  broken  ends  were 
not  rounded  or  blunt,  as  is  likely 
to  be  seen  in  chronic  emphysema, 
yet  in  favor  of  acute  emphysema 
was  the  lack  of  artifacts  due  to  a 
dull  microtome  knife  or  poor  em- 
bedding. Some  terminal  bronchioles 
contained  erythrocytes  or  edema 
fluid,  or  both.  There  was  no  evi- 
dence of  bronchitis  or  pneumonitis. 
All  organs,  including  the  brain, 
were  in  remarkably  good  histologic 
condition,  a feature  also  noted  in 
Mant’s  six  cases.30 

Case  7.  As  related  by  the  father, 
who  required  hospitalization  fol- 
lowing the  exposure,  he  and  his 
son  had  planned  a short  hunting 
trip  on  Larch  Mountain  in  the 
Cascade  Mountains  of  Oregon  on 
December  2,  1961.  Leaving  the  car 
at  an  elevation  of  about  4,000  feet 
and  walking  for  a time,  they  start- 
ed to  retrace  their  footsteps  and, 
although  they  soon  realized  that 
they  were  lost,  they  continued  to 
go  in  the  direction  where  the  car 
was  believed  to  be.  The  father 
noted  that  something  was  wrong 
with  the  son  because  of  “large 
rings  around  his  eyes.”  With  the 
onset  of  darkness,  many  unsuccess- 
ful attempts  were  made  to  light  a 
fire,  whereupon  it  was  decided  to 
stay  overnight,  lying  down  with 
the  hunting  dog  between  them  for 
the  remainder  of  the  night. 

At  dawn  they  began  to  walk, 
circling  the  mountain  in  search  of 
a trail,  the  father  leading.  It  soon 
became  apparent  that  the  16-year- 
old  boy  could  not  keep  up,  was 
becoming  irrational  and  would  not 
always  answer  his  father’s  calls. 
The  father  put  the  son’s  arms 
around  his  neck,  but  after  falling 
together  many  times,  the  attempt 
to  continue  was  given  up.  At  about 
4:30  pm,  a trail  direction  sign 
was  sighted  and  the  hike  to  Mult- 
nomah Falls,  four  and  a half  miles 
away  began  with  the  father  firing 
his  gun  many  times  in  the  hope  of 
attracting  attention.  The  son  asked 
him  to  stop  shooting,  saying  “they 
are  closing  in  on  us”,  and  shortly 
thereafter,  he  collapsed  and  be- 
came unconscious.  The  father  then 
took  off  in  a direct  line  toward 
lights  visualized  previously,  travel- 
ing all  night,  himself  in  a very 
irrational  state  as  he  recalled  his 
thoughts  and  actions  a few  days 
later. 

The  following  morning,  Decem- 
ber 4,  a road  was  found  and  he 
reached  Multnomah  Falls  and  help 
about  10:00  am.  The  search  parts 
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Table  5 


Case  No.  Sex  Age 
#1.  M 51 


#2.  M 41 


#3.  M 12 


#4.  M 24 


#5.  M 13 


#6.  M 27 


#7.  M 16 


#8.  F 24 


#9.  F 81 


#10.  F 51 


Certified  Cause  of  Death 

Acute  pulmonary  edema 
and  hemorrhage 


Exposure  and  cold,  based 
on  history  and  negative 
autopsy  findings 


Son  of  #2.  Same  causes 
listed 


Anatomical  findings  and 
circumstances  surrounding 
death,  compatible  with 
death  due  to  exposure 

Stepson  of  #4.  Same 
causes  given 


Exhaustion  and  exposure 
morphologically  consistent 
with  acute  hypothermia 


Exposure  in  inclement 
weather 


Exhaustion  and  exposure 
to  weather  elements 


Apparent  hypothermia, 
plus  exposure 


No  anatomic  cause  of 
death  demonstrated  after 
complete  autopsy  and 
toxicological  examination 


Clinical  Manifestations  Important  Autopsy  Findings 


Depressed,  apprehen- 
sive, confused,  loss  of 
coordination,  thick 
speech,  stumbling,  in- 
coherent, labored 
breathing  terminally 

A surviving  son  found 
father  “collapsed, 
incoherent” 


Brother  reported  find- 
ing boy  “unconscious” 


No  information;  lost  on 
hunting  trip;  found 
dead 

No  information;  lost 
on  hunting  trip;  found 
dead 


Exhausted  walking 
through  deep  snow; 
carried  by  fellow  work- 
ers; left  in  sheltered 
place;  dead  on  arrival 
at  nearest  hospital 


Physical  exhaustion; 
unable  to  continue 
walking;  irrational 


Lost  in  mountains; 
exhausted  after  two 
days  and  unable  to 
go  on 


Confused;  senile; 
wandered  from  nurs- 
ing home;  found  dead 


Wandered  from  home 
at  night;  migrane,  in- 
somnia; habitually  took 
sedatives.  Toxicology 
negative.  Found  dead. 


Lungs:  1400  gms,  diffusely  dark 
Microscopic:  generalized  hyper- 
emia; acute  pulmonary  edema  and 
hemorrhage— intraalveolar,  intra- 
bronchial  and  interstitial;  focal 
emphysema  and  atelectasis. 
Contusions,  abrasions,  skin. 

Lungs:  not  weighed;  grossly  con- 
gested. Microscopic:  slight  edema 
and  intraalveolar  hemorrhage; 
all  pulmonary  vessels  engorged; 
patchy  emphysema.  Heart  right 
side  much  dilated. 

Microscopic:  same  as  father,  plus 
intrabronchial  hemorrhage  and 
rupture  of  many  alveolar  walls— 
acute  emphysema 

Lungs:  1560  gm.  Microscopic: 
focal  intrapulmonary  hemorrhage; 
congestion  of  all  organs;  early 
postmortem  changes. 

Lungs:  630  gms  (body  weight 
about  100  lbs.)  Microscopic: 
extreme  vascular  engorgement 
focal  intrapulmonary  hemorrhage; 
multiple  acute  “stress  type” 
gastric  ulcers. 

Lungs:  estimated  weight  1200 
gms;  subpleural  petechial  hemor- 
rhages; cut  surfaces  congested. 
Microscopic:  extreme  congestion, 
intrabronchial  and  intraalveolar 
hemorrhage;  focal  edema;  some  air 
sacs  much  distended,  others  col- 
lapsed. Empty  stomach. 

Lungs:  estimated,  right  550-650 
gms;  left  450-500  gms.  Mottled 
pink  and  gray,  obviously  con- 
gested, much  frothy  fluid  in 
bronchi  and  exuding  from  cut 
surfaces;  slight  intraalveolar 
hemorrhage.  Multiple  abrasions, 
skin  of  legs  and  hands. 

Lungs:  grossly  “well  aerated.” 
Microscopic:  all  vessels  engorged; 
slight  intrabronchial  and  intra- 
atrial  hemorrhage;  some  phago- 
cytized  blood  pigment;  slight 
edema;  rupture  of  some  atrial 
walls,  others  collapsed.  Skin 
abrasions,  hands  and  knees. 

Empty  stomach  and  bowel. 

Lungs:  grossly  congested.  Micro- 
scopic: same,  with  slight  intra- 
bronchial and  intraalveolar 
hemorrhage  and  edema;  chronic 
emphysema;  coronary  arterio- 
sclerosis; myofibrosis;  hyperemia 
and  edema  of  brain;  multiple 
contusions,  abrasions,  lacerations 
of  skin  over  various  parts  of  body. 

Lungs:  560  gms  total;  hyperemic; 
no  edema  or  hemorrhage. 
Contusions,  skin;  cholelithiasis; 
fibrolymphoid  hyperplasia  of 
thyroid. 
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found  the  body  of  the  son  on 
December  5,  clothed  in  Levi  trou- 
sers, shorts,  two  T-shirts,  one  wool 
shirt,  a sweater  and  a jacket  (not 
further  described).  Socks  and  boots 
discarded  by  the  victim  had  been 
found  on  the  preceding  day.  Noth- 
ing was  worn  on  the  head.  All 
clothing  was  wet. 

The  temperature  and  precipita- 
tion on  Larch  Mountain  are  not 
known  since  local  records  in  the 
area  are  not  kept,  but  the  nature 
and  elevation  of  the  terrain  is  such 
that  one  can  be  fairly  certain  the 
temperature  was  lower  here  and  in 
the  nearby  Columbia  River  gorge 
than  at  the  Portland  Airport,  some 
29  miles  down  river,  and  the  like- 
lihood of  rain  is  at  least  equal  at 
the  two  points,  with  greater  proba- 
bility of  snow  on  the  mountain. 
The  Airport  weather  reports  indi- 
cate that  the  highest  day  tempera- 
ture between  December  2 and  4, 
inclusive,  was  55  F (12.8  C),  and 
the  lowest  35  F (1.7  C).  A half- 
inch (1.25  cm)  of  rain  fell  on  the 
2nd,  there  was  a trace  on  the 
3rd,  and  0.22  (0.5  cm)  inch  on 
the  4th.  The  Sheriff’s  record  indi- 
cates that  during  the  time  the 
search  for  the  boy  was  underway, 
there  was  snow  on  the  ground 
and  a cold  wind  was  blowing. 

A complete  necropsy  was  made 
two  days  after  the  remains  were 
recovered  and  embalmed.  The 
body  was  well-developed  and  well- 
nourished  (subcutaneous  fat  over 
the  abdomen  not  measured),  186 
cm  in  length  and  estimated  to 
weigh  180  pounds,  (81.3  kg). 
There  were  numerous  abrasions  on 
the  hands,  right  thigh  and  pretibia] 
skin. 


The  only  noteworthy  gross  ab- 
normalities involved  the  lungs; 
both  were  pinkish-red,  fully  ex- 
panded and  filling  the  hyperemic 
bronchi  was  a pale,  ivory-colored, 
frothy  material,  reminding  the 
prosector  of  drowning;  the  cut 
surfaces  were  a mottled  pinkish-red 
and  yellow  and  crepitant.  The  left 
lung  was  estimated  to  weight  450 
to  500  gm,  the  right  550  to  650 

gm. 

Histologically,  the  light  and  dark 
mottling  of  the  lungs  proved  to  be 
due  to  unequal  distribution  of 
blood,  little  in  some  areas,  tre- 
mendous engorgement  of  the  inter- 
alveolar capillaries  and  larger  ves- 
sels in  others.  Granular  pinkish 
material,  consistent  with  edema 
fluid,  filled  many  alveoli,  though 
not  diffusely.  While  erythrocytes 
occurred  in  some  atria,  the  number 
was  never  great  and,  except  when 
incorporated  in  edema  fluid,  one 
could  not  say  positively  that  actual 
hemorrhage  was  present.  Only  ter- 
minal bronchioles  were  present  in 
the  available  sections  and  all  were 
empty.  Rarely,  breaks  occurred  in 
the  atrial  walls  to  suggest  acute 
emphysema.  Pneumonitis  was  lack- 
ing. Thrombi  had  not  formed. 

Other  changes  were:  generalized 
passive  hyperemia,  finely  dispersed 
vacuoles  in  hepatic  cells  (suggest- 
ing fatty  metamorphosis),  focal 
acute  esophagitis,  marked  post- 
morten  necrosis  of  the  pancreas, 
autolysis  of  small  and  large  bowel 
mucosa  and  slight  postmortem  in- 
volvement of  the  renal  convoluted 
tubular  epithelium.  Other  organs, 
including  the  brain,  were  remarka- 
bly well  preserved. 


EVALUATION  OF  CASES 


Admittedly,  the  lack  of  body 
temperature  readings  in  all  in- 
stances weakens  the  otherwise 
good  evidence  that  the  deaths 
were  due  to  hypothermia,  this 
was  not  due  to  oversight  but  to 
the  fact  that  eight  deaths  oc- 
curred in  the  mountains  and 
away  from  medical  attention. 
The  other  two  victims,  although 
in  the  city,  had  wandered  away 
at  night  and  when  found  were 
dead.  Pugh  likewise  found  him- 
self in  the  position  of  having 
to  assume  that  the  25  deaths  he 
reports  were  due  to  hypothermia, 


basing  his  belief  on  the  circum- 
stances surrounding  each  death 
rather  than  actual  proof.15  Pugh 
recently  has  emphasized  that 
wet  clothing  and  walking  to  the 
point  of  exhaustion  are  outstand- 
ing features  in  fatal  accidents 
due  to  hypothermia.16  Trott  and 
Neureuther  likewise  recognize 
the  role  of  physical  exhaustion 
as  an  accompaniment  or  precur- 
sor of  hypothermia.17  38 

exposure 

All  subjects  considered  in  this 
paper  were  exposed  to  cold,  aid- 
ed and  abetted  by  wind,  snow 


or  rain,  alone  or  in  combination, 
and  clothing  was  wet  in  all  but 
one  instance  (Table  3).  There 
is  good  documentation  of  both 
the  climatic  circumstances  and 
the  clinical  manifestations  of 
Cases  1 and  7;  for  the  others, 
climatic  conditions  are  known 
but  there  is  little  or  no  clinical 
information. 

Physical  exhaustion  existed  in 
victims  1,  6,  7 and  8 and  may 
well  have  been  a factor  in  num- 
bers 4,  5 and  10  (Table  5),  but 
there  is  no  reason  to  suppose 
that  cases  2 and  3 were  exhaust- 
ed. Case  1 certainly  manifested 
some  of  the  well-recognized 
clinical  features  of  acute  acci- 
dental hypothermia,  but  since 
these  features  and  the  death 
occurred  at  altitudes  between 

11.500  and  9,100  feet,  the  possi- 
bility of  high  altitude  pulmonary 
edema  must  also  be  considered. 
While  exitus  in  Case  7 came  at 
about  a 4,000  foot  elevation,  this 
is  believed  to  have  had  no  part 
in  the  causation  of  symptoms 
and  death,  both  being  compati- 
ble with  physical  exhaustion  and 
hypothermia.  Case  2 was  ob- 
served to  be  collapsed  and  in- 
coherent and  his  son.  Case  3, 
was  found  unconscious. 

high  altitude  pulmonary  edema 

For  Case  1,  the  possibility'  of 
high  altitude  pulmonary'  edema 
must  also  be  considered.  Ac- 
cording to  Singh,  the  vulnerable 
altitude  for  this  condition  in 
continental  United  States  is 

8.500  feet  (11,000  feet  in  the 
Himalayas  and  12,000  feet  in 
the  Andes);  the  vulnerable  alti- 
tude is  related  to  the  local  snow 
line  or  temperature.30  Of  the  332 
involved  members  of  the  Indian 
Army,  208  developed  edema  that 
occurred  within  three  day's  after 
their  arrival.  Other  cases  did 
not  occur  for  4 to  40  days,  con- 
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trasting  with  the  Peruvian  Andes 
where  the  onset  was  between 
9 to  36  hours  after  reaching 
high  altitude. 

Singh  noted  little  difference 
in  the  susceptibility  of  edema 
between  new  inductees  and  re- 
inductees, but  did  note  that  the 
incidence  was  higher  in  men 
from  the  hills  than  in  plainsmen. 
Severity  of  exertion  in  spite  of 
acclimatization  to  high  altitude 
seemed  to  predispose  many  to 
pulmonary  edema;  others  had 
such  marginal  protective  reserve 
that  edema  of  the  lungs  devel- 
oped even  at  rest.  Previous  ac- 
climatization at  a lower  altitude 
did  not  always  protect  subjects 
ascending  to  14,000  feet. 

Onset  of  the  acute  respiratory 
type  of  high  altitude  disease 
commonly  was  manifested  by 
increasing  malaise,  dyspnea  or 
dry  cough,  with  cyanosis  of  the 
face  and  extremities  and  crepi- 
tant rales  in  the  chest  signalling 
impending  edema.  When  fulmi- 
nant, the  victim  felt  choked, 
wheezed  audibly  and  became 
rapidly  moribund.  In  a few  vic- 
tims the  first  symptoms  were 
frequent  micturition  and  oli- 
guria. 

Sometimes  cerebral  symtoms 
dominated,  with  giddiness,  hal- 
lucinations and  lack  of  interest 
in  surroundings  which  devel- 
oped into  unconsciousness  and 
pulmonary  manifestations  with- 
in a day  or  two,  followed  by 
amnesia  on  recovery.  In  some 
persons,  the  onset  was  insidious, 
preceded  by  a few  hours  of 
premonitory  malaise,  pain  in  the 
calf  muscles,  headache,  insom- 
nia, anxiety  and  excitement,  fol- 
lowed by  dyspnea  and  dry  cough 
without  palpitation  prior  to  full 
development  of  pulmonary  ede- 
ma. In  others,  the  onset  was  so 
insidious  as  to  be  overlooked 
easily,  and  was  manifested  by 


nocturnal  dyspnea  either  at  rest 
or  on  slight  exertion  for  1 to  3 
days,  during  which  time  the  man 
continued  to  be  active.  Many 
men  with  high  altitude  pulmon- 
ary edema  also  suffered  from 
acute  mountain  sickness  with 
nausea,  anorexia,  vomiting,  head- 
ache and  weakness,  all  of  which 
could  have  been  due  to  hyper- 
ventilation and  respiratory  alka- 
losis. 

Clinically,  there  was  an  ab- 
sence of  congestive  heart  failure, 
no  cardiac  enlargement  and  gen- 
erally a low  systemic  blood  pres- 
sure, but  electrocardiograms  re- 
flected severe  pulmonary  hyper- 
tension, demonstrated  in  chest 
films  as  a fullness  of  hilar  blood 
vessels  and  enlargement  of  the 
pulmonary  artery  that  disap- 
peared in  2 to  6 weeks.  Roent- 
genographic  evidence  of  edema 
cleared  within  6 to  48  hours. 

pulmonary  congestion 

In  the  seven  cases  autopsied, 
the  gross  appearance  of  the 
lungs  was  characteristic  of  pul- 
monary edema;  all  viscera  were 
congested.  The  heart  was  not 
enlarged;  the  right  side  was  dis- 
tended with  blood  but  the  left 
was  empty.  Microscopic  sections 
of  only  two  subjects  were  made. 
Blood  vessels  of  all  sizes  were 


distended  enormously,  with  ac- 
companying sludging  of  erythro- 
cytes and  perivascular  hemor- 
rhages in  all  organs,  giving  a 
ring  and  ball  appearance  in  the 
brain.  Focal  necrosis  was  noted 
in  the  liver;  there  was  stress 
effect  in  the  zona  fasciculata  of 
the  adrenal  cortex. 

Pulmonary  congestion  was 
severe  and  affected  both  arterial 
and  venous  systems,  with  alve- 
olar capillary  distention  that  led 
to  thickening  of  the  alveolar 
walls,  and  sludging  of  erythro- 
cytes. Nearly  all  vessels  showed 
perivascular  hemorrhages;  many 
alveoli  were  filled  with  protein- 
ous  fluid  mixed  with  trapped  air 
or  masses  of  erythrocytes;  others 
contained  fibrinous  exudate  with 
neutrophilic  granulocytes  and 
monocytes. 

Singh  makes  no  specific  men- 
tion of  the  type  of  clothing  worn 
by  the  men  or  of  their  body 
temperatures.  Of  great  interest 
is  his  observation  that  although 
rapid  ascent  without  adequate 
acclimatization  en  route,  expos- 
ure to  cold,  and  physical  exer- 
tion often  precipitated  high  alti- 
tude pulmonary  edema,  the  con- 
dition was  also  seen  when  none 
of  these  factors  could  be  blamed. 
Individual  predisposition  ap- 
peared to  be  important. 
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Management  of  Arrhythmias  Complicating 
Myocardial  Infarction 


OGLESBY  PAUL,  M.D.,  Chicago,  Illinois 


Approaches  to  the  prevention  and  treatment  of  arrhythmias  complicating 
myocardial  infarction  are  several.  First,  there  is  the  basic  importance  of  the 
treatment  of  the  circulation  as  a whole,  including  management  of  hypoxemia, 
acidosis,  congestive  heart  failure,  pain,  anxiety,  pulmonary  embolism,  and 
cardiogenic  shock.  Second,  there  is  the  vital  role  of  several  pharmacologic  agents 
in  the  prevention  and  treatment  of  various  types  of  cardiac  irregularities.  Third, 
there  is  the  important  contribution  of  pulmonary  and  cardiac  resuscitation 
through  externally  controlled  ventilation  and  cardiac  compression.  Finally,  there 
are  electric  means  of  pacing  the  heart,  as  well  as  electrical  means  of  instan- 
taneous depolarization  of  the  whole  heart  by  a shock,  to  terminate  supra- 
ventricular and  ventricular  arrhythmias. 


It  is  always  pleasant  to  realize 
that  we  are  making  prog- 
ress in  the  handling  of  a certain 
difficult  clinical  problem.  Such 
is  the  fortunate  case  with  the 
management  of  arrhythmias 
complicating  myocardial  infarc- 
tion. We  now  have  decidedly 
improved  our  whole  attitude 
towards  these  complications  and 
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instead  of  a passive  and  re- 
signed approach,  accepting  the 
worst  that  may  happen,  we 
have  adopted  a far  more  ag- 
gressive and  effective  role  that 
stresses  both  prevention  and 
adequate  treatment. 

The  literature  in  this  area  is 
rapidly  expanding  and  certain 
helpful  current  references  are 
listed  at  the  end  of  the  paper. 
It  is  my  intent  to  provide  com- 
mentary based  upon  some  years 
of  experience  in  handling  such 
difficulties,  and  especially 
founded  upon  nearly  three  years 
of  valuable  observation  of  the 
happenings  of  our  coronary  in- 
tensive care  unit  at  the  Passa- 
vant Memorial  Hospital  in  Chi- 
cago. Such  a unit  is  of  course 


invaluable  in  providing  a min- 
ute to  minute  record  of  changes 
in  cardiac  rate  and  rhythm  of 
the  patient  with  myocardial  in- 
farction. It  is  surprising  how 
many  arrhythmias  occur,  some 
simple  and  some  highly  com- 
plex. It  is  the  majority  and  not 
the  minority  of  patients  who 
demonstrate  some  change  in 
rhythm.  Most  important,  such 
a unit  educates  us  as  to  the 
natural  history  of  these  pro- 
cesses, and  what  happens  when 
we  intervene  with  specific 
therapy. 
factors 

Although  both  atrial  and  ven- 
tricular arrhythmias  may  occur 
in  hearts  that  have  only  minimal 
or  not  important  disease  and 
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with  few  if  any  unfavorable 
extra-cardiac  influences,  it  is 
well  to  recall  that  many  ar- 
rhythmias may  be  related  to 
specific  detectable  and  physio- 
logically disturbing  factors.  We 
have  an  especial  obligation  to 
patients  with  myocardial  infarc- 
tion to  keep  these  factors  in 
mind.  Thus,  we  realize  that  in 
about  90  per  cent  of  cases,  the 
artery  to  the  A-V  node  is  a 
branch  of  the  right  coronary  ar- 
tery; hence  ,we  are  on  the  watch 
for  A-V  block  in  patients  having 
an  infarct  of  the  inferior  (“pos- 
terior”) aspect  of  the  left  ventri- 
cle that  so  often  comes  when 
the  right  coronary  artery  is  sud- 
denly occluded. 

We  know  that  the  existence 
of  hypoxemia,  hypotension  with 
reduced  cardiac  output,  and 
acidosis,  may  each  contribute 
to,  or  be  associated  with,  the 
appearance  of  arrhythmias. 
Thus,  I have  found  it  important 
to  encourage  my  patients  with 
acute  myocardial  infarction  to 
have  a regular  routine  of  deep 
breathing  exercises.  This  is  to 
avoid,  in  some  measure,  the 
problem  of  hypoxemia  which  re- 
sults when  the  patient  lies  too 
quietly  with  shallow  breathing 
and  fails  to  ventilate  basal  lung 
segments,  yet  continues  to  per- 
fuse them  with  blood. 

In  some  instances  of  reduced 
cardiac  output  with  narrow 
pulse  pressure,  we  have  ob- 
served benefit  in  the  control  of 
arrhythmias  with  the  inotropic 
action  of  intravenous  isoproter- 
enol (1.5  mg  infused  slowly  in 
500  cc  5 per  cent  dextrose  in 
water),  or  of  digitalis.  I am  con- 
scious, in  instances  of  acidosis, 
particularly  as  encountered  with 
cardiac  arrest  in  myocardial  in- 
farction, that  44  mEq  of  sodium 
bicarbonate,  given  every  5 min- 
utes until  a reasonably  satis- 


factory circulation  is  re-estab- 
lished, may  be  vital  in  recovery, 
and  prevention  of  irregular  car- 
diac action  from  ectopic  focal 
discharge. 

Pulmonary  embolism  itself  not 
rarely  precipitates  atrial  fibril- 
lation, a useful  point  to  remem- 
ber as  you  follow  a patient  with 
infarction.  It  is  also  well  for  us 
to  recognize  that  the  drugs  we 
use  have  both  benign  and  ma- 
lignant roles  as  regards  abnor- 
mal impulse  formation  or  ab- 
normal conduction.  Digitalis,  as 
will  be  noted  below,  is  a con- 
spicuous offender,  but  others 
such  as  isoproterenol  also  have 
important  contributions  to  make 
in  producing  serious  arrhythmia, 
although  in  different  dosage 
they  may  be  vital  in  the  control 
of  such  a process.  It  is  also  im- 
portant to  recognize  that  cer- 
tain of  our  most  potent  anti- 
arrhythmic  agents,  including 
quinidine,  procaine  amide,  sodi- 
um diphenylhydantoin,  and  (3- 
adrenergic  blocking  agents,  also 
impair  myocardial  contractility 
and  reduce  the  cardiac  output. 


SPECIFIC  MANAGEMENT 

Sinus  bradycardia,  with  rates 
below  50,  may  be  associated  in 
myocardial  infarction  with  high- 
ly significant  and  undesirable 
consequences.  Blood  pressure 
may  drop,  urine  output  fall,  and 
the  picture  of  cardiogenic  shock 
supervene.  The  use  of  atropine 
sulfate,  0.6  to  1.2  mg,  intra- 
venously, repeated  if  necessary, 
may  be  highly  effective  in  re- 
versing this  picture.  At  times, 
it  may  be  necessary  to  pace 
such  patients  electrically,  since 
ectopic  rhythms  may  only  occur 
if  the  heart  rate  is  slow  and  may 
be  entirely  suppressed  at  rates 
of  80,  90,  or  100. 


Sinus  arrhythmia  unrelated  to 
the  respiratory  cycle,  and  atrial 
premature  beats,  are  not  un- 
common, especially  in  older  pa- 
tients. Such  variations  in  rhy- 
thm are  usually  well  tolerated, 
are  asymptomatic,  and  are  best 
left  alone.  A possible  exception 
may  be  the  instance  of  fre- 
quent atrial  premature  beats 
which  may  herald  the  onset  of 
rapid  sustained  atrial  arrhythmia 
in  the  setting  of  myocardial  in- 
farction. Here,  at  the  discretion 
of  the  attending  physician, 
quinidine  sulfate  may  be  used 
in  doses  of  0.2-0.3  gm  every  4 
to  6 hours  to  attempt  to  suppress 
the  ectopic  activity.  I have  seen 
instances  of  sinus  arrest,  in 
which  for  periods  of  several 
seconds  no  sinus  or  other  pace- 
maker activity  occurs,  there  is 
no  A-V  nodal  or  ventricular  es- 
cape, the  patient  may  become 
unconscious,  have  a convulsive 
seizure,  and  may  die.  This  is  a 
major  and  life  threatening  dis- 
order. On  identifying  one  such 
episode,  it  has  been  my  policy 
promptly  to  wedge  the  tip  of 
an  electrode  into  the  apex  of  the 
right  ventricle  through  the  ve- 
nous route,  using  an  image 
intensifier.  So  prepared,  I can 
pace  the  heart  by  a battery- 
operated,  electrical,  demand 
pacemaker  should  the  need 
arise.  An  isoproterenol  drip  (1.5 
mg  in  500  cc  of  5 per  cent 
dextrose  in  water)  may  be  help- 
ful in  speeding  the  sinus  rate 
also,  but  does  not  replace  the 
use  of  a pacemaker  in  terms  of 
safety. 

Atrial  tachycardia  occurs  oc- 
casionally in  myocardial  infarc- 
tion. First,  it  should  be  men- 
tioned that  there  are  a number 
of  instances  in  which  differen- 
tial diagnosis  between  parox- 
ysmal atrial  tachycardia  with 
aberration  of  the  ventricular 
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complexes,  and  true  ventricular 
tachycardia  is  exceedingly  diffi- 
cult. Firm  carotid  sinus  com- 
pression for  5 seconds  may  per- 
mit such  differentiation  by  ter- 
minating the  former.  It  is  also 
important  to  recognize  that 
paroxysmal  atrial  tachycardia 
with  A-V  block  is  encountered 
at  times  and  that  in  about  two- 
thirds  of  the  cases  is  attributable 
to  digitalis  excess.  In  the  case 
of  the  usual  atrial  tachycardia 
with  a one-to-one  response,  the 
arrhythmia  is  ordinarily  well 
tolerated  and  self-limited  but  it 
may  further  compromise  a cir- 
culation already  precarious  from 
myocardial  infarction.  Carotid 
sinus  compression  may  termi- 
nate such  an  arrhythmia,  and 
eye  ball  pressure  may  be  em- 
ployed. Failing  by  these  means, 
there  are  three  particularly  use- 
ful approaches. 

First,  if  the  blood  pressure  is 
at  all  low,  I have  found  the 
use  of  an  intravenous  drip  of 
levarterenol  (usually  4.0  mg  in 
5 per  cent  dextrose  in  water  is 
adequate),  or  of  metaraminol, 
to  raise  the  blood  pressure  not 
above  150/90,  is  frequently  im- 
mediately effective.  The  blood 
pressure  must  not  be  allowed  to 
rise  to  hypertensive  levels;  I 
know  of  two  instances  of  ven- 
tricular rupture  clearly  associ- 
ated with  uncontrolled  use  of 
pressor  agents  in  myocardial  in- 
farction. 

Second,  another  approach  in- 
volves the  intravenous  infusion 
of  a digitalis  preparation.  I pre- 
fer lanatoside  D and  adminis- 
ter an  initial  dose  of  0.4  mg 
intravenously  over  5 minutes, 
with  additional  0.4  mg  incre- 
ments every  3 hours  to  a maxi- 
mum of  1.6  mg  to  2.0  mg.  Caro- 
tid sinus  compression  should  be 
repeated  before  each  additional 
dose. 


Finally,  failing  in  these  two 
methods,  one  may  administer, 
under  light  anesthesia,  a direct 
current  electric  shock  synchron- 
ized with  the  electrocardiogram. 
Such  an  eventuality  is  rarely 
necessary  in  myocardial  infarc- 
tion for  the  termination  of  this 
type  of  arrhythmia,  but  I cared 
for  one  personal  case  in  which  it 
was  the  only  effective  measure 
after  failure  with  other  forms 
of  therapy.  While  there  are  still 
other  forms  of  treatment,  these 
three  are  the  most  dependable. 

Atrial  fibrillation  occurs  in  the 
course  of  acute  myocardial  in- 
farction and  like  most  other 
atrial  arrhythmias  is  not  usually 
a major  problem.  If  the  ven- 
tricular response  is  not  rapid— 
which  indicates  depression  or 
disease  of  the  conducting  tis- 
sues—it  is  wise  merely  to  ob- 
serve the  irregularity  for  a time, 
as  it  may  disappear  spontane- 
ously. Should  the  ventricular 
rate  be  very  rapid,  and  partic- 
ularly if  the  patient  appears  in 
congestive  heart  failure  or  in 
cardiogenic  shock,  I prefer  to 
administer  digitalis  and  give  it 
by  the  intravenous  route  both  to 
assure  complete  absorption  and 
because  of  the  speed  of  action. 
My  personal  preferences  are 
either  for  lanatoside  D as  out- 
liend  above,  or  under  urgent 
circumstances,  for  ouabain  (0.25 
mg  intravenously  repeated  once 
if  necessary).  Subsequently  oral 
digitalis  preparations  may  be 
used  for  maintenance  doses.  It 
is  a good  general  rule  to  con- 
sider that  the  myocardium  that 
has  suffered  an  acute  infarction 
is  particularly  sensitive  to  digi- 
talis—hence  the  dose  should  be 
a conservative  one.  ( I have  seen 
digitalis  actually  precipitate 
atrial  fibrillation  in  coronary 
cases,  but  this  is  uncommon. ) 
The  atrial  fibrillation  often  ter- 


minates with  the  use  of  digitalis. 
Should  this  not  occur,  quinidine 
may  be  added  later  but  I prefer 
to  withhold  it  in  most  cases 
during  the  first  few  days  after 
acute  infarction.  It  depresses 
myocardial  contractility,  may  re- 
sult in  troublesome  diarrhea, 
which  is  manifestly  undesirable 
in  this  type  of  case,  and  rarely 
may  bring  on  hypotension  and 
ventricular  arrhythmias.  A f3- 
adrenergic  blocking  agent,  pro- 
pranolol, has  been  employed  at 
times  to  slow  the  ventricular 
rate  when  atrial  fibrillation  per- 
sists with  a rapid  ventricular  re- 
sponse and  stubbornly  fails  to 
yield  to  other  measures. 

Atrial  flutter  is  much  less  fre- 
quently found  with  acute  infarc- 
tion, I have  only  observed  it 
transiently,  and  have  not  found 
it  to  be  a therapeutic  problem. 
Should  it  persist,  I would  first 
give  digitalis.  A persistent  atrial 
flutter  not  converting  with  digi- 
talis and  time,  is  almost  invari- 
ably promptly  ended  with  a 
synchronized  direct  current 
shock. 

Nodal  rhythm  is  seen  in  vary- 
ing circumstances  in  which,  for 
some  reason,  control  of  pace- 
maker activity  is  lost  by  the  S-A 
node.  Ischemia  or  infarction  of 
the  S-A  nodal  area  resulting 
from  atherosclerotic  disease  in- 
cluding the  S-A  nodal  artery  is 
one  possibility.  It  is  also  a com- 
mon finding  in  those  patients 
whose  condition  is  steadily  de- 
teriorating and  who  in  their  last 
few  hours  often  have  a complex 
circulatory  and  biochemical  im- 
balance including  hypotension, 
acidosis  and  hyperkalemia.  Digi- 
talis intoxication  is  a potent 
cause  also,  and  should  always 
be  considered  in  those  receiv- 
ing this  drug  and  who  develop 
the  arrhythmia.  Nodal  control  of 
the  ventricles  in  A-V  block  is 
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yet  a different  situation,  usually 
indicating  occlusion  of  the  right 
coronary  artery  with  infarction 
of  the  inferior  aspect  of  the  left 
ventricle  and  of  the  septum. 
The  decision  to  treat  or  not  to 
treat  nodal  rhythm  will  there- 
fore depend  upon  the  nature  of 
the  factor  or  factors  responsible. 
Appropriate  management  will 
vary  from  mere  observation  in 
the  patient  without  A-V  block 
and  with  a rate  above  40,  a good 
blood  pressure,  warm  skin,  and 
good  urine  output,  to  vigorous 
measures  to  combat  cardiogenic 
shock  including  perhaps  atro- 
pine, intravenous  isoproterenol 
and  electrical  pacing.  Should 
this  arrhythmia  be  due  to  digi- 
talis itself,  omission  of  this  drug 
is  usually  all  that  is  required. 

The  existence  of  A-V  block 
raises  several  possible  courses 
of  action.  There  are  those  whose 
approach  is  aggressive  because 
of  the  occasional  dire  picture 
that  results  and  there  are  those 
whose  attitude  is  more  relaxed 
since  many  clear  spontaneously 
after  a few  hours  with  observa- 
tion alone.  A reasonable  ap- 
proach would  seem  to  be  the 
following.  When  first  degree 
A-V  block  alone  is  present 
(prolonged  P-R  interval  without 
dropped  beats)  not  due  to  digi- 
talis excess,  merely  watch  the 
patient  closely  keeping  in  mind 
the  possibility  of  progression  to 
a higher  degree  of  block.  If  the 
patient  is  clinically  doing  well 
as  regards  his  circulatory  status 
but  has  rare  Wenckebach  phe- 
nomenon (pressive  P-R  length- 
ening leading  to  a dropped 
beat),  also  merely  watch  the 
patient  carefully.  The  appear- 
ance of  deterioration  of  the  clin- 
ical state  of  the  patient  as  the 
Wenckebach  phenomenon  is 
recognized,  or  development  of 
constant  second  degree  A-V 


block,  is  an  indication  to  insert 
a transvenous  electrode  into  the 
apex  of  the  right  ventricle  which 
may  be  thereafter  activated  at 
will.  The  same  is  true  of  con- 
stant or  intermittent  third  de- 
gree (complete)  A-V  block.  It 
is  thus  possible  both  to  avoid 
the  consequences  of  long  pauses 
in  ventricular  function  as  the 
pacemaker  control  passes  from 
the  sinus  node  down  to  the  A-V 
node  or  below,  and  also  to  avoid 
the  deleterious  effects  of  a very 
slow  rate  in  a complete  A-V 
block  which  brings  with  it  a 
reduced  cardiac  output.  It  is 
not  always  realized  that  a very 
slow  A-V  nodal  or  idioventri- 
cular rhythm  also  often  predis- 
poses ~)inder  these  conditions  to 
runs  of  ventricular  tachycardia 
or  ventricular  fibrillation.  A le- 
thargic A-V  nodal  pacemaker 
may  also  be  speeded  success- 
fully by  intravenous  isoprotere- 
nol, by  ephedrine,  and  by  epi- 
nephrine. However,  such  phar- 
macologic means  are  best  not 
used  as  a replacement  for  a 
transvenous  electrode  with 
stand-by  or  actual  electrical  pac- 
ing unless  it  is  impossible  to 
get  the  professional  assistance 
and  the  equipment  for  the  lat- 
ter. Should  the  second  degree  or 
complete  A-V  block  prove  tem- 
porary, as  is  usually  the  case, 
the  electrode  may  be  removed. 
Permanent  pacing  using  an  im- 
plantable demand  pacemaker  is 
required  when  unstable  A-V 
block  or  complete  A-V  block 
persists  and  is  demonstrated  to 
have  the  hazards  of  Stokes  Ad- 
ams attacks  or  of  seriously  im- 
paired cardiac  output  or  of  as- 
sociated ventricular  tachycardia 
or  fibrillation. 

Finally,  there  comes  the  often 
formidable  problem  of  ventric- 
ular arrhythmias.  Ventricular 
premature  beats  are  frequent  in 


myocardial  infarction.  Several 
years  ago,  I adopted  the  policy 
of  treating  these  with  pharmaco- 
logic agents  if  they  occurred 
more  often  than  5 times  a min- 
ute, or  if  they  were  less  fre- 
quent than  this  but  still  were 
seen  every  minute  in  runs  of 
two  or  more,  or  were  multifocal. 
Initially,  I customarily  adminis- 
ter 50  mg  of  lidocaine  intra- 
venously and  follow  this  with  a 
minimum  of  500  mg  of  procaine 
amide  orally  every  4 hours,  the 
first  dose  being  taken  at  the 
same  time  as  the  lidocaine  is  in- 
jected. Should  this  prove  inade- 
quate, repeated  intravenous  dos- 
es of  lidocaine  may  be  re- 
quired to  supplement  the  oral 
procaine  amide,  or  an  intra- 
venous drip  of  lidocaine  or  pro- 
caine amide  may  be  needed. 
The  exact  quantity  of  these 
anti-arrhythmic  drugs  needed  is 
highly  variable.  It  is  well  to  re- 
member that  lidocaine  is  a con- 
vulsant,  and  I have  found  that 
convulsions  may  occur  if  more 
than  500  mg  is  administered  in 
2 hours.  Procaine  amide  is  less 
desirable  for  intravenous  use 
than  lidocaine  as  it  is  a more 
potent  depressor  of  myocardial 
contractility  and  may  lower  the 
blood  pressure.  However  it  may 
be  given  in  much  larger  doses 
intravenously  than  lidocaine 
without  inviting  convulsions. 
Should  the  blood  pressure  fall 
due  to  intravenous  procaine 
amide,  a pressor  agent  may  be 
used  to  offest  this,  but  in  my 
judgment  it  would  be  best  to 
try  to  revert  then  to  lidocaine, 
to  use  oral  procaine  amide  in 
large  amounts— such  as  1.0  gm 
every  3 to  4 hours,  or  to  use 
diphenylhydantoin  100  mg  in- 
travenously or  by  mouth  every 
8 hours.  None  of  these  measures 
in  any  way  supplant  the  impor- 
tant attention  directed  to  re- 
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lief  of  pain,  treatment  of  cardiac 
failure,  correction  of  electrolyte 
imbalance  and  acidosis,  manage- 
ment of  shock,  and  recognition 
of  digitalis  overdose,  anyone  of 
which  may  be  crucial  in  the 
etiology  of  the  arrhythmia. 
These  comments  are  equally 
pertinent  to  the  following  dis- 
cussion. 

Short  runs  of  ventricular 
tachycardia  are  entitled  to  the 
same  respect  and  treatment  as 
listed  above  for  ventricular  pre- 
mature beats.  Sustained  ventric- 
ular tachycardia  complicating 
myocardial  infarction  is  not  nec- 
essarily a catastrophic  event, 
and  may  be  tolerated  by  many 
patients  with  remarkably  few 
apparent  outward  effects.  Nev- 
ertheless, such  an  episode,  plus 
an  already  damaged  myocardi- 
um, may  bring  on  a collapse  of 
blood  pressure  and  signs  of 
shock,  and  may  be  followed  by 
ventricular  fibrillation.  A vigor- 
ous, energetic  policy  of  suppres- 
sion of  the  arrhythmia  is  fully 
justified.  Lidocaine  in  amounts 
of  50  to  100  mg  given  intra- 
venously at  one  time  is  often 
adequate  but  may  need  to  be 
repeated  every  5 to  15  minutes 
and  is  the  first  step  for  the 
patient  whose  circulatory  state 
is  fairly  satisfactory.  Should  this 
not  be  available,  the  second 
choice  would  be  procaine 
amide  given  intravenously  in 
amounts  of  100  mg  even'  2 min- 
utes until  the  arrhythmia  is  ter- 
minated, or  until  significant 
hypotension  appears.  A third 
possibility  is  the  intravenous  in- 
jection of  1 to  3 mg  of  propra- 
nolol at  a rate  of  1 mg  every  2 
minutes.  For  the  patient  whose 
circulatory  state  is  clearly  very 
poor,  with  a low  or  absent  blood 
pressure,  narrow  pulse  pressure, 
and  a cool  clammy  skin,  the 
wisest  course  is  to  give  a dose  of 


lidocaine  or  procaine  amide  at 
once  and  if  the  arrhythmia  does 
not  cease  in  one  or  two  min- 
utes follow  with  a direct  current 
electric  shock.  Anesthesia  is  fre- 
quently not  required  under  these 
circumstances  as  the  patient  usu- 
ally already  has  impaired  con- 
sciousness and  to  wait  for  arri- 
val of  an  anesthetist  may  be 
unjustified.  However,  should  the 
patient  be  fully  conscious  and 
electrical  conversion  is  planned 
after  a more  deliberate  trial  of 
and  failure  with  pharmacologic 
means,  light  anesthesia  is  de- 
cidedly wise.  Following  conver- 
sion, maintenance  of  prophy- 
lactic intravenous,  or  more  usu- 
ally oral,  therapy  as  outlined 
for  ventricular  premature  beats 
is  essential. 

Ventricular  fibrillation  is  often 
present  when  an  acute  coronary 
“episode”  occurs.  The  word 
episode  is  selected  as  this  may 
range,  in  a person  with  signifi- 
cant coronary  atherosclerosis, 
from  a critical  area  of  ischemia 
due  to  a sudden  unmet  demand 
for  oxygen,  imposed  by  severe 
emotion  or  effort  without  acute 
anatomic  coronary  change,  to 
the  picture  of  a typical  coro- 
nary thrombosis  with  myocar- 
dial infarction.  It  may  be  en- 
countered at  the  very  first  sign 
of  trouble,  or  may  occur  min- 
utes, hours,  or  days  after  the 
initial  symptoms.  In  the  latter 
instance,  electrocardiographic 
monitoring  often  provides  a 
warning  of  this  possibility  as 
ventricular  irritability  is  mani- 
fest by  ventricular  premature 
beats  or  runs  of  ventricular 
tachycardia. 

Thus,  proper  prophylactic 
measures  of  the  types  described 
above  may  be  effective  in  pre- 
venting the  appearance  of  ven- 
tricular fibrillation.  Should  it  oc- 
cur, however,  (and  electro- 


cardiographic confirmation  is 
needed)  all  is  surely  not  lost. 
The  prompt  application  of  re- 
suscitative  measures,  including 
adequate  ventilation  of  the 
lungs  by  mouth-to-mouth  or 
mouth-to-nose  breathing  plus  ex- 
ternal cardiac  compression,  may 
in  itself  cause  a disappearance 
of  ventricular  fibrillation.  If  this 
is  not  immediately  effective,  the 
procedure  of  choice  is  adminis- 
tration of  an  electric  shock  (un- 
svnchronized,  either  AC  or  DC ) . 
I usually  employ  a direct  current 
machine,  start  at  200  watt- 
seconds,  go  at  once  to  400  if 
this  fails,  and  administer  two 
in  succession  if  this  also  proves 
ineffective.  Meanwhile,  lido- 
caine 50  mg  is  given  intra- 
venously and  this  is  often  re- 
peated as  outlined  in  the  pre- 
ceding paragraphs. 

I have  observed  many  in- 
stances of  complete  recovery 
despite  the  usual  initial  com- 
plete absence  of  pulse,  blood 
pressure,  or  audible  cardiac  ac- 
tivity in  individuals  with  acute 
myocardial  infarction  with 
proved  ventricular  fibrillation. 
First  class  team  work  is  required 
by  one  or  more  physicians  plus 
nurses,  all  of  whom  have  had 
their  tninds  prepared  for  the 
step-by-step  management  of  this 
fonnidable  situation  by  thor- 
ough training. 

Should  ventricular  arrest  oc- 
cur, the  outlook  is  far  less 
favorable  but  not  completely 
hopeless.  Good  ventilation  of 
the  lungs  plus  external  cardiac 
compression  is  at  times  effective 
in  restoring  spontaneous  heart 
action.  Intracardiac  epinephrine 
—0.5  cc  of  a 1 to  1,000  solution 
diluted  in  10  cc  of  normal  sa- 
line-may give  a response  and 
may  have  to  be  repeated  if  the 
response  is  only  temporary'. 
Intracardiac  or  intravenous  cal- 
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cium  chloride  ( 0.5-1. 0 gm  of 
10  per  cent  solution)  has  rarely 
proved  helpful  in  the  opinion  of 
some.  There  are  those  who  ad- 
vise a single  electric  shock  as  for 
ventricular  fibrillation  but  I 
have  no  enthusiasm  for  this. 

Finally,  external  pacing  or, 


if  technically  feasible,  immedi- 
ate internal  pacing  may  offer  a 
faint  hope  of  carrying  the  heart 
until  spontaneous  heart  action 
and  recovery  of  effective  myo- 
cardial contractility  are  present. 
It  is  clear  however  that  the  role 
of  the  physician  includes  not 


only  the  alertness  and  the  will 
to  save  a life,  but  also  the  wis- 
dom and  the  restaint  implicit 
in  the  decision  that  further 
steps  toward  resuscitation  are 
not  justified.  ■ 
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Automation  and  Medical  Ethics 


EDWARD  M.  WOOD,  M.  D,  Tacoma,  Washington 


In  the  past  five  years,  automated  laboratory  instruments  have  permitted 
marked  reduction  in  laboratory  fees.  By  operation  of  a number  of  mechanisms, 
these  fee  reductions  have  not  always  reached  the  patient.  The  result  is  a failure 
of  economic  adjustment  that  poses  a serious  ethical  problem  for  the  medical 
profession. 


Recent  surgical  advances  have 
aroused  widespread  interest 
in,  and  criticism  of,  medical 
ethics.  A handful  of  spectacu- 
lar results,  good  and  bad,  have 
created  an  arena  of  controversy 
involving  the  protection  of  an 
individual  patient’s  best  inter- 
ests from  overly  ambitious  phy- 
sicians. 

Preceding  these  technical  ad- 
vances in  surgery,  however,  have 
been  equally  remarkable,  but 
less  spectacular  developments  in 
laboratory  instrumentation.  Also 
unheralded  has  been  the  devel- 
opment of  an  unprecedented 
form  of  patient  exploitation  by 
overly  ambitious  physicians  and, 
in  some  cases,  by  hospitals.  It 
now  poses  the  most  serious 
moral  and  ethical  threat  to  the 
medical  profession  since  the  eras 
of  surgical  fee  splitting  and 
physician  ownership  of  pharma- 
cies. 

Fifteen  years  ago  it  was  pre- 
dicted that  automation  would 
revolutionize  the  field  of  labor- 
atory medicine  with  great  re- 
sultant benefit  to  patient  and 


physician  alike.  Gleaming  in- 
struments, programmed  to  an- 
alyze hundreds  of  specimens  per 
hour  and  regurgitate  vast  a- 
mounts  of  information  about 
every  patient,  were  to  be  enlist- 
ed in  the  search  for  diagnostic 
information  and  disease  preven- 
tion. By  eliminating  the  errors 
of  human  hands,  great  accuracy 
and  reliability  would  aid  the 
physician  in  health  evaluation. 
Of  no  less  significance,  the  in- 
creased speed  and  volume  would 
be  accomplished  at  a markedly 
reduced  cost— thus  removing  the 
economic  barrier  to  unlimited 
laboratory  data. 

Today  the  revolution  is  in- 
deed at  full  throttle  and  great 
benefits  have  accrued.  Alas,  the 
financial  benefits  have  for  a 
large  part  been  limited  to  the 
physician  or  hospital.  The  eco- 
nomic barrier  to  the  patient  re- 
mains. 

fees  for  work  not  done 

The  issue  is  singularly  clear. 
Some  physicians  and  some  hos- 
pitals are  charging  inflated  fees 


for  laboratory  work  they  neither 
supervise  nor  preform.  The 
mechanisms  and  rationalizations 
are  many  and  varied.  These  pat- 
terns label  all  of  us  in  medicine 
whether  we  utilize  them  or  not. 
We  must  develop  and  imple- 
ment corrective  therapy  for  this 
insidious  disease. 

The  foundation  of  medicine 
has  been,  and  will  continue  to 
be,  a well  taken  history  and  a 
skillfully  performed  physical  ex- 
amination. In  the  past,  ancillary 
information  was  obtained  as  in- 
dicated from  the  clinical  labora- 
tory. All  physicians  prided  them- 
selves on  their  skill  in  diagnosis 
based  on  the  history  and  phy- 
sical examination.  Laboratory' 
data  were  used  to  confirm,  not 
suggest,  the  diagnosis.  This  was 
part  of  the  art  of  medicine. 

Today,  we  are  in  a changing 
world  and  tomorrow  we  will 
correlate  not  just  the  history  and 
physical  but  something  that  is 
rapidly  becoming  known  as  the 
“laboratory  profile”.  Only  the 
uninformed  will  believe  that  the 
art  of  medicine  has  disappeared. 
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To  the  contrary,  it  has  become 
far  more  sophisticated,  uses 
many  more  tools,  and  is  applied 
with  much  greater  precision.  In- 
creasingly, disease  is  being  rec- 
ognized when  therapy  is  more 
efficacious. 

the  tripled  bill 

Currently  a significant  num- 
ber of  laboratory  procedures  can 
be  automated  and  made  avail- 
able at  minimal  cost.  This  has 
led  to  the  exciting  prospect  of 
a comprehensive,  low-cost,  lab- 
oratory profile.  Every  patient 
should  receive  the  advantages  of 
laboratory  automation  whenever 
indicated.  This  may  be  at  the 
time  of  hospital  admission  for  an 
acute  illness  or  at  periodic  in- 
tervals in  the  physician’s  office 
for  a health  examination.  There 
is  ample  evidence  that  such 
screening  procedures  are  ex- 
tremely worthwhile,  both  in  de- 
tecting subclinical  disease  and  in 
more  rapid  diagnosis  of  acute 
illness.  Such  data  are,  even  now, 
available  at  cost  level  below  that 
of  required  admitting  laboratory 
tests  in  most  hospitals.  Why 
then,  is  this  screening  method 
not  being  widely  utilized? 

Because  by  the  time  the  lab- 
oratory fee  reaches  the  patient  a 
surcharge  has  been  added  by 
the  physician  or  the  hospital 
which  may  materially  increase 
the  bill.  How  can  this  be? 

The  first  to  capitalize  on  auto- 
mated instruments  were  lay  or 
commercial  laboratories.  Rec- 
ognizing that  certain  procedures 
can  be  automated  to  produce 
results  at  far  lower  cost  than 
by  hand  techniques,  the  pattern 
permitting  patient  exploitation 
was  established.  The  commercial 
laboratory  offers  to  bill  the  phy- 
sician or  hospital  at  a markedly 
reduced,  fee,  based  on  savings 
from  automation,  and  permits 


rebilling  on  the  basis  of  the 
higher,  hand-technique  fee.  By 
solicitation  and  advertising, 
this  skullduggery  has  become 
widely  and  firmly  established 
in  the  entire  United  States.  The 
Northwest,  if  anything,  is  lead- 
ing the  way.  It  is,  indeed,  a 
very  effective  mechanism  for 
increasing  one’s  income. 

results  no  better  than  source 

Several  factors  contribute  to 
the  strange  reluctance  of  the 
medical  profession  to  recognize 
and  control  this  obviously  un- 
ethical practice.  First,  of  course, 
is  the  unethical  physician  who 
doesn’t  want  the  patient  to  know 
what  his  laboratory  work  actu- 
ally costs  or  where  it’s  done, 
since  this  would  preclude  his 
ability  to  rebill  at  a profit.  Sec- 
ond, is  the  hospital  that  realizes 
a variable  margin  of  profit  from 
the  laboratory.  Such  hospitals 
are  unwilling  to  have  this  sys- 
tem (or  any  system)  tampered 
with.  Third  is  the  inability  of  the 
physician  who  owns  his  labora- 
tory to  compete.  He  faces  the 
realization  that  he  cannot  com- 
pete with  automated  instru- 
ments because  of  the  limited 
volume  of  his  own  or  his  few 
associates’  practices.  The  result, 
in  any  event,  is  a fee  to  the  pa- 
tient that  is  more  than  it  should 
be.  Or,  more  to  the  point,  the 
patient  receives  less  laboratory 
work  than  he  should  for  the 
same  amount  of  money. 

This  situation  is  now  breeding 
a new  evil  that  can  best  be 
described  as  “do  it  yourself  auto- 
mation”. It  is  an  unusual  week 
in  which  some  new  scheme  or 
proposal  to  utilize  automation  in 
the  physician’s  office  does  not 
rear  its  ambitious  head.  Their 
promoters  all  have  exactly  the 
same  theme,  “Doctor,  we  will 
supply  everything  you  need  to 


do  these  tests  at  virtually  no 
cost  in  your  own  office.”  And 
therein  lies  the  clue.  Cheap  in- 
strumentation produces  cheap 
results— and  the  term  is  not  in- 
expensive. Trained  personnel 
cost  money.  Quality  control  pro- 
grams are  expensive.  The  future 
of  “do  it  yourself  atomation”  is 
indeed  dismal.  Since  it  is  pro- 
cured primarily  from  profit 
motivation,  the  fee  to  the  pa- 
tient obviously  cannot  be  re- 
duced. In  many  cases,  the  instru- 
mentation, methodology,  person- 
nel, and  quality  control  are  all 
inferior.  Results  can  be  no  bet- 
ter than  their  source. 

The  crowning  irony  is  the  re- 
cently promulgated  regulation 
by  the  medicare  people  requir- 
ing inspection  and  accredita- 
tion of  laboratory  facilities  out- 
side of  accredited  hospitals. 
Conditions  for  accreditation 
are:  strict  adherence  to  person- 
nel qualifications,  instrument 
calibration  and  maintenance, 
quality  control  programs,  and 
record  keeping.  And  who  are 
exempt  from  these  regulations? 
That’s  right— the  same  physician 
who  runs  his  own  laboratory 
and  is  least  capable  of  doing  so. 

the  lure 

Pathologists,  recognizing  the 
undesirable  trends  created  by 
commercial  laboratories,  have 
established  automated  facilities 
of  their  own.  Since  pathologists 
bill  patients  directly,  as  do  other 
ethical  physicians,  one  would  as- 
sume that  the  financial  benefits 
of  automation  had  at  last  actu- 
ally reached  the  patient.  Unfor- 
tunately, the  lure  of  the  unearn- 
ed dollar  has  maintained  the 
flow  of  physician  referrals  to 
laboratories  offering  to  bill  the 
physician  low  prices,  an  apt 
demonstration  of  an  important 
criterion  in  laboratory  selection 
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—participation  in  schemes  that 
permit  patient  exploitation. 

The  last  step  has  been  the 
capitulation  of  certain  patholo- 
gist groups  to  the  pressures  of 
commercial  competition.  Such 
groups,  to  varying  degrees,  are 
engaged  in  the  same  billing 
practices  as  those  followed  by 
lay  laboratories. 

Recently  ( September,  1967 ) 
Ernest  E.  Simard,  outgoing 
president  of  the  College  of 
American  Pathologists,  said  in 
his  address  to  the  College 
Assembly,  “The  advent  of 
large  automated  laboratories  has 
brought  forth  a desire  on  the 
part  of  a few  pathologists  to  ad- 
vertise, solicit,  and  to  bill  phy- 
sicians; the  excuse  given  is  that 
these  changes  are  made  in  order 
to  maintain  their  practices.  . . . 
Perhaps  the  easiest  solution  in 
my  opinion,  is  for  the  advocates 
of  these  changes  to  drop  the  M. 
D.  from  behind  their  name  . . .” 

Is  their  a way  out  of  this 
morass?  The  Washington  State 
Society  of  Pathologists  hasn’t 
found  it  and  the  Ad  Hoc  Com- 
mittee on  Laboratory  Billing  of 
the  Washington  State  Medical 
Association  appears  equally 
hung  on  the  horns  of  dilemma. 

Out  of  the  welter  of  opinion 
stand  two  facts— one  ethical,  one 
legal. 

ethical  and  legal  considerations 

The  ethical  consideration  is 
established  by  the  A.M.A.  Judi- 
cial Council  Opinions  and  Re- 
ports, 1966,  and  is  quoted  ver- 


batim as  follows  from  Section  7, 
Paragraph  12,  Billing  Procedure 
for  Laboratory  Services: 

1.  The  practice  of  pathology 
is  an  integral  part  of  the  practice 
of  medicine, 

2.  All  physicians  should  bill 
their  patients  directly,  and 

3.  In  exceptional  cases,  when 
it  is  not  possible  for  the  labora- 
tory bill  to  be  sent  directly  to  the 
patient,  the  referring  physician’s 
bill  to  the  patient  should  indi- 
cate the  charges  for  laboratory 
services,  including  the  name  of 
the  physician  director  of  the 
laboratory,  as  well  as  the  charges 
for  his  own  professional  services. 
(Judicial  Council,  1965). 
Pathologist  proponents  of  phy- 
sician billing  have  had  the 
temerity  to  suggest  that  the  “ex- 
ceptional cases”  cited  above  can 
be  expanded  to  include  their  in- 
ability to  compete  with  lay  la- 
boratories on  any  other  basis! 

The  legal  consideration  is 
established  by  the  Revised  Code 
of  Washington  as  enacted  into 
law  in  1949,  and  amended  in 
1965,  under  section  19.68030, 
quoted  in  part  as  follows: 

License  may  be  Revoked  or 
Suspended.  The  license  of  any 
person  so  licensed  may  be  re- 
voked or  suspended  if  he  has 
directly  or  indirectly  requested, 
received  or  participated  in  the 
division,  transference,  assign- 
ment, rebate,  splitting  or  refund- 
ing of  a fee  for,  or  has  directly 
or  indirectly  requested,  received 
or  profited  by  means  of  a credit 
or  other  valuable  consideration 
as  a commission,  discount  or 
gratuity  in  connection  with  the 
furnishing  of  medical,  surgical 
or  dental  care,  diagnosis  or  treat- 
ment or  service,  including  x-ray 
examination  and  treatment,  or 
for  or  in  connection  with  the 
sale,  rental,  supplying  or  furnish- 


ing of  clinical  laboratory  service 
or  supplies. 

And  by  19.68.040: 

Declaration  of  Intent.  It  is  the 
intent  of  this  article  (chapter), 
and  this  article  (chapter)  shall 
be  so  construed,  that  persons  so 
licensed  shall  only  be  author- 
ized by  law  to  charge  or  receive 
compensation  for  professional 
services  rendered  if  such  services 
are  actually  rendered  by  the 
licensee  and  not  otherwise. 

In  summary,  when  a physician 
bills  for  laboratory  work  that  he 
doesn’t  do  or  supervise,  he  is 
violating  both  the  ethical  can- 
ons and  the  law  (in  the  State 
of  Washington).  Of  greater  sig- 
nificance, he  puts  a black  smear 
on  the  medical  profession  — 
which  has  had  quite  enough  of 
them  already. 

the  cure 

It  would  appear  that  at  least 
a start  in  the  right  direction 
would  be  the  ethical  require- 
ment that  pathologists  bill  all 
patients  directly,  coupled  with 
the  legal  requirement  that  com- 
mercial laboratories  do  likewise. 
If  hospital  administrators  con- 
tinue to  exploit  patients  through 
laboratory  fees,  the  problem 
should  be  referred  to  the  medic- 
al staff  for  appropriate  action. 
In  the  final  analysis,  however, 
it  is  apparent  that  resolution  of 
this  problem  lies  in  concerted 
activity  by  the  medical  profes- 
sion to  recognize  patient  ex- 
ploitation as  unacceptable,  and 
separate  from  the  practice  of 
medicine  those  who  cannot  make 
the  choice  themselves.  ■ 
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Improved  surgical  and  radiological  techniques  and  newer  chemothera- 
peutic agents  are  contributing  to  an  improved  prognosis  of  childhood  cancer. 
Ninety  per  cent  remission  rates  for  acute  lymphoblastic  leukemia  are  possible 
using  prednisone  in  combination  with  a cytotoxic  agent,  and  median  survival 
of  over  two  years  may  be  obtained  with  these  drugs  and  supportive  measures. 
Wilms’  tumor  may  have  a seventy-five  per  cent  survival  rate  when  surgery,  x-ray 
and  repeated  courses  of  dactinomycin  are  used.  Neuroblastoma  responds  to 
surgery,  irradiation,  vincristine  and  cyclophosphamide.  A unifying  concept  of 
caring  for  the  child  with  cancer  involves  medical  and  emotional  support  and 
emphasizes  the  art  of  humanistic  medicine. 


Rapid  developments  in  num- 
erous fields  of  medicine 
have  been  paralleled  by  consid- 
erable change  in  the  manage- 
ment of  the  pediatric  cancer 
patient.  Earlier  diagnosis,  im- 
proved surgical  and  radiological 
techniques  and  newer  chemo- 
therapeutic agents  are  con- 
tributing to  a significant  im- 
provement in  the  prognosis  of 
many  of  these  diseases.  Yet  the 
problem  remains  significant, 
with  cancer  being  second  to 
accidents  as  the  cause  of  child- 
hood deaths,  accounting  for  20 
per  cent  of  mortality  in  the  1-15 


From  the  Pacific  Northwest  Chil- 
dren’s Cancer  Center  of  the  Children’s 
Orthopedic  Hospital  and  Medical  Cen- 
ter. 

Aided  by  Cancer  Fellowship  #2130 
from  the  American  Cancer  Society. 


year  age  groups.  Even  though 
results  of  therapy  appear  dis- 
couraging at  times  and  cures 
remain  elusive,  the  patient  and 
his  family  look  to  the  physician 
for  hope  and  help.  It  behooves 
him  to  accept  the  challenge 
with  compassion  and  knowl- 
edge. It  is  our  purpose  to  eluci- 
date some  of  the  aspects  of 
management  in  three  common 
malignancies:  acute  lympho- 

blastic leukemia,  Wilms’  tumor 
and  neuroblastoma. 

leukemia 

Eighty-five  per  cent  of  child- 
hood leukemia  is  of  the  lympho- 
cytic type,  also  referred  to  as 
lymphoblastic  or  undifferen- 
tiated leukemia.  The  remainder 
is  of  the  myelocytic  type,  in 
which  is  included  myelomono- 


cytic  (Naegeli)  leukemia  be- 
cause of  a similar  and  generally 
less  encouraging  response  to 
therapy.  The  diagnosis  of  leu- 
kemia should  be  considered 
when  the  following  are  present 
singly  or  in  combination:  ane- 
mia, thrombocytopenia,  leuko- 
cytosis or  leukopenia,  lympha- 
denopathy  or  organomegaly. 
Bone  marrow  examination  is 
the  sine  qua  non  for  diagnosis 
in  most  cases. 

Since  the  introduction  of  folic 
acid  antagonists  by  Farber  and 
associates  in  1948, 1 a number  of 
other  useful  chemotherapeutic 
agents  have  been  developed.  Of 
equal  importance  has  been  the 
advancement  of  knowledge  in 
obtaining  the  optimal  effects  of 
available  drugs  used  singly  or 
in  combination.  Gratifying  suc- 
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cess,  about  90  per  cent,  has 
been  noted  in  the  initial  induc- 
tion of  good  remissions  in  acute 
lymphocytic  leukemia.2  Median 
(50  per  cent)  survival  has  been 
prolonged  from  12  months  in 
1963  to  24  months  in  1965  and 
currently  16  per  cent  of  spe- 
cifically treated  patients  remain 
alive  after  44  months.3 

Methotrexate  is  the  common- 
ly used  folic  acid  antagonist. 
When  used  alone  for  initial  in- 
duction, a 22  per  cent  remission 
rate  may  be  achieved,4  whereas 
when  used  in  conjunction  with 
prednisone  80  per  cent  remis- 
sions may  be  obtained.2  It  is 
also  a useful  agent  in  the  main- 
tenance of  remission  for  median 
periods  of  4 to  9 months.  It  is 
administered  either  daily,  or 
twice  a week  in  higher  doses.3 
Manifestations  of  toxicity  in- 
clude bone  marrow  depression, 
oral  mucosa  ulcerations,  nausea, 
vomiting  and  diarrhea.  Oral 
dosage  is  adjusted  according  to 
twice  weekly  or  weekly  blood 
counts  and  signs  of  toxicity. 

Another  effective  agent  in  the 
therapy  of  acute  lymphatic  leu- 
kemia is  6-mercaptopurine.  It 
inhibits  the  de  novo  synthesis 
of  purines.  When  used  singly 
in  the  induction  phase  of  acute 
lymphatic  leukemia,  a 26  per 
cent  remission  rate  is  found,4 
whereas  when  combined  with 
prednisone  an  86  per  cent  rate 
has  been  obtained.2  It  appears 
about  equally  effective  and  may 
be  used  similarly  to  methotrex- 
ate in  maintenance  therapy  for 
median  periods  of  4 to  6 
months.3  Bone  marrow  depres- 
sion is  the  primary  sign  of  tox- 
icity, although  gastrointestinal 
symptoms  may  occasionally  be 
noted.  Infrequently,  hepato- 
toxicity  is  found  and  periodic 
liver  functions  should  be  exam- 
ined. Hyperuricemia  during  in- 


duction therapy  may  be  a dis- 
turbing feature. 

A third  drug  in  this  select 
group  is  vincristine.  Its  anti- 
leukemic effects  are  probably 
due  to  the  arrest  of  proliferating 
cells  in  metaphase.  When  used 
singly  for  induction  about  a 
50  per  cent  remission  rate  was 
noted,6  though  in  combination 
with  prednisone  it  has  a rate 
comparable  to  other  antimetab- 
olites or  steroids.  Marrow  de- 
pression is  less  marked  and 
platelets  are  spared,  if  not  even 
enhanced.  Alopecia,  constipa- 
tion and  minor  gastrointestinal 
symptoms  are  frequent.  Neuro- 
logical toxicity  is  the  most  seri- 
ous, including  muscle  weakness, 
paresthesias,  loss  of  deep  tendon 
reflexes  and  paralysis  of  extra- 
ocular muscles.7  Recognized 
early,  toxicity  is  usually  reversi- 
ble, including  the  regrowth  of 
hair,  by  discontinuing  therapy. 

Prednisone  has  a common 
link  with  these  drugs  in  obtain- 
ing the  most  successful  remis- 
sion rates.  This  and  a conco- 
mitant drug  are  given  for  six 
weeks  for  induction  therapy. 
Bone  marrow  examination  is  re- 
peated to  evaluate  the  com- 
pleteness of  remission  according 
to  established  criteria  (less  than 
5 per  cent  blasts  in  bone  mar- 
row).6 We  currently  favor  pred- 
nisone and  6-mercaptopurine 
for  the  first  induction  and  pred- 
nisone with  vincristine  or  metho- 
trexate for  subsequent  ones. 

Once  a remission  is  achieved, 
maintenance  of  this  state  pre- 
sents a continuing  therapeutic 
dilemma.  If  no  further  therapy 
is  given  a relapse  may  be  ex- 
pected in  6 to  9 weeks.  Consid- 
erable effort  is  being  expended 
presently  toward  finding  a drug, 
or  combination  of  drugs,  that 
will  effect  the  longest  remission. 
Using  the  five  readily  available 


drugs,  6-mercaptopurine,  me- 
thotrexate, vincristine,  predni- 
sone and  cyclophosphamide,  re- 
missions have  been  maintained 
steadily  for  a median  time  of 
18  months.3  These  drugs  are 
administered  in  either  a cyclic 
(each  drug  for  six  weeks  in  a 
rotating  fashion)  or  a sequential 
manner  (one  drug  until  relapse 
recurs).  Prednisone,  6-mercap- 
topurine  and  cyclophosphamide 
may  be  given  on  a daily  basis, 
methotrexate  twice  weekly  in 
high  doses  and  vincristine  once 
weekly.  Two  newer  agents  un- 
der current  investigation  are 
daunomycin  and  cytosine  arabi- 
noside.  Weekly  blood  counts  are 
important  parameters  for  fol- 
lowing therapy.  If  the  white 
blood  count  is  between  2,000- 
3,000  or  the  platelets  less  than 
50,000,  one-half  the  dose  may 
be  administered.  If  the  white 
blood  count  is  less  than  2,000 
or  platelets  less  than  50,000,  the 
drug  may  be  discontinued  until 
recovery  of  these  parameters 
ensues,  provided  they  are  due 
to  marrow  hypoplasia  from  tox- 
icity and  not  active  disease. 
Once  relapse  occurs  with  a drug, 
that  agent  will  probably  remain 
ineffective  on  subsequent  use. 

During  periods  of  relapse 
supportive  measures  may  have 
considerable  influence  on  the 
success  of  chemotherapy.  Fresh 
blood,  15-20  cc/kg,  for  anemia 
secondary  to  hemorrhage;  and 
sedimented  red  cells,  10-15  cc/ 
kg,  for  aregenerative  anemia 
are  important  adjuvants.  At  the 
first  sign  of  significant  fever, 
cultures  are  obtained  and  anti- 
biotics started.  We  favor  a 
combination  of  polymyxin  and 
cephalothin,  as  Pseudomonas 
aeruginosa  is  a common  patho- 
gen in  these  disorders  as  well 
as  other  gram  negative  organ- 
isms, staphylococci,  fungi  and 
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Table  I 

Data  on  Commonly  Used  Chemotherapy  Drugs 


Drug 

Dose  Schedule,  Route 

Toxic  Effects 

methotrexate 

0.1  mg/kg/day  p.o. 

0.7  mg/kg/or  20  mg/m2 
twice  weekly  p.o. 

Bone  marrow,  depression,  oral  ulcers, 
nausea,  emesis 

0.5  mg/kg  (max.  15  mg)  intrathecal  for 
CNS  disease;  repeat  q 3-5  days  until 
cell  count  normal 

6-mercaptopurine 

2.5  mg/kg  or  70  mg/m2/day  p.o. 

Bone  marrow  depression,  nausea, 
emesis 

Reduce  to  V\  dose  when  used  with 
allopurinol 

vincristine 

0.05  mg/kg  I.V.  once  weekly 

0.05  mg/kg  I.V.  every  other  week  in 
neuroblastoma  therapy 

Muscle  weakness,  paresthesias,  con- 
stipation, alopecia 

cyclophosphamide 

3 mg/kg  or  50  mg/m2/day  p.o. 

Bone  marrow  depression,  cystitis, 
alopecia 

Tablets  potent  only  24  hours  after 
being  cut 

10  mg/kg  or  300  mg/m2  I.V.  every  other 
week  in  neuroblastoma  therapy 

prednisone 

2 mg/kg  or  60  mg/m2/day  p.o.  for  in- 
duction therapy 

Cushinoid  features,  hypertension 

20  mg/m2/day  p.o.  for  maintenance 
therapy 

dactinomycin 

15  yu,g/kg/day  I.V.  for  5 days 

Marrow  depression,  oral  ulcers,  alo- 
pecia, nausea,  emesis 

allopurinol 

600  mg/1.73  m2  or  10  mg  per  kg/day 

more  exotic  species.  Antibiotics 
are  then  adjusted  after  culture 
and  sensitivity  results  are 
known.  Hemorrhage  and  infec- 
tion are  the  most  common 
causes  of  death  in  leukemia, 
emphasizing  the  importance  of 
careful  management  during 
periods  of  relapse. 

A third  complication  may  be 
hyperuricemia  with  subsequent 
renal  failure.  This  is  caused  by 
massive  destruction  of  malig- 
nant tissue  and  an  increased 
nucleic  acid  turn-over  of  ab- 
normal cells.  Uric  acid  and 
blood  urea-nitrogen  determina- 
tions should  be  obtained  during 
induction  therapy  and  periods 
of  relapse.  Maximal  fluid  intake, 
either  by  mouth  or  intraven- 
ously, should  be  insured.  Al- 


lopurinol  at  10  mg/kg/day  has 
been  very  efficacious  in  pre- 
venting serious  uric  acid  neph- 
ropathies by  blocking  the  for- 
mation of  uric  acid  through  in- 
hibition of  xanthine  oxidase.8 
Allopurinol  potentiates  the  effect 
of  6-mercaptopurine;  thus,  when 
used  concomitantly  in  induction 
we  use  one-fourth  the  dose  of  6- 
mercaptopurine. 

Other  common  complications 
of  leukemia  are  central  nervous 
system  involvement  and  bone 
lesions  or  pain.  The  latter  are 
managed  with  local  radiation 
and  analgesics.  Central  nervous 
system  leukemia  may  be  herald- 
ed by  recurrent  nausea  and 
emesis,  headaches,  visual  dis- 
turbances, cranial  nerve  palsies 
and  papilledema.  It  may  be 


confirmed  by  a lumbar  puncture 
revealing  increased  mononuc- 
lear cells  and  elevated  pressures. 
However,  occasionally  a local- 
ized leukemic  mass  may  not 
produce  remarkable  cerebral 
spinal  fluid  changes.  Intrathe- 
cal methotrexate,  0.5  mg/kg 
(maximum  15  mg),  is  our  first 
choice  of  therapy  in  generalized 
central  nervous  system  disease. 
Most  of  the  antileukemic  drugs 
do  not  penetrate  the  blood- 
brain  barrier,  thus  necessitating 
intrathecal  therapy.  However, 
methotrexate  in  the  cerebral 
spinal  fluid  is  absorbed  into  the 
peripheral  circulation  and  will 
affect  the  bone  marrow.  Fre- 
quently the  peripheral  white 
blood  cells  will  be  low  and  the 
marrow  in  remission  during  a 
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central  nervous  system  attack. 
To  prevent  further  marrow  sup- 
pression from  intrathecal  me- 
thotrexate, the  systemic  chemo- 
therapeutic agent  may  be  dis- 
continued for  3-5  days  or  citro- 
vorum  factor  may  be  given  in- 
tramuscularly within  an  hour 
of  administering  methotrexate. 
This  will  prevent  the  systemic 
effects  of  the  intrathecal  metho- 
trexate. We  usually  do  3 lumbar 
punctures  at  5-day  intervals,  in- 
stilling methotraxate  each  time, 
until  the  cerebral  spinal  fluid 
cell  count  is  normal.  After  its 
repeated  use,  resistance  to  the 
drug  may  develop.  Radiation 
therapy  is  then  beneficial  and 
is  also  more  effective  in  local- 
ized central  nervous  system  di- 
sease. The  total  midplane  dose 
of  600-1,200  rads  given  to  both 
the  cranial  and  spinal  axes  has 
been  effective  in  controlling  sin- 
gle central  nervous  system  leu- 
kemic episodes.  Leukopenia  may 


be  a side-effect  of  x-ray  therapy. 
Both  drug  and  x-ray  regimens 
produce  symptomatic  relief  after 
24-36  hours. 

Wilms'  tumor 

This  neoplasm,  also  known  as 
nephroblastoma,  arises  encap- 
sulated from  renal  tissue.  Up  to 
5 per  cent  are  bilateral  at  the 
time  of  presentation.  The  pres- 
ence of  an  abdominal  mass 
with  hematuria  is  strongly  sug- 
gestive of  the  presence  of  this 
tumor.  An  intravenous  pyelo- 
gram  will  characteristically 
show  elongated  distortion  of  the 
calyceal  system.  Calcification 
is  uncommon.  A chest  x-ray  is 
important  as  lung  parenchyma 
is  a common  metastatic  site. 

Considerable  improvement  in 
survival  rates  has  been  noted 
using  surgery,  x-radiation  and 
chemotherapy.  With  surgery 
and  postoperative  radiation  a 
40  per  cent  cure  rate  was  ex- 


perienced in  patients  without 
metastases.9  Actinomycin  D,  in- 
troduced in  1956,  has  substan- 
tially improved  the  prognosis  to 
80  per  cent  cures  in  patients 
initially  free  from  metastases.91" 

Following  surgical  removal  of 
the  tumor,  x-radiation  is  deliv- 
ered to  the  tumor  bed  at  a tumor 
dose  of  approximately  2,000- 
3,500  rads,  depending  upon  the 
size  of  the  child.  Beginning  on 
the  day  of  surgery,  the  child 
receives  5 days  of  actinomycin 
D,  15  gamma/kg/day.  A cur- 
rent study  of  Children’s  Cancer 
Study  Group  A reveals  that  in 
patients  without  evident  meta- 
stases at  time  of  diagnosis,  re- 
peated courses  of  actinomycin 
D at  3,  6,  9,  12  and  15  months 
significantly  reduces  the  rate  of 
recurrences,  Figure  l.11 

Wilms’  tumor  usually  recurs 
within  6 months  of  initial  ther- 
apy, and  recurrence  is  unusual 
after  24  months,  which  is  con- 


Fig.  1.  Single  vs  repeated  courses  of  actinomycin  D in  the  treatment  of  Wilms’  tumor  using  life  table  methods. 
Children  included  in  the  study  were  12  months  of  age  or  older  having  resection  of  localized  unilateral 
disease  with  radiation  therapy  following  surgery.  A single  course  of  actinomycin  D comprised  five 
successive  daily  doses  of  15  micrograms  per  kg  started  on  the  day  of  surgery.  Repeated  courses 
comprised  this  same  regimen  repeated  at  6 weeks  and  every  3 months  of  the  postoperative  period.  From 
the  Children’s  Cancer  Study  Group  A progress  report:  (April  1)  1964-  (September  1)  1967. 
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sidered  the  time  limit  for  sur- 
vival studies.  Patients  who  pre- 
sent with  or  develop  metastases 
are  also  benefited  by  radio- 
therapy and  repeated  courses 
of  actinomycin  D,  with  long 
term  survivals  up  to  58  per  cent." 

neuroblastoma 

Neural  crest  cells,  located  in 
the  sympathetic  chain  along  the 
vertebral  column  and  in  the 
adrenal  medulla,  give  rise  to 
this  neoplasm.  It  may  present 
as  an  abdominal,  thoracic  or 
cervical  mass,  and  occasionally 
the  first  physical  sign  may  be 
proptosis  from  orbital  meta- 
stases. On  intravenous  pyelo- 
gram  it  may  displace  the  kidney 
downward  but  does  not  distort 
the  calyces.  Calcification,  es- 
pecially of  a soft  flaky  pattern, 
may  be  found.  Neuroblastoma 
metastasizes  primarily  to  the 
skull  and  long  bones;  therefore, 
skeletal  roentgen  survey  and 
bone  marrow  examination  are 
valuable  diagnostic  proced- 
ures.1213 Of  recent  interest  is  the 
in  vitro  culture  of  neuroblastoma 
cells  which  characteristically 
grow  identifying  neural  axons, 
thus  substantiating  the  clinical 
diagnosis.14 

Over  80  per  cent  of  these 
tumors  secrete  excessive  break- 
down products  of  epinephrine. 
Measurements  of  vanilmandelic 
acid  and  other  catecholamines 
in  a 24-hour  urine  collection  is 
useful  both  in  diagnosis  and 
evaluation  of  therapy  and  recur- 
rence. 

The  natural  history  of  neuro- 
blastoma varies  considerably 
with  different  age  groups  and 
different  sites  of  the  primary 
tumor.  This  variability  presents 
difficulties  in  evaluating  meth- 
ods of  therapy  and  survival 
rates.  Spontaneous  regression  of 
metastatic  disease  in  infants  less 


than  one  year  of  age  is  well 
recognized.  Moreover,  recur- 
rence of  fatal  disease,  up  to  sev- 
enteen years  after  original  con- 
trol, has  occurred.  Primary 
tumors  above  the  diaphragm 
may  have  a better  prognosis 
than  those  below.  With  present 
anti-tumor  approaches,  however, 
the  previously  pessimistic  prog- 
nosis is  no  longer  tenable.  Pa- 
tients less  than  12-18  months 
of  age  have  shown  long  term 
survival  rates  of  60  per  cent 
when  treated  aggressively. 12 
Those  over  2 years  of  age  have 
rates  in  the  order  of  30  per  cent. 

Present  therapy  consists  of 
initial  surgical  removal  when 
possible,  plus  radiotherapy  and 
chemotherapy.12’13'15'10  Vincris- 
tine and  cyclophosphamide  are 
presently  the  drugs  of  choice. 
Currently  we  are  evaluating  dif- 
ferent methods  of  giving  these 
drugs  as  well  as  studying  the 
effect  of  daunomycin  on  neu- 
roblastoma. 

care  of  the  child  with  cancer 

A few  common  childhood 
malignancies  have  been  men- 
tioned, but  a unifying  concept 
of  total  care  for  the  child  with 
cancer  and  his  family  is  of  ut- 
most importance.17  First,  there 
is  the  initial  presentation  of  the 
diagnosis,  a crucial  yet  difficult 
time  at  best  in  establishing  the 
foundations  for  future  support 
and  rapport.  There  may  follow 
a period  of  reaction  to  the  diag- 
nosis: guilt,  searching  behavior 
or  hostility,  which  may  include 
the  physician  as  if  he  were  an 
accomplice.  During  these  peri- 
ods we  attempt  to  answer  all 
questions  honestly,  to  reassure 
both  patient  and  parent  of  the 
normality  of  their  reactions,  and 
to  offer  them  medical  and 
emotional  support. 

The  third  phase  is  the  period 


of  therapy  during  which  a close 
relationship  develops  with  the 
family,  often  a rather  dependent 
one.  We  attempt  to  be  honest 
with  the  parents,  albeit  in  as 
optimistic  a manner  as  the  situ- 
ation allows.  There  is  usually 
little  room  for  vagueness  or  in- 
decisiveness, and  the  white  lie 
inevitably  becomes  recognized. 
We  have  found  that  an  honest 
“I  don’t  know”  gains  a good  deal 
of  respect  in  handling  the  child 
with  cancer. 

Whether  or  not  to  tell  the 
child  he  has  cancer  is  a very 
perplexing  problem.  With 
younger  children  the  concept 
of  death  differs  from  adults, 
being  more  a fear  of  loss  of  love 
objects  rather  than  an  abstract 
concept.  Telling  them  a sepcific 
diagnosis  will  not  have  the  im- 
plications it  carries  with  older 
children,  especially  the  teen- 
ager. Handling  this  older  group 
is  not  as  easy.  Some  centers  do 
initially  reveal  the  diagnosis; 
many  do  not.18  We  have  gener- 
ally followed  the  latter  but  at 
times  modify  our  position.  The 
leukemic  patient  is  told  gen- 
erally that  he  has  a severe  ane- 
mia or  blood  infection  for  which 
treatment  is  available,  that  he 
may  get  well  but  that  the  illness 
may  recur,  and  that  he  can  re- 
turn to  school  and  be  active 
when  the  illness  is  under  con- 
trol. 

Then  there  is  the  finality  of 
death.  This  is  a time  when  the 
physician  is  called  upon  to  re- 
lieve stress  in  a manner  quite 
different  and  more  evocative 
than  any  other  he  may  exper- 
ience. The  last  illness  cannot 
be  determined;  it  may  be  sud- 
den or  prolonged.  The  phy- 
sician approaches  the  end  phase 
of  the  illness  with  a mixture  of 
despair  and  realism,  renewed 
strength  in  his  own  convictions 
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chemical  nomenclature 


balanced  with  an  ability  to  heed 
parental  and  patient  needs  and 
feelings. 

The  physician’s  philosophical 
approach  to  cancer  in  children 
is  of  considerable  importance. 
Cures  are  accepted  with  cau- 
tion, since  we  look  not  to  5-year 
but  to  60-year  survivals  as 
measures  of  success.  Palliation 
is  often  the  best  that  can  be 
accomplished.  Therapy  may  in- 
volve a large  financial  drain  on 
the  family,  and  an  even  larger 
outlay  of  emotional  energies  by 
both  the  family  and  physician 
that  continues  beyond  the  pa- 
tient’s expiration.  A great  deal 
of  time  is  spent  attempting  to 
control  the  disease.  The  child 
may  undergo  frequent  infec- 
tions and  bone  marrow  aspira- 
tions. He  is  exposed  to  the  pain, 
fatigue  and  fear  of  drug  toxicity, 
relapses,  infection  and  hemor- 
rhage. With  such  an  expendi- 
ture of  medical  care,  certain 
goals  are  sought  as  compensa- 
tion. One  is  certainly  the  pro- 
longation of  life,  often  in  hopes 
of  a new  breakthrough.  Of  equal 
importance  to  the  physician  is 
the  attempt  to  make  this  pro- 
longation a useful,  functionally 
worthwhile  period  of  time  for 
the  child  and  his  family.  This 
may  be  months  or  years,  but  it 
is  the  contribution  which  makes 
the  science  of  medicine  an  adju- 
vant to  the  art  and  gives  the 
physician  and  the  family  the 
ability  to  continue.  ■ 

4800  Sandpoint  Way  N.E.  (98105) 
(Dr.  Chard) 
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Essentials  oj 
Wheelchair  Prescription 


ROBERT  H.  JEBSEN,  M.D.,  Seattle,  Washington 


Wheelchairs  are  available  in  almost  as  many  models  and 
styles,  and  with  almost  as  many  optional  gadgets,  as  are  to  be 
found  in  the  automobile  market.  An  investment  if  time  in  pre- 
scribing an  optimal  chair,  and  training  in  its  use,  will  provide 
maximal  functional  independence  for  the  patient.  Features  of 
a good  chair  include  a standard  backrest  with  axle  in  line  with 
the  chair  back.  Brakes  are  essential  on  all  chairs.  Crutch  and 
cane  holder  is  an  added  convenience.  Cut-out  desk  arms  permit 
access  to  table  or  deck.  Large  front  casters  roll  over  small  objects 
easily.  Elevating  leg  rests  meet  needs  of  patients  with  dependent 
edema,  stiff  knee,  or  who  have  leg  in  cast. 


The  patient  who  needs  a 
chair  for  only  one  or  two 
months  does  best  to  rent  one  of 
an  appropriate  size,  being  cer- 
tain that  it  has  brakes  and  can 
be  folded.  It  should  have  elevat- 
ing leg  rests,  reclining  back  or 
removable  armrests  if  he  re- 
quires these  features. 

For  the  patient  with  a chronic- 
disability  who  will  require  a 
chair  on  a permanent  basis  for 
use  up  to  sixteen  hours  per  day, 
it  is  essential  that  the  physician 
prescribe  a chair  that  provides 
for  optimum  function. 

Weight.  The  usual  adult-size 
chair  is  made  of  stainless  steel 
tubing  and  weighs  approximate- 
ly 45  pounds.  A heavy  duty  chair 
is  desirable  for  very  large  pa- 
tients or  for  patients  who  subject 
the  chair  to  considerable  abuse 
on  rough  ground.  Such  chairs 
weigh  50  pounds.  Patients  with 
weak  upper  extremities  require 
a lightweight  wheelchair,  made 
either  of  aluminum  or  of  thin 
gauge  stainless  steel.  Such  chairs 
weigh  approximately  24  pounds. 

Size.  The  dimension  of  most 
concern  is  the  total  width  which 
determines  indoor  maneuver- 
ability through  doors  and  hall- 
ways and  in  bathrooms.  The 
inside  width  of  the  seat  (area 
between  the  armrests)  need  be 
only  slightly  wider  than  the 
width  of  the  patient’s  hips  in  the 
sitting  position.  In  cold  climates 
where  heavy  clothing  must  be 
worn  outdoors,  or  if  braces  are 
worn,  an  additional  inch  may  be 
required.  Most  adults  can  use  a 
16  inch  seat  width  although  the 
18  inch  width  is  called  the  adult 
size  by  most  companies.  A vari- 
able frame  “growing  chair”  is 
useful  from  about  age  6 to  age 
12.  It  has  a 14  inch  seat  width 
but  can  be  widened  to  16  inches 
as  needed  by  attaching  wider 
seat  upholstery.  Below  age  6, 
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FOR  CORRECTION 

see^£ 


Fig.  2.  This  patient  with  traumatic  quadriplegia  is  in  his 
first  few  weeks  of  sitting  up  and  still  requires  a wheelchair 
with  a reclining  back  for  control  of  orthostatic  hypoten- 
sion (it  is  only  partly  reclined  here).  Note  the  vertical 
projections  on  the  hand  rim  which  he  can  push  with  the  heel 
of  his  hand  (since  he  has  no  grip)  thereby  propelling  the 
chair.  Note  that  the  rear  axle  is  displaced  about  five 
inches  backward  to  accommodate  the  backward  shift  of 
weight  when  the  patient  is  horizontal.  A seat  belt  may  be 
necessary  to  prevent  patients  with  poor  trunk  stability 
from  sliding  or  falling  out  of  the  chair. 


chairs  of  approximately  10  inch- 
es seat  width  are  used.  Patients 
who  are  very  tall  or  obese  may 
require  factory  modifications  in 
seat  height,  back  height,  seat 
depth  or  in  other  dimensions. 

Back  Style.  The  standard  back 
is  very  slightly  inclined  for  com- 
fort. The  rear  wheel  axle  is 
located  in  line  with  the  side  tub- 
ing of  the  backrest  as  shown  in 
Figure  1 at  the  top  of  page  755. 
Patients  with  periodic  orthostatic 
hypotension  or  patients  who  re- 
quire frequent  periods  of  recum- 
bency because  of  easy  fatigabil- 
ity may  require  a fully-reclining 
backrest  which  allows  them, 
once  the  legs  are  elevated,  to 


assume  a supine  position,  Figure 
2.  In  addition  to  elevating  leg 
rests,  a head  rest  extension  is 
necessary.  For  some  patients 
who  have  these  problems  to  a 
milder  degree,  or  perhaps  have 
poor  trunk  control,  an  adjustable 
semi-reclining  back  which  can  be 
tilted  to  a maximum  of  30  de- 
grees may  be  sufficient.  This  has 
the  advantage  of  not  requiring 
elevating  leg  rests  although  the 
head  rest  extension  may  still  be 
necessary.  More  importantly  the 
rear  axle  is  displaced  backward 
about  two  inches  instead  of  the 
four  to  six  inches  necessary  on  a 
fully-reclining  chair.  Backward 
displacement  of  the  axle  makes 
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the  chair  longer  and,  therefore, 
more  difficult  to  maneuver  in 
close  quarters.  The  fully-reclin- 
ing and  semi-reclining  chairs 
are  heavier  than  standard  back 
chairs,  and  more  difficult  to  fold. 
The  amputee  chair  also  has  a 
backward  displacement  of  the 
rear  axle  to  accommodate  the 
loss  of  the  anterior  weight  of 
the  lower  extremities. 

General  Considerations  for  all 
Chairs.  Virtually  all  modern 
chairs  are  collapsible  so  that  the 
chair  can  stand  on  the  floor  of  a 
car  in  front  of  either  the  rear 
seat  or  the  right  front  seat,  or 
can  be  placed  in  the  trunk. 

Brakes  are  essential  to  prevent 


Fig.  3.  Hemiparetic  patients  can  easily  use  normal  upper 
and  lower  extremities  to  propel  and  guide  chair.  Note  that 
foot  rest  is  not  used  on  normal  side.  Large  wheels  should 
be  in  rear  on  all  chairs  so  that  patient  does  not  have  to 
lean  forward  to  propel  chair;  steering  is  also  easier  with 
this  arrangement.  Heel  loop  keeps  foot  from  sliding  off 
foot  rest. 


the  chair  from  rolling  when  the 
patient  gets  in  and  out. 

Tires  and  Hand  Rims.  The 
rear  wheels  should  always  be 
large  and  supplied  with  hand 
rims  if  the  patient  is  to  propel 
the  chair  with  his  hands.  The 
front  casters  should  be  eight 
inches  in  diameter;  smaller  cas- 
ters cannot  easily  ride  over  rug 
edges,  thresholds  and  other  ob- 
stacles. The  usual  solid  rubber 
tire  is  adequate  for  indoor  use.  If 
the  chair  is  to  be  used  outdoors, 
pneumatic  tires  will  provide  bet- 
ter shock  absorption,  resulting 
in  increased  comfort  for  the 
patient  and  longer  life  of  the 
chair  frame.  The  high  pressure 
11/4  inch  diameter  tire  is  usu- 
ally preferred.  The  1 3/4  inch 
diameter  softer  tire  is  better  on 
very  uneven  ground,  as  on  a 
farm,  but  makes  turning  and 
propelling  the  chair  more  diffi- 


Fig.  4.  This  patient  with  C7  traumatic  quadriplegia  re- 
moves one  armrest  and  uses  a board  to  do  a sliding  transfer 
to  the  bed. 
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cult  because  of  increased  fric- 
tion. 

The  hand  rims  can  be  fitted 
with  vertical  projections  or 
knobs  for  patients  with  poor 
hand  grasp.  Figure  2.  Most 
hemiparetic  patients  can  propel 
the  chair  adequately  with  one 
arm  and  one  foot,  Figure  3.  A 
one-arm-drive  chair  is  available 
that  has  both  hand  rims  on  one 
side  with  cross-linkage  so  that 
the  outer  rim  controls  the  oppo- 
site wheel,  however,  this  is  only 
necessary  when  neither  leg  can 
assist  a single  functioning  upper 
extremity. 

Armrests.  These  may  be  pad- 
ded for  comfort.  A section  of 
the  armrest  is  cut  out  in  the 
desk  arm,  allowing  the  chair  to 
fit  under  tables,  desks  and  coun- 
ters, Figures  1 and  3.  Patients 
who  cannot  easily  stand  up  to 
get  in  and  out  should  have  a 
chair  fitted  with  removable  arms 
so  that  they  can  slide  sideways 


to  transfer  from  the  chair  to  bed 
or  toilet  or  to  another  chair. 
Figure  4. 

Foot  and  Leg  Rests.  Because 
the  foot  plates  are  tilted  down- 
ward and  backward,  Figure  3, 
heel  loops,  leg  rests  or  friction 
foot  plates  are  necessary  to  pre- 
vent the  feet  from  sliding  off. 
For  patients  with  spastic  flexor 
withdrawal,  straps  that  fit  over 
the  toes,  thus  holding  the  feet 
to  the  plates,  may  also  be  or- 
dered. Elevating  leg  rests  are 
necessary  with  fully-reclining 
chairs  and  for  patients  with 
peripheral  edema,  stiff  knees  or 
long  leg  casts.  Foot  rests  that 
swing  away  to  the  side  and  are 
removable  are  very  helpful  in 
getting  the  chair  close  to  a bath- 
tub, bed  or  toilet. 

Miscellaneous.  A strap  and 
pan  may  be  attached  to  the 
chair  to  hold  crutches  or  canes, 
Figure  1. 


A seat  cushion  increases  pa- 
tient comfort,  and  is  essential 
when  deep  pressure  sense  over 
the  ischial  tuberosities  is  poor. 
In  the  latter  case  a 3 inch  foam 
rubber  cushion  is  often  used.  It 
may  be  placed  over  a seat  board 
which  has  a cut-out  under  the 
ischial  tuberosities  for  pressure 
relief.  A gel  pad  (made  by  the 
Stryker  Corporation ) may  be 
used  in  place  of  the  sponge  rub- 
ber. This  pad  is  relatively  new, 
but  may  distribute  pressure  more 
effectively  than  sponge  rubber  to 
reduce  ulcer  incidence. 

A commode  attachment  is 
rarely  justified.  The  patient  must 
lift  himself  off  the  seat  to  remove 
the  solid  insert  and  adjust  his 
clothing.  This  almost  always 
means  that  he  could  as  easily 
transfer  to  a toilet  or  separate 
commode.  (Such  separate  com- 
modes should  not  have  wheels 
unless  the  wheels  have  brake 
locks  to  prevent  rolling  as  the 
patient  gets  in  and  out.) 

An  elevating  seat  may  be  very 
useful  for  a housewife  to  enable 
her  to  work  at  the  range  and 
sink,  Figure  5.  This  figure  also 
shows  a brake  extension  lever 
which  makes  it  easier  for  pa- 
tients with  upper  extremity 
weakness  to  lock  the  brakes. 

It  is  necessary  to  review  the 
needs  of  the  patient  with  him 
and  it  is  necessary  for  the  pa- 
tient to  have  experience  and 
training  in  wheelchair  use  under 
the  direction  of  a physical  thera- 
pist. Such  training  should  in- 
clude transfers  in  and  out  of 
the  chair  (such  as  moving  to 
bed,  and  toilet),  getting  over 
small  obstacles,  handling  of 
inclines,  curbs,  and  rough 
ground,  and  getting  through 
doors.  ■ 

University  of  Washington 
School  of  Medicine  (98105) 


Fig.  5.  This  patient  wtih  myotonic  dystrophy  has  a seat 
which  can  be  elevated  hydraulically  by  means  of  the 
long  level  in  her  right  hand  with  little  effort.  The  chair 
has  a brake  extension  lever  because  of  her  upper  extremity 
weakness.  Elevating  leg  rests  are  used  to  control  dependent 
edema. 
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Oregon  Medical  Association -21 64  s.w.  park  place,  Portland,  Oregon  97205 


president  Glenn  M.  Gordon,  M.D.,  Eugene 

secy.-treas.  Noel  B.  Rawls,  M.D.,  Astoria 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Oct.  1-4,  1968,  Portland 


OREGON 


Merle  Pennington,  left,  presents  a check  representing  a grant  from  the 
American  Medical  Association  Education  and  Research  Foundation  to  Charles 
N.  Holman,  center,  associate  dean  of  UOMS,  who  will  succeed  Dean  David 
W.  E.  Baird  in  October.  Glenn  M.  Gordon,  President  of  OMA  also  took  part 
in  the  presentation. 


UOMS  Receives  Grant 


A grant  from  the  American  Medical  Association 
Education  and  Research  Foundation  (AMA-ERF) 
allowed  a contribution  of  $12,903.27  to  the  Uni- 
versity of  Oregon  Medical  School  in  June. 

On  behalf  of  the  Oregon  Medical  Association, 
Merle  Pennington,  serving  as  vice  chairman  of  the 
OMA  Council  on  Medical  Education,  made  the 


presentation.  Charles  N.  Holman,  associate  dean 
of  the  Medical  School,  accepted  the  grant.  He  will 
succeed  Dean  David  W.  E.  Baird  after  his  retire- 
ment later  this  year. 

Since  the  inception  of  the  AMA-ERF  program, 
more  than  $200,000  has  been  received  by  the  Uni- 
versity of  Oregon  Medical  School. 

Continued  on  page  762 
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Tandearil®  in  Osteoarthritis 
oxyphenbutazone 

Contraindications:  Edema;  danger  of  cardiac 
decompensation;  history  or  symptoms  of  pep- 
tic ulcer;  renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of  blood  dys- 
crasia.  The  drug  should  not  be  given  when 
the  patient  is  senile  or  when  other  potent 
drugs  are  given  concurrently. 

Warning:  Tandearil  is  an  analog  of  phenyl- 
butazone; sensitive  patients  may  be  cross- 
reactive. If  coumarin-type  anticoagulants  are 
given  simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  Instances  of 
severe  bleeding  have  occurred.  Persistent  or 
severe  dyspepsia  may  indicate  peptic  ulcer; 
perform  upper  gastrointestinal  x-ray  diagnos- 


tic tests  if  drug  is  continued.  Pyrazole  com- 
pounds may  potentiate  the  pharmacologic 
action  of  sulfonylurea,  sulfonamide-type 
agents  and  insulin.  Carefully  observe  pa- 
tients receiving  such  therapy.  Use  with  cau- 
tion in  the  first  trimester  of  pregnancy  and  in 
patients  with  thyroid  disease. 

Precautions:  Before  prescribing,  carefully 
select  patients,  avoiding  those  responsive  to 
routine  measures  as  well  as  contraindicated 
patients.  Obtain  a detailed  history  and  a com- 
plete physical  and  laboratory  examination, 
including  a blood  count.  The  patient  should 
not  exceed  recommended  dosage,  should  be 
closely  supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  immediately 
if  fever,  sore  throat,  or  mouth  lesions  (symp- 
toms of  blood  dysorasia),  sudden  weight  gain 


(water  retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  intestinal 
hemorrhage  occur.  Make  complete  blood 
counts  at  weekly  intervals  during  early  ther 
apy  and  at  2-week  intervals  thereafter.  Dis- 
continue the  drug  immediately  and  institute 
countermeasures  if  the  white  count  change 
significantly,  granulocytes  decrease,  or  im 
mature  forms  appear.  Use  greater  care  in  tl 
elderly  and  in  hypertensives. 

Adverse  Reactions:  The  more  common  are 
nausea  and  edema.  Swelling  of  the  ankles 
face  may  be  minimized  by  withholding  diet  t 
salt,  reduction  in  dosage  or  use  of  diuretic  i 
In  elderly  patients  and  in  those  with  hyper 
tension,  the  drug  should  be  discontinued  wi 
the  appearance  of  edema.  The  drug  has  be ' 
associated  with  peptic  ulcer  and  may  reac 


"Pain  Break” 

for  an  osteoarthritic. 

Tandearil  can 
usually  ease  it. 

At  46,  her  knees  still  look  good  on  the  outside.  But  inside,  there  may 
be  the  familiar  picture  of  osteoarthritis. 

If  aspirin  doesn’t  help, Tandearil  often  will. 

Pain  and  stiffness  begin  to  ease  up  in  3 or  4 days. 
You  can  often  maintain  response  with  a daily  dose 
of  onlyl  or  2 tablets. 

Of  course, Tandearil  is  not  for  every  osteoarthritic.  Select  your 
patients  carefully  and  follow  them  in  line  with  the  Contraindications, 
Precautions,  Warning,  and  Adverse  Reactions  listed  below. 

But  for  many  aspirin-stubborn 
osteoarthritics,  let  Tandearil 
ease  the  unwelcome  pain 
breaks  of  osteoarthritis. 


Tandearil 

oxyphenbutazone 


vate  a latent  peptic  ulcer.  The  patient  should 
be  instructed  to  take  doses  immediately  after 
meals  or  with  milk  to  minimize  gastric  upset. 
Drug  rash  occasionally  occurs.  If  it  does, 
promptly  discontinue  the  drug.  Agranulocy- 
tosis. exfoliative  dermatitis,  Stevens-Johnson 
syndrome,  Lyell's  syndrome  (toxic  necrotiz- 
ing epidermolysis)  or  a generalized  allergic 
reaction  similar  to  a serum  sickness  syn- 
drome may  occur  and  require  permanent 
withdrawal  of  medication.  Agranulocytosis 
can  occur  suddenly  in  spite  of  regular,  re- 
peated normal  white  counts.  Stomatitis,  sali- 
vary gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid 
reactions  have  been  reported.  While  not  defi- 
nitely attributable  to  the  drug,  a causal  rela- 
tionship cannot  be  excluded.  Thrombocyto- 


penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  hyper- 
sensitivity, angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With  long- 
term use,  reversible  thyroid  hyperplasia  may 
occur  infrequently.  Moderate  lowering  of  the 
red  cell  count  due  to  hemodilution  may  occur. 


For  complete  details, 
please  see  full 
Prescribing  Information. 


Dosage  in  Osteoarthritis:  Initial:  3 to  6 tablets 
daily  in  divided  doses.  Usually  unnecessary 
to  exceed  4 tablets  daily.  A trial  period  of  one 
week  is  considered  adequate  to  determine 
the  therapeutic  effect  of  the  drug.  Mainte- 
nance: Effective  level  often  achieved  with  1 
or  2 tablets  daily,  should  not  exceed  4 tablets 
daily.  In  selecting  appropriate  dosage  in  any 
specific  case,  consideration  should  be  given 
to  the  patient's  weight,  general  health,  age 
and  other  factors  influencing  drug  response. 
Availability:  Tan,  round,  sugar-coated  tablets 
of  100  mg.  in  bottles  of  100  and  1000. 

(B)  46-800-A 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502  T,.S806An 


Continued  from  page  759 

Physicians  who  give  to  AMA-ERF  either  desig- 
nate a specific  school,  or  they  give  without  desig- 
nation and  have  their  contributions  apportioned 
equally  among  all  approved  U.S.  medical  schools. 
None  of  the  contributed  money  is  used  for  expenses 
of  collection  and  distribution  because  the  AMA 
and  its  constituent  societies  assume  all  costs  of 
administering  the  program. 


MEDICAL  BOARD  LICENSES  66  DOCTORS 

The  Board  of  Medical  Examiners  for  the  State 
of  Oregon  announces  the  following  physicians  are 
licensed  to  practice  medicine  in  Oregon: 

Jerald  Edward  Albrich,  Alan  Williams  Ames, 
John  Gus  Apostol,  Benny  Lee  Bachulis,  Charles 
Benjamin  Bird,  Jack  Copperman,  Michael  Steven 
Denenberg,  Donald  Angus  Duncan,  William  Glenn 
Peter  Friesen,  John  Allen  Grover,  Frederick  Hecht, 
Paul  Quilliam  Hull,  Frederic  Yau  Wong  Ing,  How- 
ard LeRoy  Johnson,  John  David  Johnson,  Martin 
Clifton  Johnson,  Grant  Day  Lawton,  Barbara  Ann 
Manildi,  Colan  Malcolm  McKinnon,  Jr.,  John  .Ander- 
son Melson,  Calvin  Yoshiki  Nakao,  Larry  Earl 
Noble,  Paul  Edward  Nordlie,  Thomas  Taylor  Pro- 
vost, William  Egbert  Robertson,  II,  Brian  David 
Saine,  Paul  Dixon  Shields,  Umar  Soot,  Esther 
Annette  Strom,  Jeffrey  Dodd  Thompson,  Kenneth 
Lee  Tuttle,  Kirk  Walter  Van  Rooyan,  David  Gerben 
Wagner,  Harry  Lyle  Walters,  Earl  Richard  Williams. 
Lawrence  Joseph  Wolff,  Maximo  Ching  Yao,  all  of 
Portland. 

Jerry  Ray  Becker,  Salem;  Frederick  Louis  Benoit, 
III,  Eugene;  Darrel  Dwight  Bibler,  Jr.,  Mercer  Is- 
land, Washington;  Daniel  Fleming  Brown,  U.  S. 
Army;  Mary  Patricia  Brown,  U.  S.  Army;  Daniel 
Jerome  Condon,  Phoenix,  Arizona;  Ralph  Garr  Cut- 
ler, Eugene;  Gary  Van  Houten  Dahl,  Peace  Corps; 
George  MacDonald  Douglass,  Wilsonville;  Knute 
Moe  Guldjord,  Bremerton,  Washington;  John  Brad- 
ley Hardiman,  San  Francisco,  California;  John 
Burnham  Hibbs,  Jr.,  Uniontown,  Pennsylvania; 
Michael  James  O’Halloran,  Oregon  City;  Richard 
Rolin  O’Reilly,  U.  S.  Navy;  Roy  Edward  Paulsen, 
Jr.,  San  Jose,  California;  Robert  Henshaw  Post,  U.  S. 
Air  Force;  Joe  Higdon  Rand,  Gastonia,  North  Caro- 
lina; Burton  .Alan  Russman,  Chicago,  Illinois;  Linzy 
Scott,  Jr.,  Orange,  New  Jersey;  Lowell  Christian 
Suckow,  U.  S.  Air  Force;  Griffith  Lloyd  Thomas, 
Prentice,  Wisconsin;  Stewart  Tuft,  Jr.,  Soledad, 
California;  George  Norman  Vigeland,  Jr.,  Salem; 
Allan  Earl  Voight,  Napa,  California;  Darrell  Theo- 
dore Weinman,  San  Jose,  California;  John  Bruce 
Williams,  Corvallis;  Paul  Darrah  Young,  Indepen- 
dence, Oregon. 


What  can  be  done 
for  Susan  Jane 
To  stop  the  runs 
and  crampy  pain? 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric 
. . . consolidates  fluid  stools  with  pectin 
...adsorbs  irritants  with  kaolin,  and  protects 
intestinal  mucosa. 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 


until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  (14  grain)  15  mg.  per  fluid 


ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified) ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls 
three  times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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PRESIDENTS  page 


Postscript  to  a Meeting 


The  AMA  Annual  Convention  in  San  Francisco 
is  over.  By  now,  you  know  of  the  many  signi- 
ficant decisions  made  by  the  House  of  Delegates. 
You  have  heard  about  the  inauguration  of  Dwight 
Wilbur  as  president,  and  about  the  most  newsworthy 
of  the  scientific  presentations;  and  undoubtedly  you 
have  read  about  the  disturbance  created  by  the  pro- 
testors who,  unsuccessfully,  tried  to  break  up  the 
opening  meeting  of  the  House. 

News  stories,  however,  cannot  compare  well  with 
personal  observation  because  each  of  us  has  his  own, 
individual  viewpoint  and  impressions  always  differ. 
From  the  vantage  point  as  leader  of  the  Oregon 
delegation,  I should  like  to  report,  briefly,  some 
of  my  own  impressions  of  the  AMA  and  the  way 
the  organization  functions. 

The  AMA  convention  is  so  large  and  so  complex 
that  no  one  physician  can  attend  all  of  the  many 
sessions  and  meetings.  Especially  frustrating  for 
official  delegates  and  state  officers  is  the  simple  fact 
that  there  is  little,  if  any,  free  time  to  attend  the 
scientific  sessions. 

However,  I was  impressed  with  the  capability 
of  the  employed  staff  (national,  state  and  county) 
in  cooperatively  blending  so  many  simultaneous 
functions  into  a state  of  order. 

The  House  of  Delegates  met  on  Nob  Hill  and 
the  scientific  sessions  at  Convention  Hall,  some 
three  miles  distant.  Yet,  shuttle  bus  service  pro- 


vided much  needed  help  on  those  steep  hills.  Two 
possible  changes  for  stepping  up  participation  were 
presented.  The  first  would  bring  into  existence  annual 
geographical  sectional  meetings,  while  the  second 
would  eliminate  the  concurrent  meeting  of  the  sci- 
entific sessions  and  the  House  of  Delegates.  One 
reason  for  having  both  sessions  at  the  same  time  is 
to  allow  a member  physician  to  testify  before  a 
reference  committee  regarding  items  of  business  in 
which  he  is  interested.  Yet,  very  little  use  is  made 
of  this  opportunity. 

Discussion  in  reference  committees  is  open  and 
free  (and  sometimes  energetic)  but  the  participants 
are  usually  delegates,  or  officers  of  state  associations. 
Final  vote  in  the  House,  therefore,  depends  on  the 
kind  of  men  elected  to  represent  the  members.  Thus, 
it  behooves  every  member  to  be  concerned  about 
electing  those  best  able  to  represent  the  member- 
ship. Conversely,  those  elected  should  attempt,  sin- 
cerely, to  act  in  accord  with  the  wishes  of  the 
majority. 

The  personal  dedication  and  effort  expended  by 
the  many  physicians  working  to  make  the  AMA 
better  was  heartening.  Undoubtedly,  these  physi- 
cians possess  an  extra  drive  and  concern,  devoting 
many  hours  to  the  organizational  phase  of  medi- 
cine-time that  could  be  spent  recreationally,  with 
the  family,  or  simply  practicing  medicine. 

AMA  is  big,  unwieldy  and  often  slower  than 
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most  of  us  would  like.  Yet,  the  more  I learn  of  its 
myriad  of  educational  and  humanitarian  objectives, 
the  prouder  I am  to  be  a member  of  such  an  or- 
ganization. An  important  effort  is  being  made. 
And  my  thanks  go  out  to  all  my  fellow  members 
in  Oregon  and  across  the  country  for  continuing 
to  give  much  time  and  energy  toward  these  ends. 

But,  I too,  believe  in  constructive  dissent.  Al- 
though I could  not  condone  the  methods,  I felt 
sympathetic  to  the  purpose  of  the  protestors  who 
rudely  tried  to  break  up  the  opening  meeting  of 
the  House  of  Delegates  demanding  that  the  AMA 
become  “humanitarian”  and  more  concerned  with 


“medical  care  for  the  poor.”  As  most  physicians, 
I am  interested  in  these  facets  of  medicine— in  fact, 
two  of  the  basic  reasons  for  becoming  a physician. 

Hence,  I suggest  that  alternative  ideas  and  in- 
quiries be  evolved,  discussed  and  adopted  through 
regular  representation  within  our  own  organization. 
It  may  take  a bit  longer,  but  ultimately  it  will  be 
more  effective.  ■ 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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OBITUARIES 


ur.  terrance  Joseph  mcdowell,  26,  a 1966  gradu- 
ate of  the  University  of  Oregon  Medical  School, 
died  May  18,  1968.  Born  in  Walla  Walla,  Wash- 
ington, Dr.  McDowell  interned  at  San  Bernardino, 
California  and  practiced  in  Sparks,  Nevada.  Death 
was  due  to  granulocytic  leukemia. 

dr.  werner  g.  berroth,  40,  of  Milwaukie,  Oregon 
died  March  23,  1968.  Born  in  Germany,  Dr.  Berroth 
graduated  from  Medizinische  Fakultat  der  Uni- 
versistat  Heidelberg,  Heidelberg,  Baden-W urttem- 
berg,  in  1954.  He  received  his  license  in  1962. 
Death  was  attributed  to  barbiturate  intoxication. 

dr.  lowell  Stephens  devoe,  45,  of  West  Linn, 
Oregon,  died  April  2,  1968.  Dr.  Devoe  was  born 
in  Lincoln,  Nebraska,  and  graduated  from  the  Uni- 
versity of  Nebraska  College  of  Medicine,  Omaha, 
in  1950.  He  received  his  license  the  following  year. 
Death  followed  crushing  of  the  chest  and  abdominal 
injuries  received  in  an  auto  accident. 

dr.  jack  coleman  Edwards,  45,  of  Portland,  Ore- 
gon, died  April  13,  1968,  of  acute  myocardial  in- 
farction due  to  arteriosclerotic  heart  disease.  Dr. 
Edwards  graduated  from  the  University  of  Oregon 
Medical  School  in  1949,  and  received  his  license 
in  1950.  He  was  president  of  the  medical  staff  of 
Bess  Kaiser  Hospital. 

dr.  robert  alden  struthers,  51,  associate  medical 
director  at  Tongue  Point  Job  Corps  Center,  Astoria, 
Oregon,  died  May  24,  1968.  He  was  born  in  New 
Hampshire  and  graduated  from  the  University  of 
Vermont  College  of  Medicine,  Burlington,  in  1946. 
A World  War  II  veteran,  he  practiced  in  Kenai, 
Alaska  and  Astoria,  Oregon.  Cause  of  death  teas 
cerebro-vascular  thrombosis. 

dr.  rolland  c.  merrifield,  56,  of  Portland,  Ore- 
gon, died  April  20,  1968  of  asphyxia  from  drowning. 
Dr.  Merrifield  was  born  in  Sand  Point,  Idaho.  He 
graduated  from  the  University  of  Oregon  Medical 
School  in  1945  and  received  his  license  in  the 
following  year.  Dr.  Merrifield  was  a captain  in  the 
Army  Medical  Corps  during  World  War  II. 

dr.  Cleveland  earl  branner,  75,  a World  War  I 
veteran  of  La  Grande,  Oregon,  died  April  28,  1968. 
Dr.  Branner  was  born  in  Forestville,  Virginia,  and 


graduated  font  Johns  Hopkins  University  School 
of  Medicine,  Baltimore,  in  1924.  He  received  his 
license  in  1930.  Death  was  due  to  cerebro-vascular 
accident. 

dr.  richard  s.  Rogers,  75,  of  Yachats,  Oregon, 
died  April  23,  1968.  Born  in  Wisconsin,  Dr.  Rogers 
graduated  from  the  University  of  Minnesota  Medi- 
cal School,  Minneapolis,  in  1922,  and  received  his 
license  in  1923.  Cause  of  death  was  pneumonia  due 
to  Parkinsonism  and  cerebral  arteriosclerosis. 

dr.  ora  Howard  cox,  82,  of  Portland,  Oregon,  died 
May  14,  1968,  of  coronary  thrombosis  due  to 
arteriosclerotic  heart  disease.  Dr.  Cox  was  born  in 
Osseo,  Wisconsin.  He  graduated  from  Whitman  Col- 
lege in  Walla  Walla,  Washington,  in  1908,  and 
from  the  University  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia,  in  1913.  He  received  his 
license  in  1949. 

dr.  guy  h.  winslow,  82,  of  Portland,  Oregon,  died 
May  24,  1968.  Dr.  Winsloiv,  a World  War  I vet- 
eran, was  born  in  St.  Joseph,  Missouri.  He  gradu- 
ated from  the  University  Medical  College  of  Kansas 
City,  in  1908  and  received  his  license  in  1914. 
Death  was  due  to  cardiac  arrest,  secondary  to  con- 
gestive heart  failure  and  arteriosclerotic  heart  dis- 
ease. 

dr.  james  cullen  zan,  94,  of  Portland,  Oregon, 
died  April  19,  1968,  of  congestive  heart  failure. 
He  was  born  in  San  Francisco,  California,  and  grad- 
uated from  the  University  of  Virginia  School  of 
Medicine,  Charlottesville,  in  1895.  He  received  his 
license  the  follotving  year  and  taught  at  the  Uni- 
versity of  Oregon  Medical  School. 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98i is 

president  Charles  D.  Muller,  M.D.,  Bremerton 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


Abortion  Law  Amendment  Sought 


WSMA  House  of  Delegates,  meeting  in  Seattle 
next  month,  will  consider  Association  support  of 
proposed  amendments  to  Washington  laws  on  abor- 
tion. Formal  request  for  support  has  been  sub- 
mitted by  the  Citizens  Abortion  Discussion  Group 
of  four  physicians  and  twelve  other  interested  citi- 
zens. Principles  incorporated  in  the  proposed  re- 
vision have  been  endorsed  by  the  Seattle  Gyne- 
cological Society  and  the  Washington  State  Obstetri- 
cal Association.  Panel  discussion  will  be  a part  of 
the  scientific  program  at  the  September  meeting 
and  lively  interest  is  anticipated. 

The  proposal  would  permit  physicians,  including 
osteopathic  physicians,  to  perform  abortions  in  ac- 
credited hospitals  or  medical  facilities  approved 
by  the  State  Board  of  Health.  Present  laws  would 
apply  to  all  others.  Exception  would  be  allowed 
if  an  emergency  required  interference  before  the 
patient  could  be  taken  to  a hospital.  Those  objecting 
to  termination  of  pregnancy  would  be  relieved  of 
any  obligation  to  participate. 

Recommendation  of  the  Citizens  Group  applies 
only  to  abortion  before  quickening,  generally  as- 
sumed to  be  at  about  the  16th  to  the  18th  week 
of  gestation.  Killing  of  an  unborn  quick  child  is 
held  to  be  manslaughter  and  applicable  statutes 
would  not  be  changed. 


There  appear  to  be  differences  of  opinion  on 
whether  the  present  laws  on  abortion  should  be 
amended  or  repealed.  If  amended,  the  law  would 
include  some  definitions  and  restrictions.  If  re- 
pealed, abortion  would  become  part  of  the  practice 
of  medicine  with  present  statutes  defining  practice 
broadly  enough  to  include  it.  Some  state  laws  lib- 
eralizing statutes  on  abortion  have  been  criticized 
because  the  definitions  included  represent  unneces- 
sary participation  of  state  government  in  the 
practice  of  medicine.  Many  physicians  who  do  not 
approve  abortion  believe  repeal  would  put  respon- 
sibility where  it  belongs— on  the  mother,  prefer- 
ably acting  on  medical,  psychiatric  or  religious 
advice. 

A powerful  argument  in  favor  of  change  was 
produced  by  the  American  Medical  Association  in 
a report  on  morbidity  and  mortality  of  illegal  abor- 
tion. Figures  could  be  estimated  only,  but  it  is  as- 
sumed that  at  least  a million  abortions  are  being 
performed  each  year.  There  are  probably  100,000 
hospital  admissions  per  year  for  complications  of 
illegal  abortion  and  there  are  from  5,000  to  10,000 
deaths. 

Elimination  of  the  law  against  abortion  would 
benefit  poor  women,  who  do  not  now  have  the  ad- 
vantages open  to  those  of  wealth.  Widespread  viola- 


766 

Northwest  Medicine,  August,  1968 


tion  has  led  to  contempt  for  the  law  as  it  now  exists 
and  tends  to  produce  contempt  for  all  law.  Rapid 
developments  in  medicine  may  change  conditions 
entirely,  making  any  statute  obsolete  overnight. 
This  may  occur  with  interoduction  of  pharmaceu- 
tical methods  of  terminating  early  pregnancy.  Pro- 
ducts for  this  purpose  are  already  in  advanced  stage 
of  development. 

There  appear  to  be  very  few  valid  medical  argu- 
ments against  early  abortion.  Risk  of  infection,  and 


risk  of  interference  with  subsequent  fertility  appear 
to  be  very  low.  Data  are  quite  inadequate,  but  it 
must  be  assumed  that  the  general  risk  to  the  mother 
is  somewhat  lower  for  abortion  than  for  going 
through  with  delivery  at  term.  Major  opposition  is 
on  moral  or  religious  grounds,  and  discussion  fre- 
quently gets  bogged  down  in  differences  of  opinion 
about  when  life  begins— life  being  defined  rather 
broadly  during  argumentation.  Medically,  the  argu- 
ments for  change  seem  difficult  to  deny. 


Trauma  to  the  Head  and  Spine 


Trauma  to  the  head  and  spine  due  to  auto  acci- 
dents will  be  discussed  for  concept  and  manage- 
ment in  a course  offered  by  the  Division  of  Con- 
tinuing Medical  Education  at  the  University  of 
Washington  School  of  Medicine.  Limited  to  100 
registrants,  the  course  will  be  given  September 
19-20. 

Main  subject  areas  will  be  head  trauma  (acute 
management),  head  trauma  (specific  lesions),  and 
spine  trauma. 

SPEAKERS: 

WARREN  H.  CHAPMAN,  M.D. 

Urologic  Management:  Acute  and  Chronic 

ROBERT  DE  VITO,  M.D. 

Associated  Aspects  of  Head  Trauma 

ELDON  L.  FOLTZ,  M.D. 

The  Role  of  Lumbar  Puncture,  Echoencephalo- 
gram 

Chairman  of  panel  discussion:  Summary  of  Acute 
Management 

A.  BASIL  HARRIS,  M.D. 

Initial  Evaluation,  Acute  Therapy  and  Transpor- 
tation of  Head  Injuries 

Chairman  of  panel  discussion:  Review  of  Spine 
Injuries  and  New  Adjuncts 

WILLIAM  A.  KELLY,  M.D. 

Skull  Fractures,  Recognition  and  Therapy 
Evaluation  and  Prognosis  of  Cord,  Cauda  Equina, 
and  Root  Injuries 

JOHN  W.  LOOP,  M.D. 

Skull  X-ray  in  Acute  Trauma 
Spine  X-rays 

WALLACE  NELSON,  M.D. 

Management  of  Closed  Head  Injuries 

GEORGE  A.  OJEMANN,  M.D. 

Critical  Differential  Diagnosis,  Presence  of  Mass 
Lesion 


Post  Traumatic  Complications,  Epilepsy  and  En- 
cephalopathy 

Chairman  of  panel  discussion:  Review  of  Head 
Trauma  and  New  Adjuncts 

LINDA  M.  OJEMANN,  M.D. 

The  Role  of  EEC 

JOHN  K.  STEVENSON,  M.D. 

Management  of  Associated  General  Traumu 

WALTER  C.  STOLOV 

Rehabilitation  of  Patients  with  Spinal  Injuries 

THOMAS  K.  F.  TAYLOR,  M.D. 

Evaluation  and  Therapy  of  Skeletal  Lesions 

JOHN  S.  TYTUS,  M.D. 

Initial  Evaluation,  Acute  Therapy  and  Transport 
of  Spine  Injuries 

ARTHUR  A.  WARD,  M.D. 

Mechanisms  and  Prevention  of  Injury 

LOWELL  E.  WHITE,  M.D. 

Evaluation  and  Management  of  Mass  Lesions 
Role  of  Traction  and  Surgical  Management 


Plan  To  Attend 

September  22,  23,  24,  25 

1968  Annual 
Convention 

Washington  State  Medical  Association 

Olympic  Hotel,  Seattle 
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To  help 
you  manage 
hypertensive  patients: 


Initiate  therapy  with  Hydromox  Quinethazone 
100  mg.  (two  50  mg.  tablets)  daily  for  15  days 

„ Many  patients  with  hypertension  may  obtain  the  greatest  benefit  from 
HYDROMOX  Quinethazone  when  it  is  given  in  a single  daily  a.m.  dose 
of  100  mg.  (two  50  mg.  tablets).  This  dosage  effectively  reduces  systolic  and 
diastolic  pressure,  and  reduces  edema  when  present.  We  suggest  continuing  clinical 
evaluation  over  a 15-day  period  of  therapy.  If  results  are  satisfactory,  a 
reduction  to  50  mg.  ( 1 tablet)  daily  will  usually  be  adequate  for  maintenance. 


Precautions : Electrolyte 
abnormalities  may  be  aggravated 
or  produced.  Caution  is 
important  during  prolonged  or 
intensive  therapy  and  when  salt 
intake  is  restricted.  Hypokalemia 
has  been  mild  and  infrequent, 
and  other  electrolyte 
abnormalities  rare.  The 
possibility  of  potassium 
depletion  and  its  toxic  sequelae 
must  be  kept  in  mind, 
particularly  in  cirrhotics  and 
patients  receiving  digitalis.  As  a 
preventive  measure  the  use  of 
foods  rich  in  potassium,  such  as 
orange  juice,  may  be  desirable. 
Although  not  a thiazide, 
HYDROMOX  may  possess 
certain  characteristics  of  the 


thiazides.  They  have  been  known 
to  cause  jaundice  with  liver 
involvement  and  pancreatitis: 
hematological  complications 
such  as  purpura  with  or  without 
thrombocytopenia  and 
leukopenia  (neutropenia); 
increases  of  serum  uric  acid: 
decreased  glucose  tolerance  as 
evidenced  by  hyperglycemia  and 
glycosuria  thus  aggravating  or 
provoking  diabetes  mellitus  and 
azotemia  in  patients  with  renal 
disease:  photoallergy. 
Discontinue  use  a few  days  prior 
to  elective  surgery.  When  added 
to  a regimen  that  includes 
ganglionic-blocking  agents,  the 
dosage  of  these  latter 
preparations  should  be  reduced. 


Also  reduce  dosage  when  one 
or  more  of  these  antihypertensive 
agents  is  added  to  an  established 
HYDROMOX  regimen. 
Contraindicated  in  anuria. 
Observe  for  possible  hematologic 
complications. 

Side  Effects:  Skin  rash; 
gastrointestinal  disturbances 
(chiefly  nausea),  weakness, 
dizziness.  These  seldom  require 
cessation  of  therapy,  and  can  be 
relieved  by  reducing  dosage  or 
correcting  electrolyte  imbalance. 
Warning:  Enteric  coated 
potassium  tablets  have  been 
implicated  in  small  bowel  lesions 
and  should  be  used  only  when 
adequate  dietary 
supplementation  is  not  practical. 


LEDl’RLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
•Reg.  U S.  Pat.  Off.  401  -S 
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PRESIDENT’S  page 


Quality  of  Health  Care 
and  Licensure 


Several  recent  reports  (Health  Manpower  Com- 
mission; Millis  Commission)  and  WSMA  com- 
mittee investigation,  present  significant  questions 
and  challenges  to  the  medical  profession.  They 
deserve  conscientious  examination.  None  is  intended 
as  a final  solution,  but  each  provides  substantive 
recommendations  which  should  stimulate  us  to  ex- 
amine more  vigorously  the  functions,  education,  and 
licensure  of  health  care  personnel.  It  would  be 
difficult  to  endorse  any  one  of  these  reports  for  uni- 
versal application.  As  an  organization,  we  should 
advert  consciously  to  these  questions,  devote  the 
requisite  time  and  energy  to  their  resolution,  and 
devise  diverse  experimental  solutions.  Re-examina- 
tion  of  our  basic  science  laws  and  the  Medical 
Practice  Act  challenge  us  with  a reappraisal  of  what 
is  at  the  heart  of  their  existence— improving  the 
health  care  delivered  to  our  society  by  all  health 
professionals.  In  a society  so  richly  endowed  with 
the  scientific  and  technical  apparatus  capable  of 
improving  the  human  condition,  the  physicians  of 
this  state  can  confront  these  issues  directly,  creative- 
ly, and  enthusiastically. 

Demand  for  health  care  is  increasing.  A shortage 
of  scientific  manpower  already  exists.  An  increase 
of  physicians  in  proportion  to  population  growth 
is  not  likely  to  occur  during  the  next  5 to  10  years. 
Health  care  needs  will  probably  be  met  by  efforts 
to  utilize  maximally  those  persons  already  trained 
in  scientific  careers  or  by  training  and  making  bet- 
ter use  of  allied  health  personnel.  Already  a sophis- 
ticated management  attitude  is  expressing  itself  in 
the  architecture  of  health  planning. 

The  medicine  of  today  and  tomorrow  is  different 
from  any  ever  practiced  before.  It  can  do  enormous 
good,  but  is  also  dangerous  and  can  harm.  At  one 
extreme,  contemporary  medicine  is  so  complex  that 


a single  physician  cannot  provide  it  with  safety  and 
efficiency.  At  the  other  extreme  it  is  so  simple  that 
a remedy  can  be  applied  by  anyone  of  average 
ability. 

Adequate  health  care  of  the  highest  quality  for 
all  Americans  has  been  moved  from  the  realm  of 
debatable  social  issue  to  a position  of  public  policy. 
Improvement  of  the  nation’s  health  and  raising  the 
quality  of  its  health  services  are  not  functions  of 
the  medical  profession  alone.  Other  professional 
disciplines,  local,  state  and  federal  governments  also 
have  a role.  Improved  health  and  improved  quality 
of  community  and  personal  health  services  are  in- 
tensely complicated,  inter-disciplinary  matters.  As 
the  primarily  responsible  member  of  the  health  care 
team,  the  physician  is  concerned  about  the  quali- 
fications and  training  of  all  health  professionals 
rendering  health  services  to  people  and,  above  all, 
he  is  concerned  about  the  quality  of  health  care. 

In  many  respects,  constant  search  for  quality  is 
more  relevant  than  a precise  definition.  The  capa- 
bilities of  modern  medicine,  under  the  best  cir- 
cumstances, should  be  the  ultimate  standard  of 
quality.  The  introduction  of  quality  into  the  health 
care  process  can  be  viewed  as  a combination  of 
patient  behaviors  and  provider  (hospital,  physician, 
nurse,  and  paramedical)  behaviors  with  complex 
interactions  between  them.  These  events  may  be 
profoundly  influenced  by  medical,  hospital,  social, 
economic  and  cultural  factors.  Quality  then  is  an 
evaluation  dimension  or  attribute  of  any  one  or 
more  elements  in  the  health  care  process.  As 
physicians,  we  visualize  this  as  a system  of  re- 
viewing patient  care  which  focuses  on  the  provider 
in  the  traditional,  clinical  areas  of  patient  manage- 
ment. At  the  periphery,  where  the  effects  of  pro- 
vider activity  are  attenuated  or  are  difficult  to  dis- 
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entangle  from  other  factors,  the  boundaries  are 
indistinct.  For  example,  the  degree  to  which  per- 
sons gain  access  to  appropriate  care,  is  of  vital 
importance  to  evaluating  the  effectiveness  of  the 
health  care  system.  One  of  the  often  overlooked 
aspects  of  quality  is  the  cultural  characteristic  of 
the  patient.  This  is  not  just  an  organizational  prob- 
lem. It  is  most  aptly  illustrated  by  the  rejection 
of  neighborhood  health  centers  by  the  very  popu- 
lace they  were  created  to  serve. 

Physicians  seem  to  prefer  approaches  to  insure 
quality  utilizing  humanization  and  individualiza- 
tion. We  try  to  do  our  best  for  each  individual 
patient.  In  so  doing,  quality  care  involves  individual 
unmeasurable  attributes— competence,  availability, 
motivation,  effectiveness,  efficiency,  experience  and 
satisfaction. 

Yet  when  quality  of  care  encompasses  other  fac- 
tors related  to  society,  it  involves:  the  patient,  the 
physician,  the  health  team,  health  facilities,  physical 
equipment,  services,  plans,  programs  and  financing. 

The  medical  profession  has  promoted  quality  by 

1)  careful  screening  of  applicants  to  medical  schools; 

2)  requiring  that  medical  education  be  accredited 
and  approved;  3)  confirming  the  competence  of  the 
physician  through  licensure  and  certification,  and 
4)  providing  opportunities  for  continuing  educa- 
tion. We  are  one  of  the  few  professions  wherein 
self  imposed  requirements  are  greater  than  those 
demanded  by  law. 

Official  licensure  is  a governmental  tool  involving 
the  imposition  of  minimal  requirements  and  certain 
prohibitions.  In  the  delivery  of  health  care,  the 
official  licensing  process  is  useful  to  regulate  both 
personnel  and  facilities.  Facility  licensure  involves 
mainly  sanitation,  fire  code  regulations  and  the  spe- 
cifics of  physical  structure.  Personnel  licensure  in- 
volves different  considerations  such  as  education, 
and  official  qualification  examination.  Educational 
background  is  perhaps  more  relevant  in  the  case  of 
physicians  and  dentists  than  the  ability'  to  pass  a 
written  examination  since  all  professional  under- 
graduate medical  and  dental  educational  programs 
must  be  accredited  by  non-governmental  bodies. 
Furthermore,  the  process  of  granting  and  maintain- 
ing staff  privileges  for  physicians  in  hospitals  is 
probably  of  equal  importance  in  assuring  the  quality 
of  services  rendered.  Certainly,  the  regulatory'  role 
played  by  this  staff  pivilege  process  cannot  be  over- 
emphasized. Utilization  review,  tissue  committee 
review,  medical  audit  and  professional  activity  sur- 
veys are  entities  in  this  process  of  self-monitoring. 
However,  the  governmental  licensure  process  pre- 
sents problems  solved  only  by  legislative  revision 
and  which  cannot  be  remedied  by  a complementary 
process  such  as  the  revision  of  hospital  staff  privi- 
leges. 


We  are  now  encountering  proposals  for  inno- 
vations in  education  and  health  manpower  which 
may  be  restricted  because  of  licensure.  Many  years 
ago,  licensure  laws  for  physicians  and  dentists  were 
required  to  prevent  commercial  exploitation  adver- 
tising and  incompetents  in  their  efforts  to  extract 
a quick  profit.  So  governmental  regulations  in  medi- 
cine and  dentistry  evolved  to  counter  specific  prob- 
lems created  by  commercial  and  other  unethical 
practices.  Most  of  these  laws  were  enacted  before 
the  technological  explosion  which  began  in  the  late 
1930’s.  As  a result,  licensure  laws  did  not  recog- 
nize that  new  information  and  innovation  would 
render  a licensee’s  original  qualifications  obsolete 
unless  periodically  upgraded.  Most  state  laws  regu- 
lating medicine,  dentistry,  professional  and  practical 
nursing  and  physiotherapy  do  not  require  the  pre- 
vention of  professional  obsolescence.  Revision  of 
the  licensure  process  must  face  this  issue.  Medical 
licensure  laws  and  basic  science  exams  are  defective 
in  another  most  important  aspect— the  control  of 
cultism  and  unscientific  schools  of  practice.  Licen- 
sing provisions  can  give  an  aura  of  legal  respecta- 
bility to  unscientific  healing  systems. 

The  basic  science  law  of  the  State  of  Washing- 
ton is  currently  undergoing  review  by  the  WSMA. 
Attempts  to  recruit  physicians  for  rural  communi- 
ties, metropolitan  areas,  the  Department  of  Insti- 
tutions, State  Department  of  Health,  University- 
Health  Services  and  the  University  of  Washington 
School  of  Medicine  have  been  hampered  by  this 
law.  In  an  era  of  a health  manpower  shortage,  such 
difficulty  in  recruitment  has  significance.  We  are 
now  in  the  process  of  seeking  a director  for  the 
State  Health  Department.  If  he  is  a well-qualified, 
well-educated  physician  and  interested  in  this  po- 
sition, he  must  be  examined  in  the  basic  sciences 
or  produce  reciprocity.  It  is  conceivable  that  he 
will  be  an  experienced  individual  and  some  years 
removed  from  the  academics  of  basic  science.  Would 
such  a candidate  apply?  Or  would  he  seek  other 
similar  positions  without  the  basic  science  require- 
ment? Only  24  of  50  states  currently  have  basic 
science  legislation.  Legislatures  of  three  states,  New 
Mexico,  Arizona,  and  Florida  recently  revoked  that 
section  of  the  basic  science  law  that  applied  to 
physicians.  However,  in  the  states  that  have  no 
basic  science  legislation,  the  examination  for  medi- 
cal licensure  almost  always  covers  basic  science  as 
well  as  clinical  subjects. 

Future  prospective  deans  for  the  Medical  School, 
or  department  heads  could  conceivably  withdraw 
as  candidates,  if  faced  with  basic  science  exams. 
The  basic  science  committee  of  WSMA  has  ques- 
tioned the  practical  value  of  this  law  since  1965. 
Students  at  the  University  of  Washington  School  of 

continued  on  page  776 
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Abbott 

Antihypertensive 


Building  Blocks 


A simplified  approach 
to  the  practica  management 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patient' 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lou 
The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour; 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosag 
without  skimping  your  patients  on  day-long  thiazide  effectivenes 
Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiur 
should  also  be  considered. 

Else  Enduron  as  a basic  therapy  in  patients  with  mild  to  moc 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample 
most  cases. 


Once  a day,  every  day  mild  to  moderate  to  sevef 

ENDURON 

METHYCLOTHIAZIDE 

See  Brief  Summary  on  final  page  of  advertisement 


induronyl:  Its  deserpidine  component 
idds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


•nee  a day,  every  day 

INDURONYL 


ETHYCLOTHIAZIDE  5 mg.  with 
SERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handling 
moderate  to  severe  cases 


No  7741 


EUTRON 


Proto* 

ft  "X 

Mrt*ircW‘x/V 
CMtn*  Federal 'U  S * 
tia  pofcM*  teprcv* 
rt»«*c  pmovtca 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wen 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fron 
1 15  to  95;  and  recumbent  from  1 12  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearh 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  It 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


Once  a day,  every  day 

EUTRON 

PARGYUNE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


MILD  TO  MODERATE  TO  SEVERI 


See  Brief  Summary  on  final  page  of  advertisement 
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ENDURON 


ENDURONYl! 


METHYCIOTHIAZIDE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRONT" 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amendable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


TM-TRADEMARK 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyldopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypoten- 
sion. Those  with  angina  or  coronary  artery  disease  should 
not  increase  physical  activity  with  an  improvement  in  well 
being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as  these 
may  induce  serious  or  fatal  small-bowel  lesions  consist- 
ing of  stenosis  with  or  without  ulceration.  These  small- 
bowel  lesions  have  caused  obstruction,  hemorrhage  and 
perforation  frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  Gl  bleeding  occurs.  These  products 
contain  no  added  potassium  salts  and  if  added  potassium 
intake  is  desired,  dietary  supplementation  is  recom- 
mended. Coated  potassium  tablets  should  be  reserved 
for  cautious  use  when  adequate  dietary  supplementation 
is  impractical.  In  patients  with  a history  of  allergy  or 
asthma  the  possibility  of  sensitivity  reactions  should  be 
considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields  and 
fundi.  Also  reported  have  been:  blood  dyscrasias  includ- 
ing thrombocytopenia  with  purpura,  agranulocytosis  and 
aplastic  anemia;  elevations  of  BUN,  serum  uric  acid,  or 
blood  sugar.  Symptomatic  gout  may  be  induced.  In  surgi- 
cal patients  thiazides  may  reduce  response  to  vasopres- 
sors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  edema, 
dry  mouth,  sweating,  increased  appetite,  arthralgia,  nau- 
sea and  vomiting,  headache,  insomnia,  difficulty  in  mic- 
turition, nightmares,  impotence,  delayed  ejaculation,  rash, 
and  purpura  have  been  encountered  with  pargyline.  Hy- 
perexcitability, increased  neuromuscular  activity  (muscle 
twitching)  and  other  extrapyramidal  symptoms  have  been 
reported  in  a few  patients  with  reduced  cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially  the 
latter  if  patient  is  on  digitalis).  Observe  all  patients  for 
signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia,  nau- 
sea, vomiting,  diarrhea,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash, 
photosensitivity,  jaundice,  and  pancrea- 
titis. Nocturia  has  been  observed  with  the 
combination.  801438 
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continued  from  page  770 

Medicine  prefer  the  National  Board  examination, 
and  are  given  reciprocity.  From  1963  through  1987 
the  failure  rates  were:  foreign  graduates— 51  per 
cent;  domestic  graduates— 26  per  cent;  overall  fail- 
ure rates— 33  per  cent.  During  these  same  years 
(1963-1967)  62  chiropractors  and  49  osteopaths 
were  granted  reciprocity  through  two  states  (Iowa 
and  Utah).  These  figures  are  exceedingly  high  when 
one  realizes  that  applicants  average  only  5 chiro- 
practors and  1-2  osteopaths  for  each  basic  science 
examination  in  this  state.  The  obvious  inferences 
are  1)  the  original  intent  of  the  basic  science  law  is 
being  circumvented  by  reciprocity  with  states  giving 
easier  exams,  and  2)  the  basic  science  law  is  acting 
as  a deterrent  to  well-qualified  physician  candidates 
who  could  be  useful  in  this  state.  Perhaps  the  medi- 
cal profession  in  the  State  of  Washington  would  be 
better  served  by  abandonment  of  the  basic  science 
law. 

The  situation  is  further  complicated  by  the  need 
to  utilize  ancillary  personnel  in  any  attempt  to  aug- 
ment physician  manpower.  It  is  apparent  that  such 
attempts  cannot  be  implemented  until  present  legal 
restrictions  on  allocation  of  tasks  are  identified. 
Presently,  in  the  State  of  Washington,  there  is  no 
coordinated  process  for  the  allocation  of  personal 
health  care  tasks  among  members  of  the  health  man- 
power team.  A 1986  decision  of  the  Washington 
State  Supreme  Court  held  that  an  unauthorized 
delegation  of  a task  by  a physician  to  a practical 
nurse  was  evidence  of  negligence  whether  or  not 
the  task  was  executed  diligently  or  with  a high 
degree  of  care.  Present  licensure  laws  tend  to  be 
stringent  regarding  the  usage  of  manpower.  They 
were  written  when  deception  and  exploitation  of 
the  public  by  incompetents,  fauds  and  cultists  was 
the  order  of  the  day  rather  than  the  exception. 

Protection  of  the  public  is  still  essential.  The 
needed  changes  in  licensure  of  personnel  and  facili- 
ties aimed  at  quality  patient  care  and  improved 
facilities  could  be  merged  into  a single  program 
governing  all  providers  of  personal  health  and  medi- 
cal services.  Perhaps,  expansion  of  the  facility  ac- 
creditation process  of  the  Joint  Commission  on 
Accreditation  could  be  a start.  Certainly  the  cer- 
tification requirements  for  medicare  participation, 
which  incorporate  the  Joint  Commission  on  Ac- 
creditation standards  in  such  items  as  records, 
tissue  committees,  uses  of  consultants  and  utili- 
zation review,  are  more  relevant  to  quality  of 
patient  care  than  are  most  state  governmental  fa- 
cility licensure  laws. 

Elimination  of  the  basic  science  law  has  been 
proposed  and  must  be  considered  when  discussing 
provision  of  quality  medical  care  for  the  public  in 


the  State  of  Washington.  The  following  possibilities 
also  suggest  themselves  for  future  consideration: 

1.  Provide  quality  care  by  the  elimination  of  poor 
quality  as  a start.  This  would  of  necessity  eliminate 
non-scientific  cultists. 

2.  Combine  facility  and  employed  personnel  li- 
censure. 

3.  Provide  the  minimal  requirements  for  con- 
tinuing education  and  the  avoidance  of  professional 
obsolesence. 

4.  Emphasize  the  accreditation  of  undergraduate 
and  graduate  educational  institutions. 

5.  Devise  a system  which  would  provide  legal 
mechanisms  for  utilization  of  new  kinds  of  man- 
power and  new  patterns  for  delivering  health  care. 

6.  Maintain  present  medical  disciplinary  activi- 
ties with  extension  to  other  health  professionals. 

7.  Extend  voluntary  accreditation  to  out-patient 
ambulatory  health  care  in  public  and  private  facili- 
ties in  coordination  with  financing  of  such  care  by 
private,  governmental,  and  insurance  resources. 


These  depart  from  our  traditional  concepts.  Cer- 
tainly, the  mechanics  of  implementation  will  require 
more  effort  than  their  listing  in  this  document.  Their 
essence  embodies  a philosophy  which  recognizes 
that  physicians,  dentists,  hospitals,  osteopaths, 
nurses  and  paramedical  personnel  function  only  with 
the  sanctions  of  society.  Those  who  would  refute 
this  need  only  examine  the  mechanisms  for  hospital 
staff  appointments,  wherein  non-professional  trus- 
tees grant  our  recurrent  staff  privileges.  Ethically 
and  legally,  the  hospital  board  of  trustees  is  respon- 
sible for  the  institution  of  standards  of  patient  care. 
Personnel  of  the  health  care  industry  have  an  oppor- 
tunity to  structure  and  shape  their  respective  roles 
in  images  of  their  own  choosing.  These  images  will 
hopefully  reflect  the  best  possible  guarantee  of 
quality  care  for  the  citizen  patient.  To  maintain 
the  “status-quo”  eventually  may  provoke  unpala- 
table, unwise,  unsound  legislation.  A resistant  atti- 
tude is  indifferent  to  the  human  problems  of  supply 
and  demand  for  health  care  needs. 

Some  of  these  considerations  are  now  before  the 
Public  Laws  Committee  of  the  State  Association. 
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Their  deliberations  will  be  transmitted  to  the  Ex- 
ecutive Committee,  the  Board  of  Trustees  and  then 
to  the  House  of  Delegates.  Informed  opinions  from 
WSMA  members  are  solicited  through  their  respec- 
tive County  Society  Delegates.  WSMA  policy  po- 
sitions should  be  solidified,  credible,  and  justifiable 
before  the  coming  state  legislative  session.  We  have 
the  savvy— the  need  is  visible— the  way  to  go  is 
obvious.  ■ 
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POLYMYXIN  B-8ACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum  TOLYSPORIJf* 
risk  of  sensitization  polymyxin  b bacitrac* 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  'A  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U  S A.)  INC. 


Tuckahoe,  N.Y. 


OINTMENT 

Wp  prevent  infection  hi 
^urns,  and  abrasion^# 
aid  in  healing*  j 
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OBITUARIES 


dh.  Walter  leon  jantz,  48,  of  the  Veterans  Ad- 
ministration Hospital  in  Walla  Walla,  Washington, 
died  May  29,  1968  of  arteriosclerotic  heart  disease. 
Dr.  Jantz  graduated  from  the  Washington  University 
School  of  Medicine,  St.  Louis,  in  1947  and  received 
his  license  in  1950. 

dr.  harmon  jardine  truax,  57,  of  Seattle,  Wash- 
ington, died  May  3,  1968,  from  cerebral  hemorrhage 
and  coronary  arteriosclerosis.  Dr.  Truax,  born  in 
Minot,  North  Dakota,  graduated  from  Harvard 
Medical  School,  Boston,  in  1935,  and  received  his 
license  in  1947.  He  was  a veteran  of  World  War  11, 
and  at  the  time  of  his  death  he  was  a commander  in 
the  U.  S.  Naval  Reserve  Medical  Corps. 

dr.  Frederick  a.  hardy,  61,  of  Seattle,  Washington, 
died  May  16,  1968.  Dr.  Hardy  graduated  from  the 
University  of  Illinois  College  of  Medicine,  Chicago, 
in  1948,  and  received  his  license  in  1950.  He  was 
a veteran  of  the  Korean  conflict.  Death  icas  caused 
by  cerebro  vascular  accident  due  to  cerebral  arteri- 
osclerosis. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN ,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 

Lederle  Laboratories.  Pearl  River,  New  York  10965  4 06-8 


c ~>lunlel 


V 


12001  Ambawm  Boulevard,  S.W. 
Seattle,  Washington  98146 
CH  4-8100 


The  new  52-bed  Shadel  Hospital,  designed  specifically  for  the  treatment  of 
alcoholism,  combines  the  quiet  surroundings  and  peaceful  atmosphere  of  a 
secluded  district.  The  design  is  both  modern  and  functional  and  will  maintain 
the  personal  and  homelike  atmosphere  which  has  been  synonymous  with 
Shadel  Hospital  treatment. 


MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 

president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary'  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Sun  Volley  Meeting  — A Gala  Event 


Meeting  in  conjunction  with  the  Idaho  Medical  Association’s  76th  annual  session  June  26-29  at  Sun  Valley  was 
the  organization's  governing  body,  the  officers  and  councilors.  Members  are,  left  to  right.  John  E.  Comstock, 
Pocatello,  councilor,  District  No.  Four;  J.  B.  Marcusen,  Nampa,  councilor,  District  No.  Two;  William  R.  Tregoning, 
Boise,  secretary-trasurer;  O.  D Hoffman,  Rexburg,  president;  George  W.  Warner,  Twin  Falls,  councilor,  District  No. 
Three;  James  R.  Kircher.  Burley,  immediate  past-president;  John  M.  Ayers,  Moscow,  president-elect;  Alexander 
Barclay,  Coeur  d’Alene,  delegate  to  the  American  Medical  Association,  and  E.  R.  W.  Fox,  Coeur  d’Alene,  councilor, 
District  No.  One. 
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Idaho  News  Notes 


IMA  Meeting 

Outstanding  guest  speakers,  a hard  working  House 
of  Delegates,  a delightful  social  program,  all  com- 
bined to  make  the  76th  annual  meeting  of  the  Idaho 
Medical  Association  a gala  event. 

Special  guest  speakers  contributed  greatly  to  a 
thought-provoking  meeting.  Dwight  L.  Wilbur,  San 
Francisco,  forecast  continued  dramatic  scientific 
and  technological  progress  in  his  first  state  associa- 
tion visit  as  the  123rd  President  of  the  American 
Medical  Association.  Ernest  B.  Howard,  Chicago, 
assistant  executive  vice-president,  discussed  the 
many  and  varied  activities  of  the  American  Medical 
Association.  Congressman  George  V.  Hansen  attrib- 
uted many  of  the  problems  America  faces  today  to 
“malpractice  in  the  federal  government.” 

Donald  K.  Worden,  Lewiston,  alternate  dele- 
gate to  the  A.M.A.  was  the  able  toastmaster  at  the 
association’s  annual  banquet  honoring  retiring  Presi- 
dent and  Mrs.  James  R.  Kircher  of  Burley. 

A special  award  in  recognition  of  10  years  of 
service  in  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  presented  to  Mrs.  E.  R.  W. 
(Ellen)  Fox  of  Coeur  d’Alene. 

New  IMA  officers 

Officers  of  the  Idaho  Medical  Association  for  the 
coming  year  will  be:  President  O.  D.  Hoffman, 
Rexburg;  Immediate  Past-President  James  R.  Kirch- 
er, Burley;  President-Elect  John  M.  Ayers,  Moscow; 
Secretary-Treasurer  William  R.  Tregoning,  Boise; 
Councilor,  District  No.  One,  E.  R.  W.  Fox,  Coeur 
d’Alene;  Councilor,  District  No.  Two,  J.  B.  Mar- 
cusen,  Nampa;  Councilor,  District  No.  Three,  George 
W.  Warner,  Twin  Falls;  Councilor,  District  No. 
Four,  John  E.  Comstock,  Pocatello;  Delegate  to 
A.M.A.,  Alexander  Barclay,  Coeur  d’Alene;  Alter- 
nate Delegate  to  the  A.M.A.  Donald  K.  Worden, 
Lewiston;  Speaker  of  the  House  of  Delegates 
Dauchy  Migel,  Idaho  Falls;  Publication  Committee: 
(Trustees  to  northwest  medicine):  William  T. 
Wood,  Coeur  d’lene,  1969;  P.  Blair  Ellsworth,  Idaho 
Falls,  1970;  Paul  F.  Miner,  Boise,  1971. 

Design  Winner 

Winner  of  the  contest  for  designing  a new  Seal 
for  the  association  was  Mrs.  Robert  A.  Butz  of  Idaho 
Falls.  The  new  seal  will  be  used  on  all  official  docu- 
ments of  the  association.  Twenty-five  entries  were 
judged.  Mrs.  Butz  will  receive  the  prize  of  a $50.00 
bond. 

" Fifty  Year  Club" 

The  newest  members  of  the  Association’s  “Fifty 
Year  Club”  are  George  W.  Montgomery,  Caldwell; 


Samuel  A.  Swayne,  Nampa,  and  E.  Lee  Berry, 
Lewiston. 

Crested  Cuspidor 

Custody  of  the  coveted  Crested  Cuspidor  was 
awarded  to  James  R.  Kircher,  Burley,  by  A.  Curtis 
Jones,  the  1967  winner. 

Athletes 

Athletic  event  winners— Golf : James  H.  Hawley, 
Boise;  Everett  N.  Jones,  Jr.,  Boise,  and  Lauren  M. 
Neher,  Jerome. 

Trap:  J.  Wayne  Tyler,  Boise,  and  Richard  P. 
Sutton,  Burley. 

Woman's  Auxiliary 

Officers  of  the  Woman’s  Auxiliary  to  the  Idaho 
Medical  Association  for  the  coming  year  will  be: 
M rs.  Willard  M.  Peterson,  Twin  Falls,  president; 
Mrs.  Carl  B.  Smithson,  Boise,  president-elect;  Mrs. 
Ben  E.  Katz,  Twin  Falls,  first  vice  president;  Mrs. 
H.  Don  Moseley,  Coeur  d’Alene,  second  vice  presi- 
dent; Mrs.  Frank  L.  Harms,  American  Falls,  third 
vice  president;  Mrs.  Edwin  C.  Sage,  Nampa,  fourth 
vice  president;  Mrs.  George  L.  Voelz,  Idaho  Falls, 
secretary;  and  Mrs.  Miles  E.  Thomas,  Boise,  trea- 
surer. 

Special  guests  of  the  Woman’s  Auxiliary  to  the 
Idaho  Medical  Association  were  Mrs.  Clifton  C. 
Long,  Ozark,  Arkansas,  president  of  the  Woman’s 
Auxiliary  to  the  A.M.A.,  and  the  Rev.  Dr.  Paul  B. 
McCleave,  Chicago,  director  of  the  A.M.A.  Depart- 
ment of  Medicine  and  Religion. 

Board  of  Medicine 

The  Board  of  Medicine  met  July  8-10,  1968,  to 
consider  applications  for  licensure,  administer  the 
written  examination,  review  disciplinary  matters 
and  handle  routine  business. 

Members  of  the  Board  are:  Charles  A.  Terhune, 
Burley,  chairman;  Charles  E.  Kerrick,  Caldwell, 
vice  chairman;  Orland  B.  Scott,  Kellogg;  Robert  E. 
Lloyd,  Boise;  G.  Curtis  Waid,  Idaho  Falls,  and 
Dan  E.  Stipe,  Lewiston. 

Review  Committee 

The  association’s  Medical  Practice  Act  Review 
Committee  met  in  Boise  June  7,  to  study  a draft  of 
a proposed  revised  Idaho  Medical  Practice  Act. 
Members  of  the  committee  attending  were:  Charles 
A.  Terhune,  Burley,  chairman;  C.  Gedney  Barclay, 
Coeur  d’Alene,  and  Leland  K.  Krantz,  Idaho  Falls. 
Unable  to  attend  were  E.  V.  Simison,  Pocatello 
and  W.  B.  Ross,  Boise. 
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BOOKS 


RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

Auricular  Electrocardiogram,  The.  By  Henry  A.  Zimmer- 
man, M.D.,  B.S.,  Chief  of  the  Cardiovascular  Section, 
Division  of  Medicine,  Directory  of  the  Marie  L.  Coakley 
Cardiovascular  Laboratory,  St.  Vincent  Charity  Hospital, 
Cleveland,  Ohio.  Co-authors:  Eduardo  Bersano,  M.D  , 

Resident,  and  Carlos  Dicosky,  M.D.,  Resident,  Marie  L. 
Coakley  Cardiovascular  Laboratory,  St.  Vincent  Charity 
Hospital,  Cleveland,  Ohio.  With  a foreword  by  E.  Grey 
Dimond,  M.D.,  Scripps  Clinic  and  Research  Foundation, 
LaJolla,  California.  124  pp.  Illustrated.  Price  $8.00.  Charles 
C Thomas,  Springfield,  111.  1938. 

The  Country  Doctor  and  the  Specialist.  By  Fred  Lyman 
Adair,  M.D.  215  pp.  Illustrated.  Adair  Award  Fund,  Box 
65,  Maitland,  Florida  32751.  1968. 

Monoclonal  and  polyclonal  Hypergammaglobulinemia, 
Clinical  and  Biological  Significance.  By  Jan  Gosta  Walden- 
strom, Head  of  the  Department  of  Medicine  in  Malmo  at 
the  University  of  Lund.  222  pp.  Illustrated.  Price  $6.95. 
Vanderbilt  University  Press,  Nashville,  Tenn.  1968 

Physiological  Principles  of  Gastric  Surgery.  By  Harry  A. 
Oberhelman,  Jr.,  M.D.  95  pp.  Illustrated.  Price  $7.50. 
Charles  C Thomas,  Springfield,  111. 

Interferon.  Edited  by  G.  E.  W.  Wolstenholme  and  Maeve 
O'Connor,  Ciba  Foundation  Symposium.  271  pp.  Illustrated. 
Price  $12.00  Little,  Brown  and  Company,  Boston,  1968. 

Nutrition  and  Infection.  Edited  by  G.  E.  W.  Wolstenholme 
and  Maeve  O'Connor,  Ciba  Foundation  Study  Group  31. 
144  pp.  Illustrated,  Price  $3.50.  Little,  Brown  and  Com- 
pany, Boston,  1967. 

Decision  Making  in  National  Science  Policy.  Edited  by 
Anthony  De  Reuck,  Maurice  Goldsmith  and  Julie  Knight. 
Ciba  Foundation  Symposium.  310  pp.  Illustrated.  Price 
$12.00.  Little,  Brown  and  Company,  Boston,  1968. 

The  Computer  and  Medical  Care.  By  Donald  A.  B.  Lind- 
berg,  M.D.  210  pp.  Illustrated.  Price  $12.75.  Charles  C 
Thomas,  Springfield,  111.,  1968. 

The  Principles  and  Practice  of  Medicine,  17th  edition. 
A Johns  Hopkins  textbook  of  medicine,  as  conceived  by 
Osier.  Not  a revision  of  Osier’s  original  text,  but  continu- 
ing the  tradition  it  established.  Edited  by  A.  McGehee 
Harvey,  M.D.,  D.Sc.  (Hon.),  Leighton  E.  Cluff,  M.D., 
Richard  J.  Johns,  M.D.,  Albert  H.  Owens,  Jr.,  M.D.,  David 
Rabinowitz,  M.D.,  and  Richard  S.  Ross,  M.D.  1472  pp. 
Illustrated.  Price  $22.50.  Appleton-Century-Crofts,  New 
York,  1968. 

Today’s  Health  Guide.  Revised  edition.  Edited  by  W.  W. 
Bauer,  M.D.,  624  pp.  Illustrated.  Price  $5.00.  Published 
by  the  American  Medical  Association,  Chicago,  111.,  1968. 

The  Care  of  Radiation  Casualties.  By  John  Blakely,  M.D  , 
D.P.H.,  D.I.H.  139  pp.  Illustrated.  Price  $5.50.  Charles  C 
Thomas,  Springfield,  111.,  1968. 

Radioactive  Nuclides  in  Medicine  and  Biology:  Medicine, 
3rd  edition.  By  Solomon  Silver.  539  pp.  Illustrated.  Price 
$12.50.  Lea  & Febiger,  Philadelphia,  Pa.,  1968. 

The  Lung  and  Its  Disorders  in  the  Newborn  Infant,  2nd 
edition.  By  Mary  Ellen  Avery,  A.B.,  M.D.,  285  pp.  Illus- 
trated. Price  $9.50.  W.  B.  Saunders  Co.,  Philadelphia,  Pa., 
1968. 

The  Gynecology  of  Childhood  and  Adolescence.  By  John 
Huffman,  M.D.,  F.A.C.O.G.,  F.A.A.P.,  F.A.C.S.  574  pp. 

Illustrated.  Price  $19.50.  W.  B.  Saunders  Co.,  Philadelphia, 
Pa.,  1968. 


Q.  How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bu 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


490-7R  — 6064 
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Pacific  Northwest  Regional  Health 
Sciences  Library 

Medical  library  service  will  be  available  to  every 
physician  in  Oregon,  Washington  and  Idaho,  after 
October  1,  through  a grant  by  the  National  Library 
of  Medicine  of  the  National  Institutes  of  Health.  The 
Health  Sciences  Library  at  the  University  of  Wash- 
ington School  of  Medicine  has  been  designated  the 
Pacific  Northwest  Regional  Health  Sciences  Library 
to  serve  physicians,  dentists,  nurses,  and  others  in 
the  health  professions,  in  Alaska,  Idaho,  Montana, 
Oregon  and  Washington. 

Mr.  Gerald  J.  Oppenheimer,  Director  of  the 
Health  Sciences  Library  at  the  University  of  Wash- 
ington has  been  planning  this  service  for  several 
years  and  is  now  expanding  his  staff  to  meet  the 
needs  of  the  region  to  be  served. 

Mr.  Oppenheimer  will  improve  and  expand  both 
the  interlibrary  loan  and  reference  service.  Time  re- 
quired for  meeting  interlibrary  loan  requests  will  be 
cut  to  one  day,  if  at  all  possible.  Requests  received 
in  the  morning  will  be  processed  and  the  requested 
materials  shipped  that  afternoon,  in  most  cases.  Full 
range  of  reference  services  will  be  provided.  This 
will  include  compiling  of  bibliographies,  answering 
requests  for  information  or  for  bibliographic  cita- 
tions, or  whatever  is  required.  Evaluative  service, 
however,  will  not  be  available,  at  least  at  first.  This 
means  that  references  supplied  will  not  be  ranked 
in  order  of  value  by  the  library.  They  will  be 
gleaned  from  index  material  and  supplied  without 
comment.  Evaluation  has  been  discussed  and,  if 
there  is  a need  for  it,  ways  will  be  sought  to  provide 
it  later. 

Service  offered  will  depend  on  the  type  of  re- 
quest received.  If  there  is  a request  for  bibliography, 
a list  of  references  will  be  supplied.  If  articles  on  a 
given  subject  are  requested,  photocopies  of  one  or 
more  articles  may  be  sent  in  lieu  of  loan.  Some 
selection  will  be  exercised,  such  as  including  if 
possible  at  least  one  recent  review  article  on  the 
subject  of  interest. 

One  of  the  most  important  factors  in  developing 
the  kind  of  service  needed  will  be  the  feedback 
from  those  using  the  service.  Methods  for  obtaining 
the  feedback  will  be  developed  by  a member  of  the 
staff  who  will  have  that  part  of  the  service  as  his 
chief  responsibility.  Aim  of  the  library  is  to  pro- 
vide the  type  and  quality  of  service  needed  by 
physicians  in  the  region.  Those  using  the  service, 
therefore,  will  be  participating  effectively  in  de- 
velopment. 

Reference  librarians  sometimes  have  difficulty  in 
giving  the  desired  service  when  requests  are  vague 
or  are  not  specific.  For  example,  a request  bearing 


GERALD  J.  OPPENHEIMER 


the  single  word  arthritis  would  give  the  searcher 
no  place  to  start.  As  in  other  situations,  the  request 
carrying  precise  specification  of  the  material  needed 
will  be  apt  to  elicit  the  best  and  most  prompt 
response.  If  needed,  Mr.  Oppenheimer  will  have  a 
request  form  prepared  that  will  facilitate  the  pro- 
cess of  supplying  useful  material. 

In  order  to  give  the  kind  of  service  needed,  the 
Library  will  make  use  of  the  most  rapid  means  of 
communication  available.  Installation  of  TWX 
equipment  has  been  ordered.  One  of  the  important 
uses  of  this  equipment  will  be  the  tie  to  the  library 
at  the  University  of  Oregon  Medical  School.  Fre- 
quent interchange  of  information  will  be  necessary 
as  the  two  libraries  cooperate  in  service  to  the  region. 
Direct  contact  with  the  National  Library  of  Medi- 
cine, Rethesda,  Maryland,  will  be  another  advantage 
of  the  TWX  equipment.  Any  library  or  hospital  in 
the  region  wishing  to  install  similar  equipment  will 
be  able  to  cut  the  time  required  to  get  service  to 
the  physician  making  the  request.  This  will  make 
the  Health  Sciences  Library  available  at  any  time, 
day  or  night,  since  messages  transmitted  during  the 
night  will  be  printed  as  received  and  will  be  ready 
for  processing  when  the  library  is  opened  in  the 
morning.  Connection  to  Alaska  is  also  possible,  and 
will  be  available  if  a hospital  or  library  in  Alaska 
installs  equipment. 

The  term  interlibrary  loan  means  something  more 
than  the  words  imply.  Service  is  not  necessarily 
limited  to  libraries.  Requests  from  institutions  are 
honored,  even  though  the  institution  may  not  have 
a library.  Requests  from  physicians  will  also  be 
honored.  However,  individuals  requesting  material 
will  be  asked  to  place  requests  through  a library 
near  them,  if  at  all  possible.  If  no  library  is  avail- 
able to  the  physician,  he  will  be  asked  for  a state- 
ment to  that  effect,  to  be  kept  on  file  so  that  service 
may  be  given  promptly  on  subsequent  requests. 
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Accession  lists  will  be  provided  on  a regular  basis 
and  announcements  of  services  and  other  news  items 
will  be  sent  out  from  the  Library  whenever  neces- 
sary. 

The  Health  Sciences  Library  will  not  be  just  a 
resource  library,  but  will  become  the  center  of  a li- 
brary network  in  the  region.  Others  will  be  encour- 
aged to  establish  libraries,  and  directors  of  existing 
libraries  will  be  given  consultative  help  in  expand- 
ing the  services  they  render.  A program  to  assist 
personnel  in  small  libraries  will  be  part  of  the  opera- 
tion. There  will  be  short  term  training  opportunities 
at  a central  location,  either  in  Seattle  or  elsewhere 
and  a travelling  representative  will  see  hospital 
administrators  and  librarians  to  discuss  ways  in 
which  the  Health  Sciences  Library  can  help  them. 
Assistance  on  establishing  a good  journal  list  will 
be  one  of  the  services  to  be  offered. 

The  Library  will  also  participate  in  the  MEDLARS 
program,  although  computers  will  not  be  used  in 
Seattle.  All  other  activities  of  the  MEDLARS  sys- 
tem will  be  carried  out.  This  part  of  the  service  will 
be  in  operation  after  April  1,  1969.  Two  MEDLARS 


search  formulators  have  been  added  to  the  Library 
staff  and  will  be  trained  at  the  National  Library  of 
Medicine  before  assuming  their  responsibilities  in 
Seattle.  The  volume  of  material  brought  out  by  the 
computerized  search  offered  by  MEDLARS  may  not 
be  of  interest  to  the  physician  wishing  to  read  onlv 
one  or  two  good  review  articles  but  will  be  of 
inestimable  benefit  to  those  studying  a problem 
in  depth. 

The  regional  medical  library  program  was  de- 
signed to  give  quality  library  service  to  all  physi- 
cians. In  order  to  meet  that  criterion,  photocopies 
of  articles  will  be  provided  in  lieu  of  loan,  with- 
out charge,  to  physicians  practicing  outside  the 
greater  Seattle  area.  Such  copies  will  not  be  pro- 
vided to  Seattle  physicians  who,  of  course,  have 
always  had  access  to  good  library  service  and  may 
use  the  Health  Sciences  Library  in  normal  manner. 

Mr.  Oppenheimer  will  provide  full  information 
on  the  operation  of  the  library  service  to  all  physi- 
cians and  other  interested  persons,  well  before  the 
effective  date  of  October  1. 


dzoiun  cdfodiitaL 


FOR  OVER  22  YEARS- 

a Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 

Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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The  Twentieth 


Annual  Scientific 
Assembly  of 
The  American 
Academy  of 
General  Practice 


The  Annual  Scientific  Assembly  of  The  American 
Academy  of  General  Practice  is  the  top 
postgraduate  medical  forum  for  general  practice 
in  the  United  States.  The  entire  program  is  aimed 
at  you  and  your  practice,  to  provide  the  very 
latest  information  and  instruction  in  the  broad 
spectrum  of  medicine.  We  urge  you  to  consider 
seriously  taking  some  time  from  your  busy 
practice  this  September  to  attend  the  Assembly. 

For  details,  write  The  American  Academy  of 
General  Practice,  Volker  Boulevard  at  Brookside, 
Kansas  City,  Missouri  64112,  or 
phone  816  ]E  1-0380. 

September  16-19, 1968  • Las  Vegas,  Nevada 
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REVIEWS 


How  fo  Live  Happily  with  Diabetes,  (Being  the 
Chronicles  of  one  Hezekiah  Perkins,  a man  who  just 
happened  to  have  diabetes) 

By  Blair  Holcomb,  M.D.,  Clinical  Professor  of  Medicine 
Emeritus,  University  of  Oregon  Medical  School.  92  pp.  Illus- 
trated. Price  $3.95  Barkerbrook  Press,  Portland,  Oregon.  1968. 

Hezekiah  Perkins,  who  doesn’t  exist,  may  turn 
out  to  be  as  much  of  a legend  as  Alexis  St.  Martin, 
who  did.  For  Hezekiah  Perkins  has  diabetes  and 
lie  has  been  under  observation  for  a number  of 
years  by  his  friend  and  physician,  the  author  of 
this  little  book,  an  authority  on  diabetes  and  no  less 
astute  an  observer  than  William  Beaumont.  To  say 
that  Hezekiah  does  not  exist  is  only  partly  true. 
At  least  part  of  him  exists— under  another  name— 
a patient  with  whom  Dr.  Holcomb  had  a long  and 
rewarding  relationship.  I suspect,  however,  that 
Hezekiah  may  be  more  real  than  any  single  person 
could  be  because  he  must  be  many  persons.  I’m 
sure  they  have  all  been  patients  of  Dr.  Holcomb 
who  took  a little  from  each  and  added  them  to  his 
friend,  around  whom  he  has  woven  a simple  but 
effective  story  of  the  patient  who  has  diabetes. 
He  is  not  a diabetic— he  is  a person  who,  as  Dr. 
Holcomb  says,  just  happened  to  have  diabetes. 
The  distinction  is  important.  It  enters  into  the  friend- 
ship and  mutual  respect  that  existed  between 
physician  and  patient.  To  Dr.  Holcomb,  Hezekiah 
was  not  merely  a case,  but  a very  real  person 
indeed. 

This  chronicle  of  episodes  in  the  life  of  Hezekiah 
Perkins  is  a series  of  stories,  every  one  of  which  has 
happened  in  real  life  and  almost  all  of  which  will 
be  recognized  by  anyone  who  has  cared  for  persons 
who,  like  Hez,  just  happen  to  have  diabetes.  But 
it  was  not  written  for  physicians.  Although  scien- 
tifically correct,  it  is  not  written  in  scientific  lan- 
guage-just plain  English,  that  any  patient  can 
understand  and  enjoy. 

I’ve  tried  it  out  on  a few  friends  who  also  just 
happen  to  have  diabetes  and  they  have  given  it 
high  praise.  They  reported  reading  it  from  cover 
to  cover.  And  they  learned  a great  deal  about  dia- 
betes in  the  process.  Some,  to  be  sure,  already  know 
a good  bit  about  the  problems  met  by  Hezekiah 
and  Dr.  Holcomb,  but  they  enjoyed  knowing  that 
someone  else  had  been  through  the  problems,  too. 
And,  what’s  more  to  the  point,  they  say  that  some- 
times their  own  doctor  didn’t  always  have  time 
to  explain  things  in  a way  they  could  understand. 

For  those  who  do  not  have  time  to  explain  every- 
thing about  diabetes  to  every  person  who  has  the 
disease,  Hezekiah  Perkins  can  be  a most  helpful 
sort  of  fellow. 

HERBERT  L.  HARTLEY,  M.D. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride,  25  mg.;  and  chlorpheniramine  maleate, 
4 mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine hydrochloride.  40  mg.;  chlorpheniramine 
maleate,  8 mg.;  and  acetaminophen,  500  mg. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 


PITMAN-M00RE 

Indianapolis 


Division  of  The  Dow  Chemical  Company, 


“ Upper  respiratory  injection!  I thought  everything  ivas  a ‘virus’  these  days.” 
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of  Verbal  Evasiveness" 


Trivialis  et  Jovialis 

"The  Age 

Our  troubled  century  has  been  called  “ The  Atomic  Era,”  “The  Age  of  Anxiety,” 
The  Century  of  the  Common  Man”  and  lots  of  other  things.  It  might  also  be  called 
the  “Age  of  Verbal  Evasiveness.” 

Good,  old-fashioned,  forthright  English  has  gone  out  of  style.  The  new  style  is 
the  “ leave-yourself-a-loophole ” approach  or  the  “ don  t-commit-yourself -absolutely,  but 
always  hedge  on  what  you  say”  style.  For  example,  look  at  what  has  happened  to  the 
weather  reports.  In  the  good  old  days  of  firm,  hard-driving  English,  the  weather  man 
bravely  predicted  rain,  or  shine,  or  snow  and  staunchly  faced  the  world  with  a clenched 
jaw  if  he  turned  out  wrong.  Today,  however,  in  the  “Age  of  Verbal  Evasiveness,”  the 
weather  man  reports  “rain  in  50  per  cent  of  the  metropolitan  area.”  So,  if  it  doesn’t 
rain  in  your  neighborhood,  he  can  always  claim  that  you  were  in  the  50  per  cent  that 
didn’t  get  rain.  The  words  “probably,”  “ possibly ” and  “depending  on  variable  condi- 
tions” are  standard  verbiage  in  any  weather  report.  The  modern  weatherman  is  neatly 
protected  against  all  eventualities.  He  is  never  completely  right,  and  he  is  never  com- 
pletely wrong;  but  he  is  always  safe. 

This  trend  is  spread  throughout  our  society:  in  government,  in  business,  in  news- 
papers, in  economic  reports,  in  scientific  writing  and  elsewhere.  The  English  language 
has  suffered  a sad  setback.  We  are  overwhelmed  by  an  avalanche  of  qualifying  adverbs, 
modifying  clauses,  obscure  phrases,  ambiguous  verbs,  nonspecific  nouns  and  incom- 
prehensible punctuation.  No  one  is  quite  sure  what  anyone  else  is  saying.  But  every- 
body is  safe.  Nobody  can  be  blamed  for  anything  and  nobody  can  be  praised  for 
anything.  But  everybody  is  safe. 

Oh  for  the  golden  days  when  .stark  nouns  were  pursued  by  vigorous  verbs,  and 
adverbs  were  banished  to  shameful  oblivion.  Take,  for  example,  Patrick  Henry’s 
famous  words  “Give  me  liberty  or  give  me  death.”  Today  these  words  would  be 
phrased  “Depending  on  circumstances  as  they  may  now  appear  to  many  observers, 
liberty  is  to  be  desired  in  most  instances,  perhaps  even  when  an  early  demise  might  he 
the  possible  alternative.” 

The  indispensable  tools  of  the  “Age  of  Verbal  Evasiveness”  are  the  subjunctive 
mood,  the  passive  tense  of  verbs,  the  qualifying  phrase  and  the  compound  sentence. 
The  mastery  of  these  agents  of  intellectual  fogginess  is  necessary  for  success  in  all  fields 
of  activity. 

Moreover,  a dictionary  of  meanings  is  necessary.  You  must  be  able  to  translate 
these  terms  into  understandable  English.  For  example,  when  the  government  uses 
the  term  “calculated  risk”  they  mean  what  used  to  be  known  as  “taking  a chance.” 
When  a business  firm  announces  that  the  result  of  the  first  quarter’s  business  earnings 
are  “subject  to  current  statistical  analysis  and  interpretative  evaluation,”  they  mean 
that  they  haven’t  yet  figured  out  how  much  money  they  made  or  lost.  When  the  news- 
paper asserts  “according  to  Washington  observers,”  they  are  referring  to  what  their 
correspondent  heard  at  a recent  cocktail  party  in  Alexandria,  Virginia. 

Every  age  should  have  its  ideal  and  its  hero.  A likely  candidate  for  the  hero- 
ideal  of  the  “Age  of  Verbal  Evasiveness”  would  be  Tweedledee  of  “Alice  in  Wonder- 
land,” who  said,  “ Contrariwise , if  it  was  so,  it  might  be,  and  if  it  were  so,  it  would  be; 
but  as  it  isn’t,  it  ain’t.  That’s  logic.” 

A.  Harry  Chapman,  M.D. 

From  the  Greater  Kansas  City  Medical  Bulletin 
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Doctors 

If/you’d  like  to  examine 
a surgical  gut 

that’s  really  strong . . . 

really  easy  to  work  with . . 

and  really  resistant 
to  fraying, 

just  fill  out  and  mail  the  coupon  below. 

Don’t  use  much  gut  in  your  practice?  Then  perhaps 
you’d  iike  to  sample  one  (or  more)  of  our  excellent 
new  nonabsorbables.  If  so,  please  check  the 
appropriate  block. 


SUREL1 


INC. 


Pasadena,  California 


a subsidiary  of  Smith  Kline  & French  Laboratories 
Dependable  Sutures  • Dependable  Service 


Dept. 16,  Surel,  Inc.,  2005  Lincoln  Avenue,  Pasadena,  California  91103 
Please  send  me  a complimentary  sample  of 

□ Surel®  Surgical  Gut  (Plain,  Type  A)  □ Surel®  Braided  Dacron® 

□ Surel®  Surgical  Gut  (Chromic,  Type  C)  □ Surel®  Monofilament  Nylon 

□ Surel®  Braided  Silk  □ Surel®  Monofilament  Stainless  Steel 


Name 

Street  Address- 
City 


-Specialty. 


-State- 


-Zip. 
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continued  from  page  716 

the  economically  vulnerable  and  educationally 
meagre,  these  persons  are  probably  in  the  more  pre- 
carious conditions  and  the  least  likely  to  have  avail- 
able behavior  and  facilities  for  dealing  with  changed 
stress  in  ways  that  are  socially  smooth  and  easy.  They 
cannot  take  part  in  the  gratifications  of  jet  trans- 
portation and  exotic  vacationing  to  expand  horizons 
in  a shrinking  world;  they  cannot  use  space  in 
Mexico  or  Hawaii  or  Europe  as  variations  from 
diminishing  space  at  home.  They  have  few  lobbyists 
in  Washington  and  their  state  capitols. 

Violence,  and  the  prospect  of  even  greater  dis- 
order than  we  have  known,  is  as  real,  and  usually 
as  frightening,  for  the  poor  and  soeio-eeonomically 
unintegrated  citizen  of  the  United  States  as  for  the 
affluent  citizen.  The  poor  know  that  relative  to  the 
affluent  they  get  poorer,  the  wealthy  know  they  will 
get  wealthier,  barring  a drastic  change  in  our  world. 
Yet  we  all  should  know  that  the  rich/poor  division 
and  the  white/non-white  dichotomy  of  our  national 
and  world  society  cannot  be  tolerated  as  it  has 
been.  We  know  that  violent  upheaval  is  likely  to  oc- 
cur when  gradual  change  does  not  provide  a rear- 
rangement of  strong  divisive  forces  in  a rigid  or 
closely  knit  structure.  Martin  Luther  King  wrote, 
“The  storm  is  rising  against  the  privileged  minority 
of  the  earth,  from  which  there  is  no  shelter  in  iso- 
lation and  armament.”  Yet,  governments,  and  the 
power  groups  within  nations,  as  well  as  those  who 
might  have  political  power  but  largely  abrogate  it 
it  in  their  materialistic  preoccupation,  appear  willing 
to  gamble  that  devastation  will  not  be  theirs,  in 
their  city  or  their  country,  nor  too  costly  if  it  does 
occur  there.  We  have  learned  to  ward  off  fear  of 
nuclear  disaster  rather  effectively,  as  we  were  long 
able  to  avoid  confrontation  with  racism. 

You  wrote  in  your  letter  that  in  much  of  what 
is  done  by  government  there  is  often  failure  to  take 
measures  which  would  save  us  a great  deal  of 
anguish.  This  may  be  so,  but  such  failures  often 
mirror  the  demands  of  influential  parts  of  our  so- 
ciety. What  is  needed,  I believe,  is  not  some  illusory 
conviction  of  the  truth  or  the  specific  way  to  the 
public  and  private  good,  but  important  new  concepts 
and  new  arrangements  of  values  which  influence 
political  and  governmental  decisions.  We  need  to  be 
open  to  new  questions,  and  new  answers  to  old 
questions,  if  we  truly  want  to  change  our  condition. 
As  examples:  The  relationship  of  “rights”  such  as 
property  rights  and  human  rights  and  their  expres- 
sion in  law  and  public  policy;  the  relationship  and 
interaction  of  profit-incentive  arrangements  and 
productivity,  and  individual  identity  and  responsi- 
bility; national  sovereignty  and  the  optimal  develop- 
ment of  material  and  human  resources  for  inhabi- 


tants of  our  small  planet— these  seem  to  me  some 
areas  of  common  concern  which  we  need  to  struggle 
wi  th  in  open,  educated  discussion.  We  need  to 
emphasize  the  openness  of  discussion,  and  be  willing 
to  think  new  thoughts  as  well  as  to  prize  old  con- 
victions, and  to  look  at  the  criteria  and  values  we 
use  in  reacting  to  the  varied  meanings  we  find. 

We  have  a pressing,  urgent  necessity  to  be  the 
most  humane  and  human  persons,  and  nations  or 
communities,  we  can  possibly  be.  Significant  change 
and  development  is  an  essential  part  of  the  process 
of  being  human  and  humane.  We  need  to  continue 
to  evolve,  not  be  healed  or  treated. 

Sincerely, 

SAMUEL  GOLDENBERG,  PH.D. 

Pocatello,  Idaho 

Editor,  NORTHWEST  MEDICINE: 

I wanted  to  take  the  opportunity  to  answer  your 
letter  of  June  7,  1968.  I have  been  thinking  about 
some  of  the  questions  you  asked  and  these  ques- 
tions have  given  me  the  incentive  to  collect  some 
ideas  and  thoughts  and  write  about  them. 

Max  Rafferty  has  put  it  this  way: 

“Feeling  guilty  these  days,  friends?  Looking 
sheepishly  over  your  glasses  at  all  and  sundry 
just  because  you’re  an  American?  Taking  all 
the  woes  of  the  world  on  your  sagging  shoulders 
with  the  hangdog  look  of  a reluctant  martyr? 
Don’t  try  to  kid  me,  you  know  you  are.  How 
could  you  help  it?  There  seems  to  be  a kind  of 
conspiracy  afoot  to  make  all  of  us  feel  this  way. 
Everybody  and  his  grandmother  are  currently 
exhorting  the  rest  of  us  to  beat  our  breasts  and 
head  for  the  wailing  wall,  there  to  confess  be- 
fore a sardonic  world  the  crime  of  being  rich, 
powerful,  and  unpopular.  More,  we’re  being 
asked  to  repent  for  the  sins  of  our  ancestors 
as  a sort  of  jackpot  bonus  to  this  orgy  of 
abasement. 

“In  short,  we  are  guilty  of  the  crime  of  being 
Americans  and  of  having  an  American  heritage. 
This,  my  friends,  is  something  new;  the  first 
generation  of  Americans  to  be  urged  to  be 
ashamed  of  themselves. 

“I’m  tired  of  being  told  how  disliked  we 
Americans  are,  how  mercenary,  how  war-like, 
how  imperialistic,  and  so  on,  all  the  way  down 
the  dreary  modernized  list  of  the  Seven  Deadly 
Sins.  Claptrap!  I’ll  be  glad  to  repent  for  some- 
thing I’ve  done  wrong,  but  I’ll  be  hanged  if 
I’ll  repent  for  something  somebody  else  did. 

So  I’m  here  to  say  a good  word  for  the  United 
States  of  America  for  a change,  and  in  the  pro- 
cess I’m  entering  an  overall  plea  of  “Not  Guilty 
to  the  charges  above.” 

He  then  lists  some  specific  statements. 

“1.  It’s  not  my  fault  as  an  American  that  there 
is  mass  starvation  in  Asia. 

2.  Neither  do  I blame  myself  or  my  country 
for  the  ghastly  civilian  suffering  in  the  Viet- 
nam ordeal. 
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3.  I don’t  feel  guilty  either  about  mounting 
crime  in  our  big  cities,  because  I’m  not  com- 
mitting any  of  it. 

4.  I’m  not  guilty  of  racial  discrimination,  nor 
of  the  tragedies  which  spring  from  it. 

5.  I’m  not  responsible  for  the  dirty  novels, 
the  perverted  stage  plays  and  filthy  movies 
of  today,  because  I don’t  patronize  them. 

6.  I’m  not  guilty  of  neglecting  my  children 
and  neither  are  you. 

7.  Finally,  America  is  not  guilty  of  all  the 
things  the  crepe  hangers  are  accusing  her  of.” 

1 do  not  believe  that  gun  control  will  help  cut 
down  the  crime  or  killing  in  America.  It  is  part 
of  the  communist  plan  to  register,  license,  then 
confiscate  the  arms  of  the  people  of  America.  This 
makes  the  taking  over  of  our  country  by  the  Com- 
munists or  a dictator  easy  when  the  people  have 
no  way  to  resist.  This  same  plan  has  been  used  in 
most  of  the  countries  now  under  the  rule  of  the 
Communists,  e.  g.,  Cuba,  the  Balkan  countries, 
Algeria. 

We  need  more  stringent  and  firmer  handling  of 
criminals  who  use  weapons  of  the  kind  to  produce 
murder  or  crime.  We  need  to  give  back  to  the  police 
and  the  courts  their  authority  to  deal  quickly,  firmly, 
and  justly  with  law-breakers  and  criminals. 

We  as  a nation  are  not  insane,  nor  do  we  have 
an  illness.  We  are  being  led  astray  by  our  govern- 
ment and  socialistic  planners  who  are  following  the 
Marxist-Lenin  program. 

George  S.  Schulyer  has  written  a summary  in 
Review  of  the  News  for  June  26,  1968,  which  ex- 
plains in  detail  what  is  behind  the  happenings  in 
our  country,  and  in  the  world  for  that  matter.  He 
has  entitled  it: 

“Collective  Guilt” 

“The  civilized  minority  observes  with  alarm 
the  ominous  spread  of  the  infantile  paralysis 
of  New  Leftism  and  Black  Power,  the  progres- 
sive pollution  of  our  ecology,  the  recurrent  in- 
cineration of  our  cities,  and  worsening  corrup- 
tion of  our  government. 

It  likewise  notes  with  apprehension  the  in- 
creasing distemper  of  collective  guilt  which  is 
meant  by  its  promoters  to  be  the  prelude  to 
our  ultimate  enslavement  by  the  architects  of 
Communist  disaster.  Primitive  necromancers 
in  the  dank  rain  forest  of  tropical  Africa  have 
for  ages  controlled  and  conquered  by  inducing 
in  their  victims  a sense  of  guilt  for  imagined 
crimes,  and  leading  inevitably  to  death.  Now, 
it’s  happening  here. 

After  a century  of  brainwashing  by  asocial 
witch  doctors  (Socialists,  Fabians,  Anarchists, 
Syndicalists  and  Communists),  the  minds  of  our 
opinion-  and  decision-makers  have  been  so 
manipulated  by  these  psychotic  verbalists  that 
we  are  rapidly  approaching  a freak-out  and 
about  to  substitute  for  our  national  anthem  the 
once  poular  ditty  “I’m  Sorry,  Dear.” 

The  mob  manipulators,  whose  Zion  is  the  world 
collectivist  state  which  the  United  Nations  was 


established  to  administer,  are  intent  on  the  goal  of 
global  slavery  from  which  there  is  no  return.  The 
carrot  dangling  from  the  end  of  their  hypodermic 
has  been  the  lure  of  something-for-nothing  and  per- 
petual peace  and  plenty;  a halcyon  era  of  leisure, 
laziness  and  libertinism  amounting  to  a mirage  in 
the  desert  of  subjugation;  the  whole  to  be  mechan- 
ized and  computerized  to  relieve  the  obligation  of 
thinking.  This  is  the  Nirvana  of  the  opium  smoker. 

So,  a whole  nation  has  been  led  to  apologize  for 
its  actions,  to  regret  its  history,  to  lug  its  “crimes” 
out  of  the  closet  for  oafish  inspection,  to  deplore 
its  unparalleled  socio-economic  system  as  a great 
offense,  to  concede  that  our  manners  and  morals 
might  be  improved  by  substituting  those  of  the 
barnyard,  the  jungles,  or  the  bogs  of  the  Amazon. 

Thus,  we  are  sorry  for  our  greatness  and  our 
strength,  and  that  is  always  the  prelude  to  surren- 
der. We  are  sorry  that  we  have  all  that  stockpile 
of  hydrogen  bombs,  2,000-mile-an-hour  air  fleets, 
scores  of  atomic  submarines;  and  our  pacifists  want 
us  to  slow  up  and  mark  time  until  the  Communist 
terrorists  catch  up  and  compel  our  surrender,  prefer- 
ably without  firing  a shot. 

We  are  sorry  because  the  most  and  best  food  in 
the  world  is  produced  right  here  in  the  U.S.A., 
and  we  feel  guilty  because  the  Bashkirs,  the  Yemen- 
ites and  the  Bolivians  do  not  eat  as  well  as  we,  not 
having  improved  their  methods  of  food  production 
since  their  ancestors  leaped  from  the  primordial 
slime. 

We  are  sorry  because  our  affluent  citizens  vaca- 
tioning on  foreign  strands  and  traveling  in  super- 
sonic palaces  of  the  air  to  Hilton  caravansaries 
flaunt  their  wealth  before  impoverished  peasants 
and  bark  impatiently  for  laundered  napery  and  bug- 
less dining  rooms.  They  should,  it  is  held,  be  more 
modest  and  unassuming,  after  struggling  a lifetime, 
saving  their  money,  and  finally  escaping  from  the 
rat  race.  They  should  apologize  to  the  pantless 
aborigines  for  coming  among  them  and  expecting 
to  avoid  filthy  food  and  pig-sty  hostelry. 

Our  apologists  bemoan  the  fact  that  whereas  we 
have  ample  space  in  which  to  live,  the  unhappy 
natives  of  India,  China,  Indonesia  and  lesser  breeds 
without  the  law  are  stacked  together  like  cordwood; 
and  that  we  should  assuage  our  guilt  by  giveaways 
to  nurture  three-toed  Caribs  from  our  bounty  and 
teach  them  the  benefits  of  planning  and  restraint. 

We  feel  guilty  for  not  being  more  sympathetic 
and  cooperative  with  the  Iron  Curtain  bandits,  let- 
ting them  benefit  by  trade  and  theft  from  our  scien- 
tific and  industrial  superiority,  while  they  arm  and 
munition  our  enemies,  and  smuggle  in  subversive 
and  pornographic  literature  and  photos  of  unspeak- 
able perversions. 
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The  Communist  conspirators,  and  their  Socialist 
and  Fabian  friends,  realized  from  the  beginning  of 
their  warfare  against  civilization  that  they  could 
not  alone  induce  the  mass  hypnosis  necessary  to  the 
enervation  and  destruction  of  free  enterprise.  There 
had  to  be  a simultaneous  internal  attack  on  the 
foundation  and  super-structure  of  capitalist  society, 
the  Golden  Age  of  humanity,  even  as  it  taught  the 
world  the  way  to  plenty.  Victorian  morality  had  to 
go,  they  knew,  and  in  its  place  must  reign  the 
gambols  of  Heliogabalus.  Class  distinctions,  exist- 
ing since  Adam  in  every  society,  had  to  go  too,  and 
democracy  be  leveled  downward  and  the  only  dis- 
tinctions become  a matter  of  politics.  Marriage  was, 
of  course,  a major  target  of  the  reformers,  most  of 
whom  scorned  any  concern  with  the  next  genera- 
tion; and  what  children  emerged  from  sexual  union 
were  to  be  reared  by  social  workers. 

The  conspirators  needed  help,  and  the  best  avail- 
able source  from  which  to  get  it  was  the  ranks  of 
the  bourgeoisie,  the  prime  beneficiaries  of  capitalist 
enterprise,  invention,  production,  public  health  and 
expanded  educational  facilities.  Their  targets  were 
young  over-educated  men  and  women  in  revolt 
against  order,  discipline,  dedication  and  manners, 
who  panted  to  exchange  a new,  unknown  world 
for  the  better  world  flourishing  about  them,  and 
which  they  were  too  craven  to  defend,  even  as  here 
and  now.  Their  hearts  bled  for  the  poor  who  had 
actually  never  had  it  so  good.  They  ranted  against 
prevailing  imperialism  and  colonialism  which  pro- 
vided primitives  their  first  regular  provender  since 
they  reluctantly  stopped  seeing  to  population  con- 
trol by  eating  one  another.  They  turned  upon  the 
callow  and  naive  all  of  the  pernicious  doctrines  of 
De  Sade  and  Masoch  and  Sappho,  and  they  ridi- 
culed and  undermined  the  Faith  of  the  Fathers 
which  sustain  those  in  adversity  and  travail. 

This  whole  generation  of  vipers  wrote,  sang, 
painted  and  sculpted  a paen  to  indulgence  and 
decadence,  and  in  their  salons,  Fabian  nests,  and 
studios  they  swarmed  like  famished  termites  around 
the  central  theme  of  destruction  of  the  society  which 
bred  them.  They  were  avid  to  bite  the  hand  that 
fed  them— even  gnaw  it  off.  There  is  a certain 
acerbic  irony  in  the  young  devouring  the  old. 

So  the  guilt  was  born  and  nurtured,  and  so  the 
Red  conspirators,  the  Sidney  and  Beatrice  Webbs, 
the  John  Maynard  Keyneses,  the  George  Bernard 
Shaws,  the  Oscar  Wildes,  and  assorted  “intellectual” 
deviationists,  fought  to  undermine  society  and  pave 
the  way  for  1984.  The  Satanic  schemers  holed  up 
in  sundry  expatriate  cellars,  attics,  and  villas  would 
have  been  derelict  in  their  duty  to  the  Dark  Prince 
had  they  not  utilized  this  great  international  re- 
source. Thus,  “guilt”  became  a weapon.  The  rep- 
tile press,  hot  for  circulation,  further  undermined 


public  assurance.  The  educational  bureaucracy, 
whose  expansion  established  an  unshaken  grip  on 
taxpayers  and  students  alike,  regimented  thinking. 
Then  came  the  final  affliction  of  Dadaism,  prole- 
tarian literature  and  pop  art. 

It  was  by  just  such  manipulation  that  the  efforts 
of  the  Intercollegiate  Socialist  Society  (founded  by 
Walter  Lippmann,  Heywood  Broun,  et  al)  metamor- 
phosed into  the  League  for  Industrial  Democracy 
and  a branch  called  Americans  for  Democratic 
Action,  and  created  the  American  mass  guilt  com- 
plex-causing it  to  grow  and  grow.  All  that  was 
wrong  was  due  to  something  the  nation  had  done, 
and  should  be  undone— immediately,  if  not  sooner— 
by  turning  to  Bolshevik  remedies.  The  vital  middle- 
class  voices  which  shaped  opinion  with  their  con- 
tinuous apologies  and  accusations  became,  perhaps 
unwittingly,  the  architects  of  psychological  disaster. 
We  became  sorrier  and  sorrier  because  we  had  not 
done  enough  for  the  Little  Nells  across  the  world, 
and  felt  guiltier  and  guiltier  because  we  had  failed 
to  make  Every  Man  a King  residing  in  a suburban 
Taj  Mahal. 

No  one  in  the  Red  camp  understood  the  drift 
better  than  the  Romanian,  Georgi  Dimitrov,  one- 
time General  Secretary  of  the  Communist  Inter- 
national. He  said: 

“As  the  Soviet  Power  grows,  there  will  be 
greater  aversion  to  Communist  parties  every- 
where. Let  our  friends  do  the  work.  We  must 
always  remember  that  one  sympathizer  is  gen- 
erally worth  more  than  a dozen  militant  com- 
munists. A university  professor  who,  without 
being  a party'  member,  lends  himself  to  the 
interest  of  the  Soviet  Union,  is  worth  more 
than  a hundred  men  with  party  cards.” 

Yes,  that’s  what  the  man  said.  What  a prophet 
he  was! 

In  the  West  it  was  the  Fabians  and  Socialists 
(with  collectivist  objectives)  who,  sparked  by 
preachers  and  professors,  stirred  the  enervating 
process  of  collective  guilt;  whilst  in  the  East  more 
sanguinary  methods  reminiscent  of  Genghis  Khan 
and  Tamerlane  were  used  on  the  fodder  of  the 
concentration  camps  in  Siberia  and  China  to  force 
obedience  to  the  commissars. 

The  Russians  have  not  fooled  us  into  psycholog- 
ical surrender;  it  has  been  our  own  middle-  and 
upper-class  opinion-shapers  and  managers  that  have 
stimulated  our  mass  guilt.  Of  course,  while  the 
latter  have  insisted  that  you  can  do  business  with 
the  Soviets,  that  they  are  mellowing,  and  that  soon 
we  shall  all  be  cavorting  in  one  kingsize  bed  to- 
gether, Karl  Marx  said: 

“Russia’s  policies  are  unchangeable— Her 
methods  and  her  maneuvers  may  change  but 
the  lodestar  of  her  policies,  the  aim  of  ruling 
the  world,  is  fixed.” 

continued  on  page  794 
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treated  with 
Parafon  ForteWs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Picture  of 
torticollis 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
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As  far  back  as  June  9,  1918,  Felix  Dzerzhinsky, 
head  of  the  Extraordinary  Committee  for  the  Sup- 
pression of  the  Counter-Revolution  put  it  this  way: 
“We  stand  for  Organized  Terror— this  should  be 
frankly  admitted.” 

V.  Molotov,  “the  Hammer”  who,  after  signing 
the  Hider-Stalin  non-aggression  pact  in  August, 
1939,  declared  Fascism  to  be  “just  a matter  of 
taste,”  made  another  statement  which  one  would 
w ish  could  have  wider  currency  among  those  with 
guilt  complexes  about  our  place  in  the  world  and 
our  alleged  addiction  to  colonialism-imperialism. 
The  man  said: 

“In  the  long  run,  a parallel  existence  of  our 
Soviet  state  with  the  rest  of  the  world  will  be 
impossible.  This  conflict  can  only  be  solved  by 
force  of  arms  in  a bloody  struggle.  There  is  no 
other  solution.  No  other  solution  is  possible.” 

Do  Kosygin  and  Brezhnev  agree  with  this  ex- 
pression of  peaceful  co-existence?  Krushchev  frankly 
warned  that  “We’ll  bun'  you.”  And,  you  can  bet 
it  wasn’t  because  a member  of  the  Gravediggers’ 
Union. 

Among  the  chief  architects  of  this  collective  guilt, 
and  the  least  excusable,  are  the  perverted  reverend 
clergy  whose  hunger  for  Bolshevism  is  unsurpassed. 
Steadfastly  flying  in  the  face  of  facts,  they  reach 
out  in  unholy  ecumenism  to  shake  the  bloody  paw's 
of  the  exterminators  of  the  Russian  clergy.  In  all 
history  there  has  never  been  such  a slaughter  of 
the  religious  as  that  staged  behind  the  Iron  Cur- 
tain. Men  of  God  were  the  principal  eggs  broken 
to  make  the  omelette  of  Lenin,  Trotsky,  and  Stalin, 
while  our  “Liberal”  clergymen  looked  the  other  way. 
Today  commissars  concealed  in  priestly  vestments 
run  the  Russian  church  and  travel  abroad  to  repre- 
sent the  unfortunate  Communist  serfs  in  conferences 
of  the  World  Council  of  Churches. 

Meanw'hile,  we  are  asked  to  be  sorry  because 
there  is  not  closer  rapport  between  our  religious 
and  those  wTho  slavishly  do  the  Kremlin’s  bidding. 
Our  preachers  idiotically  call  for  “understanding” 
between  us  and  their  Russian  anti-Christian  breth- 
ren of  the  cloth  w'ho  also  pose  as  Christians. 

Many  of  our  intellectuals  even  apologize  for  our 
reluctance  to  accept  the  dirty  foreign  books  and 
films  deliberately  sent  to  corrupt  our  youth.  Today 
censorship  boards  have  almost  become  anachro- 
nistic as  every  practice  condemned  in  Holy  Writ  is 
depicted  leeringly  and  public  decadence  grow'S.  As 
it  has  in  every  past  society,  this  sort  of  thing  is 
the  open  sesame  to  destruction.  It  is  notew'orthv 
that  such  corrupting  influences  were  long  one  of 
the  main  exports  from  behind  the  Iron  Curtain— 
until  we  began  manufacturing  them  ourselves! 

Still,  there  are  yet  those  who  jeer  that  we  are 
not  sufficiently  avant-garde;  those  w'ho  are  im- 


patient w'ith  the  speed  of  the  ethical  and  moral 
deterioration  of  our  social  fibre— as  if  permissiveness 
had  not  gone  far  enough.  Now,  our  schools  are 
teaching  sex  practices  in  the  classroom  and  have 
classes  studying  the  w'orks  of  Malcolm  X.  Neither 
Nazis  nor  Communists  even  went  that  far,  but  we 
Americans  tend  to  feel  guilty  if  we  are  not  pro- 
gressive. 

We  senselessly  debate  the  morality  of  bombing 
Hanoi  and  approve  the  decision  not  to  molest  the 
unloading  in  Haiphong  harbor  of  the  arms  and 
munitions  sent  for  the  destruction  of  our  boys. 
Copping  the  plea  of  non-escalation  of  the  war,  we 
permit  enemy  sanctuary  in  lands  adjacent  to  the 
theater  of  conflict  and  restrain  our  air  fleets  from 
bombing  Chinese  railroads  fetching  weapons  for 
the  North  Vietnamese.  We  were  not,  of  course,  so 
kindly  disposed  to  the  enemy  when  we  were  erasing 
the  cities  of  Germany  and  Japan.  Nor  did  we  hesi- 
tate to  invade  North  Korea  in  a braver  moment 
after  MacArthur  made  the  brilliant  Inchon  landing. 

Since  the  removal  of  MacArthur  and  the  subse- 
quent sellout  in  Korea  demonstrated  the  full  conse- 
quences of  the  United  Nations’  influence  and  direc- 
tion, we  have  come  to  feel  more  and  more  guilty 
about  winning  against  our  enemies.  We  beg  and 
plead  for  them  to  come  to  the  peace  table  “any 
time  and  any  place”  instead  of  bombing  them  into 
unconditional  surrender. 

In  the  mid-Fifties  we  proudly  paraded  in  Ger- 
many the  first  atomic  cannon.  It  may  be  there  now, 
though  it  and  a lot  of  others  ought  to  be  on  the 
Vietnam  war  front,  ready  to  so  contaminate  the 
demilitarized  zone  that  not  even  worms  could  pass 
through  for  years.  Why  have  we  not  done  so? 
Doubtless  because  of  our  feelings  of  collective 
guilt;  because  we  are  sorry  for  the  poor  North 
Vietnamese  and  the  Vietcong  whose  only  real  con- 
cern is  murdering  anti-Communist  peasants  or  bury- 
ing them  alive  to  extend  Communism  to  the  South. 

In  our  stupid  permissiveness  we  can  fluoridate  the 
water  of  2,000  American  reservoirs,  to  the  advan- 
tage of  no  one  except  the  .Aluminum  Trust,  but  we 
would  feel  tremendously  guilty  if  our  air  force 
dumped  fluorides  into  the  reservoirs  of  North  Viet- 
nam in  quadruple  doses.  We  would  be  sorry,  of 
course,  if  we  used  every  horrible  facility'  to  win 
against  our  admitted  enemies— but  we  shall  be  a 
lot  sorrier  if  we  are  herded  off  to  concentration 
camps  and  personally  undergo  the  meagre  fare  and 
amorality  of  the  Communist  state. 

America  is  great.  It  is  unsurpassed  in  human 
history  as  a society  which  has  furnished  everything 
to  the  most  people  and  been  a beacon  of  freedom 
and  enlightenment  to  the  whole  world.  We  have 
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OMNI-TUSS 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Vl  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 
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You  can  be  there 
withNCMETV! 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed- circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 
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no  reason  to  apologize,  nothing  to  deplore,  no  rea- 
son for  feeling  collective  guilt,  nothing  to  excuse.  As 
for  the  problems  of  American  Negroes,  we  have  the 
only  multiracial  society  in  the  world  where  multi- 
racialism works  and  class  mobility  is  a reality.  Man 
being  imperfect,  no  society  can  achieve  perfection, 
and  it  is  a fraud  to  pretend  that  it  can;  but  America 
has  come  closer  to  it  than  any  other  society,  past 
or  present. 

So  we  have  another  bigger  and  more  crucial  war 
to  fight;  the  war  against  collective  guilt  that  in- 
evitably leads  to  defeat  and  disaster;  the  war  for 
pride  and  patriotism;  the  war  for  order,  discipline, 
and  respect  for  our  individual  and  collective  achieve- 
ments. Here  in  Fortress  America,  beleaguered  by  a 
hostile  world,  let  us  hold  our  heads  high,  keep  our 
powder  dry,  and  extirpate  defeatism. 

There  is  more  here  to  conserve  than  anywhere 
else,  and  it  is  the  task  of  Conservatism  to  challenge 
and  defeat  the  copperheads;  to  revitalize  the  ethical 
concepts  and  moral  imperatives  that  have  made 
America  great.  It  is  the  Conservative  task  to  expose 
and  cast  out  the  defeatists,  doubters,  wheeler- 
dealers,  crooks,  and  corruptionists  now  swarming 
on  every  level.  It  is  the  Conservative  task  to  lance 
the  boils  of  sexual  filth  and  halt  the  moral  decline. 
The  Conservatives  must  lead  the  crusade  for  respon- 
sibility, decency  and  patriotism,  and  we  must  do  it 
before  the  hour  grows  too  late  and  while  our  brain- 
washed millions  can  still  be  snatched  from  the 
abyss  of  craven  surrender. 

We  must  forget  “guilt”  and  forever  remember 
General  MacArthur’s  immortal  words:  “There  is  no 
substitute  for  victory!” 

We  must  do  the  things  Mr.  Schuyler  has  listed 
and  get  back  to  constitutional  government.  I believe 
the  Constitution  was  given  to  us  by  inspired  men 
from  God,  who  formed  this  collection  of  checks  and 
balances  to  guide  us  to  the  utmost  of  our  national 
opportunities.  It  is  still  the  only  hope  we  have  to 
bring  us  back  to  the  greatness  America  has  been. 
Since  the  constitution  is  divinely  inspired,  it  seems 
to  me  that  the  habitation  and  bounds  for  the  peoples 
of  the  earth  are  there  by  the  will  and  plan  of  God. 
If  this  be  the  case,  can  we  expect  to  change  these 
things  without  His  help  and  approval? 

We  have  been  drifting  away  from  the  closeness 
we  need  to  God,  and  because  of  this  we  are  not 
keeping  His  first  Commandment  which  is  to  love 
Him  with  all  our  heart,  mind,  and  strength.  The 
second  Commandment  follows  that  we  should  love 
our  neighbors  as  ourselves.  It  seems  to  me  the 
majority  of  Americans  have  lost  this  touch  with 


God  and  His  love,  thus  loosing  Him  and  the  love 
for  each  other. 

He  has  said  if  you  love  me,  you  will  keep  my 
Commandments.  This  is  a simple  statement  and 
refers  to  the  10  Commandments  in  the  Old  Testa- 
ment and  many  others  given  at  various  times  in 
history.  The  Hippies  of  today  profess  they  base 
their  actions  on  love  and  a Christ-like  life,  but  that 
is  about  as  far  as  they  go.  They  do  not  keep  the 
Sabbath  Holy,  themselves  clean,  refrain  from  lasci- 
viousness, and  immorality.  God  has  said  His  spirit 
cannot  dwell  in  an  unclean  Tabernacle  (body),  and 
so  many  shut  Him  out  of  their  lives  on  that  basis 
alone. 

God  doesn’t  like  war,  but  uses  it  to  bring  about 
His  purposes. 

In  Revelations  it  tells  of  war  in  heaven  before  the 
earth  was  organized.  Difference  of  opinion  and  lack 
of  force  is  a God  given  principle,  but  so  are  the 
consequences  which  follow  once  one  makes  that 
choice. 

In  our  time  as  in  other  generations  we  have  been 
subjected  to  the  teaching  of  those  who  champion 
“modern”  morality  and  support  irresponsible  self- 
expression  in  matter  of  sexual  conduct,  based  not 
upon  the  law  of  God,  but  upon  the  individual’s 
feeling  of  what  is  good  for  him. 

Peter  had  something  timeless  to  say  about  such 
“leaders”  2,000  years  ago. 

Presumptious  are  they,  self  willed,  they  are  not 
afraid  to  speak  evil  ...  of  the  things  that  they 
understand  not;  and  shall  utterly  perish  in  their 
own  corruption  . . . Having  eyes  full  of  adul- 
tery . . . ; beguiling  unstable  souls;  . . . These 
are  wells  without  water,  clouds  that  are  carried 
with  a tempest;  to  whom  the  mist  of  darkness 
is  reserved  forever.  For  when  they  speak  great 
swelling  words  of  vanity,  they  allure  through 
the  lust  of  the  flesh  . . . those  that  were  clean 
escaped  from  liberty,  they  themselves  are  the 
servant  of  corruption  ...  2 Peter  2:10-20 

To  sum  up  what  has  been  said  then  nothing  is 
new,  only  different  places  and  times.  From  before 
the  earth  was  organized  to  the  present  time,  two 
forces  have  been  operative,  Good  and  Evil,  light 
and  darkness,  life  and  death,  pleasure  and  pain, 
joy  and  sadness,  Eros  and  Thanatos.  These  terms 
are  given  to  help  explain  the  forces.  All  light  and 
goodness  for  mankind  comes  from  God.  That  which 
is  not  good  for  him  comes  from  Satan  who  uses 
deceit,  force,  lies,  and  appeals  to  man’s  baser  na- 
ture to  thwart  God’s  plan  of  happiness  and  eternal 
opportunities  for  His  children. 

What  road  will  America  finally  decide  to  take? 

Sincerely, 

S.  WAYNE  SMITH,  M.D. 
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Meapirw  -pharmaceuticals  created  for  your  specialized  clinical  needs 


She  relies 
on  your 
eptive 


advice 
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She  can  expect  to 
continue  Oracon  for  years 

ORACON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink— Dimethi- 
sterone,  25  mg.,  and  Ethinyl  Estradiol,  0.1  mg.  Tablets 

Only  4.4%  of  patients 
taking  Oracon  discontinued 
it  because  of  side  effects 


Okacon  in  a total  conception-control 

program.  Generally,  withdrawal  bleeding  is  compara- 
ble to  her  usual  menstrual  flow,  even  after  prolonged  use. 
Incidence  of  amenorrhea  was  less  than  1%  in  original 
studies.  Breakthrough  bleeding  occurred  in  only  1.5% 
of  full  cycles  completed,  and  intractable  monilial  vagini- 
tis was  not  reported. 

Patients  can  continue  Oracon  comfortably.  For  years. 
Although  a cause  and  effect  relationship  has  been 
neither  established  nor  disproved,  alertness  to  the  pos- 
sibility of  serious  occurrences  such  as  thromboembolism 
is  necessary  in  any  program  with  any  oral  contraceptive. 
Contraindications,  medical  ramifications,  and  long- 
range  considerations  in  the  use  of  Oracon,  the  same  as 
those  for  all  oral  contraceptives,  follow. 

Mead  Johnson  also  offers  these  important  prerequisites 
for  success  in  a conception-control  program:  information 
for  the  patient  to  help  her  understand  conception  con- 
trol; and  packaging  to  guide  her  in  using  the  product 
correctly,  according  to  your  directions. 

to  guide  you  in  prescribing  OR  VCON 

Indication:  Oral  contraception. 

Effectiveness:  Although  some  pregnancies  have 
occurred  while  on  therapy,  oral  contraception  is  the 
most  effective  method  known. 

Mechanism  of  Action:  Gonadotropin  suppression. 
Contraindications:  Thrombophlebitis,  history  of 
thrombophlebitis  or  pulmonary  embolism;  liver  dys- 
function or  disease;  known  or  suspected  carcinoma  of 
breast  or  genital  organs;  undiagnosed  vaginal  bleeding. 
Warnings:  Discontinue  medication  pending  examina- 
tion if  there  is  sudden  partial  or  complete  loss  of  vision, 
or  if  there  is  a sudtlen  onset  of  proptosis,  diplopia,  or 
migraine.  If  examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication  should  be  with- 
drawn. Since  the  safety  of  Oracon  in  pregnancy  has  not 
been  demonstrated,  it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive  periods,  preg- 
nancy should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of  pregnancy  should 
be  considered  at  the  time  of  the  first  missed  period. 
Detectable  amounts  of  the  active  ingredients  in  oral 


contraceptives  have  been  identified  in  the  milk  of 
mothers  receiving  these  drugs.  The  significance  of  this 
to  the  infant  has  not  been  determined. 

Precautions:  The  pretreatment  physical  examination 
should  include  special  reference  to  breast  and  pelvic 
organs,  as  well  as  a Papanicolaou  smear.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment 
with  Oracon.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  Oracon,  it  is  recommended  that  they  be 
repealed  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  estrogen-progestogen 
preparations,  pre-existing  uterine  fibromyomata  may 
increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  might  be  in- 
fluenced by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation.  Oracon  should  be  used  with  caution  in  pa- 
tients with  a history  of  cerebrovascular  accident.  In  re- 
lation to  breakthrough  bleeding,  as  in  all  cases  of 
irregular  bleeding  per  vaginam,  nonfunctional  causes 
should  be  borne  in  mind.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnostic  measures  are 
indicated.  Patients  with  a history  of  psychic  depression 
should  be  carefully  observed  and  the  drug  discontinued 
if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Oracon  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits 
further  study.  A decrease  in  glucose  tolerance  has  been 
observed  in  a small  percentage  of  patients  on  oral  con- 
traceptives. The  mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Oracon  therapy.  Because  of 
the  occasional  occurrence  of  thrombophlebitis  and  pul- 
monary embolism  in  patients  taking  oral  contraceptives, 
the  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  the  disease.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  Oracon  should  be  used  judi- 
ciously in  young  patients  in  whom  bone  growth  is  not 
complete.  The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  Oracon  may 
mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Oracon  therapy  when  relevant 
specimens  are  submitted. 

Side  Effects:  The  following  adverse  reactions  have  been 
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observed  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleed- 
ing. spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tender- 
ness, enlargement,  secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical  erosion  and  cervical 
secretions,  suppression  of  lactation  when  given  immedi- 
ately post  partum,  cholestatic  jaundice,  migraine,  rash 
(allergic),  rise  in  blood  pressure  in  susceptible  individu- 
als, mental  depression.  Although  the  following  have 
been  reported  as  side  effects  in  users  of  oral  contracep- 
tives, no  cause  and  effect  relationship  has  been  estab- 
lished: anovulation  post-treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cys- 
titis-like  syndrome,  headache,  nervousness,  dizziness, 
fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme,  erythema  nodosum,  hemorrhagic  eruption, 
itching.  Post-marketing  experience  with  Oracon  has 
revealed  that  hypermenorrhea  and  acne  may  also  occur. 
The  following  occurrences  have  been  observed  in  users 
of  oral  contraceptives.  A cause  and  effect  relationship 
lias  neither  been  established  nor  disproved:  thrombo- 
phlebitis, pulmonary  embolism,  neuro-ocular  lesions. 

1'he  following  laboratory  results  may  be  altered  by  the 
use  of  oral  contraceptives:  increased  sulfobromophthalein 
and  other  hepatic  function  tests;  coagulation  tests  (in- 
crease in  prothrombin.  Factors  VII,  VIII,  IX,  and  X); 
thyroid  function  (increase  in  PBI  and  butanol  extract- 
able  protein  bound  iodine  and  decrease  in  Ta  values); 
metyrapone  test;  pregnanediol  determination. 
Administration:  Counting  onset  of  menses  as  Day  1 , the 
patient  starts  medication  on  Day  5 of  the  cycle  and  takes 
one  white  tablet  daily  from  Day  5 through  Day  20,  then 
one  pink  tablet  daily  from  Day  21  through  Day  25.  Pa- 
tients should  be  cautioned  to  follow  the  dosage  schedule 
strictly.  Evening  administration  is  suggested.  An  addi- 
tional contraceptive  method  is  recommended  for  the 
first  7 tablet  days  of  the  first  cycle  of  Oracon  usage.  If 
the  regimen  is  interrupted,  for  the  fullest  possible  pro- 
tection an  additional  contraceptive  method  is  recom- 
mended for  the  rest  of  the  cycle.  If  flow  should  not  occur 
by  the  7th  day  after  taking  the  last  pink  tablet,  the  next 
course  of  therapy  should  be  initiated  on  that  day, 
thereby  allowing  6 full  days  without  medication.  Some 


physicians  prefer  to  stipulate  that  the  patient  never 
allow  more  than  6 unmedicated  days  to  elapse  between 
cycles  regardless  of  the  time  of  onset  of  withdrawal 
bleeding.  If  two  consecutive  periods  are  missed,  the  pos- 
sibility of  pregnancy  should  be  considered  and  the 
patient  should  report  to  the  physician.  However,  preg- 
nancy should  be  suspected  at  the  first  missed  period  if' 
the  patient  has  deviated  from  instructions.  For  those  few 
occasions  when  breakthrough  bleeding  occurs,  the  fol- 
lowing recommendations  are  made:  (a)  Spotting.  Con- 
tinue medication,  (b)  Menstrual-type  flow.  Discontinue 
medication  and  begin  a new  medication  cycle  on  the 
fifth  day.  Because  of  the  rarity  of  frank  breakthrough 
bleeding,  especially  after  the  first  few  cycles,  it  is  not 
necessary  to  provide  the  patient  with  additional  tablets 
to  allow  for  doubling  the  dose.  Recurring  breakthrough 
bleeding,  particularly  after  the  first  few  cycles,  should  be 
reported  to  the  physician  for  further  investigation.  Be- 
cause of  the  common  occurrence  of  increased  cervical 
mucus,  it  is  recommended  that  the  patient  be  apprised 
of  this  possibility. 

Availability:  Oracon  is  available  as  16  white  and  5 pink 
tablets.  Each  white  tablet  contains  0.1  mg.  of  ethinyl 
estradiol;  each  pink  tablet  contains  25  mg.  of  dimethis- 
terone  and  0.1  mg.  of  ethinyl  estradiol.  Each  month’s 
supply  includes  patient  instructions.  Complete  details  on 
Oracon  are  available  from  Mead  Johnson  Laboratories. 

to  guide  her  in 
understanding  and  using 
conception  control 

A discussion  of  conception  con- 
trol for  brides,  "To  Plan  for  a Life- 
time, Plan  with  Your  Doctor,”  is 
one  of  several  booklets  available 
through  your  Mead  Johnson 
representative  or  directly  from 
Mead  Johnson  Laboratories. 

The  Pakette®  dispenser  helps 
prevent  patient  error  by  showing 
her  when  to  start  her  tablets  and 
when  to  take  every  tablet  all 
month  long. 


in  the  Pakette®  dispenser 

On  AGON 

16  White— Ethinyl  Estradiol,  0.1  mg.  Tablets;  5 Pink-D>meth. 
iterone,  25  mg.,  and  Ethinyl  Estradiol,  01  mg  Tablets 


Meadjdinap 

LABOR  ATO  R I E S 


® I960  MEAD  JOHNSON  « COMPANY  * EVANSVILLE.  INDIANA  47721 

59068 


"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


fUn  peptic 
1 1 Iw  ulcer: 

antacid 


solved  by 

Mylanta 

aluminum  and  J magnesium  hydroxides  plus  simethicone 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy  .*  *Danhof,  I.  E.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


WANTED  GENERAL  PRACTITIONER— To  practice  in  association 
with  five  other  physicians.  Attractive  salary  and  retire- 
ment system  with  excellent  sick  and  annual  leave  bene- 
fits. Well  staffed  medical  program.  Office-type  practice 
with  varied  pathology.  Unfurnished  housekeeping  apart- 
ment available  on  station  at  reasonable  rate.  Near  Med- 
ford. Oregon,  a growing  medical  center,  in  heart  of  beau- 
tiful Rogue  River  Valley  with  unlimited  outdoor  recre- 
ational opportunities.  Nondiscrimination  in  employment. 
For  additional  information  write,  Director,  VA  Domi- 
ciliary, White  City,  Oregon  97501. 


ORTHOPEDIST— For  65-man  clinic  serving  the  Kaiser  Health 
Plan  in  Oregon.  Starting  income  $30,000;  substantial  in- 
creases for  10  years.  Insurance  benefits,  retirement  pro- 
gram. N.  W.  Frink,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hospital,  Cle  Elum;  or  F.  J.  Rogalski, 
M.D.,  Cle  Elum,  Wash.  98922. 


TWO  GP'S  NEAR  TACOMA— Need  third  GP  for  association. 
Salary  to  begin  if  desired.  Rotate  time  off  with  three 
other  physicians.  New  150-bed  open  staff  hospital  in  town. 
Call  us  collect  (206)  TR  5-6695  during  office  hours  between 
11  and  4. 


UROLOGIST— The  Permanente  Clinic  seeks  a third  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $24,000. 
Walter  Berlin,  M.D.  The  Permanente  Clinic,  5055  N.  Gree- 
ley, Portland,  Ore.  97217. 


SALEM,  OREGON— Applications  invited  for  1st  and  2nd  yr 
psychiatric  residencies  beginning  July  1969.  Training  ac- 
credited for  3 yrs,  each  with  separate  dynamic  program. 
Emphasis  on  community  psychiatry  with  individual  super- 
vision. $12,360,  1st  yr;  $12,840,  2nd  yr;  $13,320.  3rd.  Also 
4 NIMH  Fellowships  in  basic  psychiatric  training  plus  4th 
yr  in  community  psychiatry  available.  Write  N.  B.  Jet- 
malani,  M.D.,  Dir.  Ed.  & Research,  Oregon  State  Hospital, 
Salem,  Ore.  97310. 


ESTABLISHED  35-YR.  PRACTICE— Of  deceased  physician  for 
sale  by  estate.  Office  fully  equipped.  Gross  $40,000.  Pri- 
marily allergies.  Competent  nurse  will  continue.  Contact 
Mrs.  Donald  Thompson,  410  S.  68th  Ave.,  Yakima,  Wa., 
98902,  phone  (509)  966-2749. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1.500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry.  Administrators.  Forks  Community 
Hospital.  Forks,  Wa.,  98331.  Phone  374-6271. 


GENERAL  PRACTICE  OPPORTUNITY-Quincy,  Wash.,  in  3-man 
GP  group.  One  partner  leaving  for  retirement  Social  Se- 
curity job.  Excellent  clinic  and  hospital  facilities  in  town 
of  3,400  in  Central  Washington,  servicing  an  area  of  10.C00. 
Good  schools  and  churches  in  active  growing  community 
Excellent  hunting,  fishing,  water  sports  and  skiing.  Per- 
centage to  start,  early  partnership.  Write  or  call  J.  A 
Stansfield,  M D.,  210  G St.,  S.E.,  Quincy,  Wa.,  98848,  SU 
7-3504,  home  SU  7-2207 


PHYSICIANS— The  Washington  State  Department  of  Insti- 
tutions offers  challenging  opportunities  within  the  Division 
of  Adult  Corrections,  Handicapped  Children  and  Mental 
Health.  This  is  a very  progressive  department  which 
emphasizes  individual  contribution  and  program  inno- 
vation. Available  positions  are  in  Institutions  located  in 
both  rural  and  metropolitan  settings  with  climate  varying 
from  the  dry.  warm  Wheatland  of  Spokane  to  the  milder 
coastal  temperature  of  Sedro  Woolley  in  Western  Wash- 
ington. All  positions  are  covered  under  Civil  Service  and 
benefits  include  annual  vacations,  sick  leave,  retirement, 
insurance,  etc.  Interview  and  relocation  expenses  to  Wash- 
ington will  be  paid  for  the  successful  candidates.  Write 
the  Department  of  Institutions.  Personnel,  Olympia,  Wa.. 
98501,  with  your  salary  requirements  or  call  Mr.  Arthur 
Morse,  (206  ) 753-5420  Collect. 


PSYCHIATRIST  SEATTLE  AREA— To  participate  in  a research 
oriented  community  center  seeking  to  develop  innovative 
approaches  to  meet  mental  health  and  mental  retardation 
needs.  Excellent  opportunity  for  person  interested  in  a 
career  in  community  psychiatry.  Salary  up  to  $19,572 
with  3 year  residence;  up  to  $21,588  if  board  eligible 
Contact  Ralph  Hummel,  M.D.,  Medical  Director,  Olympic 
Center,  P.  O.  Box  4099,  Wycoff  Station,  Bremerton,  Wa, 
98310,  or  call  collect  ES  7-8511. 


OPENING  FOR  TWO  GPS',  INTERNIST  & PEDIATR!CIAN-To 

join  established  GP  in  new  Med. -Dent.  Center.  Located 
in  rapidly  expanding  community  20  miles  east  of  Seattle 
Additional  GP’s  and  specialists  added  as  needed.  Write 
Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


FOUR  MAN  GROUP  OF  GP'S— Booking  for  a fifth  man  under 
45  years  of  age.  $20,000  to  start  with  full  membership  at 
end  of  one  year  if  mutually  satisfactory.  Excellent  area 
in  which  to  live  with  good  schools,  hospitals  and  recrea- 
tional facilities.  Write  Doctors  Clinic,  1038  W.  Ivy,  Moses 
Lake,  Wa.,  98837. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible. 
68-man  clinic  of  specialists  associated  with  250-bed  hospital; 
8-man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Per- 
manente Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217 


OPENING  FOR  GENERAL  PRACTITIONER— Established  GP  (18- 
years)  in  N.W.  Washington  near  Tacoma  and  Seattle  needs 
2nd  GP.  Adequate  office  space.  Lab,  x-ray,  EKG,  and  phy- 
siotherapy in  office.  Ob  necessary,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital,  new  hospital 
under  construction.  Partnership  opportunity.  Write  Box 
10-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121 


GENERAL  SURGEON  AND  PRACTITIONER— For  modern  three 
physician  medical  clinic,  adjoining  long  established  but 
new  complete  26-bed  general  hospital.  Located  in  a thriv- 
ing prosperous  community  in  Western  Washington,  the 
heart  of  outdoor  recreational  and  forest  areas.  Compen- 
sation above  average,  good  working  conditions,  vacations 
and  numerous  fringe  benefits.  Write  Brandt  Bede,  MB., 
or  J.  Arnold  Wark,  M.D.,  Morton  Medical  Center,  Morton. 
Wa.  98356. 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  21 -A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 
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OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


EXCELLENT  OPPORTUNITY— To  practice  in  prime  Seattle 
location — Northgate.  Share  office  expenses.  Available  full 
time  use  in  6 months  if  desired.  Call  EM  3-2727. 


GENERAL  PRACTITIONER— For  suburban  clinic.  Call  two 
nights  per  week  and  every  fourth  weekend.  Four  weeks 
vacation  per  year.  Salary  open.  Write  Box  15-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


GENERAL  PRACTICE  NORTH-END  SEATTLE— Complete  office 
equipment  including  x-ray  for  sale.  Solo  practice.  Gross 
$60,000  a year.  Four  hospitals  near  by.  Retiring  when  new 
physician  fully  introduced.  Write  Box  16-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


NEUROSURGEON For  68-man  Permanente  Clinic  serving 

the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


SERVICE 


PROFESSIONAL  OFFICE  SERVICE-Billing  and  handling  of 
accounts,  insurance,  and  related  work.  Reliable,  capable, 
confidential.  Routine  office  work  handled  by  our  com- 
petent staff  at  a saving.  References.  General  Business 
Services,  Inc.,  324  S.W.  153rd.,  Seattle,  Wa.  98166.  246-4313. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


SHORTAGE  OF  PEDIATRICIANS  & INTERNISTS— Sunnyside. 
Wash.  Suite  will  be  made  available.  Contact  Mr.  John 
C.  Reith,  P.  O.  Box  180,  Sunnyside,  Wa.  98944,  phone  (509) 
837-4601. 


Interested  in 
Industrial  Medicine 

? 

■ 

The  medical  staff  of  The  Boeing 
Company  wishes  to  engage  the 
professional  services  of  a physician, 
practicing  or  retired,  on  a part-time 
(evening)  basis.  The  work  is  in 
connection  with  Boeing's  Occu- 
pational Medicine  Clinic  in  Seattle. 

For  complete  information, 
including  the  nature  of  the  work 
and  a schedule  arrangement,  please 
telephone  Bruce  K.Wightman,M.D., 
at  (206)  655-8156.  Boeing  is  an 
equal  opportunity  employer. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


MEDICAL-SURGICAL  CLINIC— Space  for  two  or  three  phy- 
sicians. Hospital  currently  being  enlarged  to  42-beds. 
Ideal  small  town  living.  Population  4,000  with  large  draw- 
ing area.  Abundant  recreation,  golfing,  fishing  and  hunt- 
ing. Write  Othello  Chamber  of  Commerce,  P.O.  Box  489, 
Othello,  Wa.,  99344,  or  call  Mr.  Norman  D.  Coulter,  (509) 
HU  8-2686. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 

professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


BEAUTIFUL  MEDICAL  SPACE-N°w  being  designed  in  populous 
S.W.  Seattle  suburb.  Within  5 minutes  of  3 hospitals,  15 
minutes  to  downtown  Seattle.  Population  of  80,000  within 
2 miles  and  only  3 M.D.’s.  Excellent  opportunity  for  physi- 
cians in  vastly  underserviced  community.  Busy  general 
dentist  and  pedodontist  established  in  building.  Call  S & 
L Realty,  RO  3-2900,  Seattle,  Wa. 


REAL  ESTATE 


PRIVATE  HUNTING  AND  FISHING  CABIN-In  Eastern  Oregon, 
on  Snake  River,  Brown  Lee  Reservoir.  Approx.  2 scenic 
acres,  1,000  ft.  water  frontage  in  heart  of  abundant  deer, 
elk,  chukar,  pheasant,  quail  and  goose  hunting.  Fishing 
year-round.  Modern  28'x32'  building,  docks,  etc.  $37,500. 
Mr.  Bruce  Kirkpatrick,  Box  66.  Baker,  Ore.  97814. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago. 


AMA  Clinical — Dec.  1-4,  1968,  Miami 
Beach;  Nov.  30-Dec.  3,  1969,  Denver; 
Nov.  29-Dec.  2,  1970,  Boston. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Oct.  1-4,  1968,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
—Sept.  22-25,  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — July  2-5, 
1969,  Sun  Valley;  July  1-5,  1970, 
Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Oct.  29,  Nov.  2,  1968,  Phoe- 
nix, Ariz. 

Sec.,  Virginia  Bryant,  Phoenix. 
Ariz. 


North  Pacific  Pediatric  Society — Sept. 
14-17,  1968,  Empress  Hotel,  Victoria, 
B.C. 

Pres.,  Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  17-18,  Wash.  Athletic 
Club,  Seattle. 

F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9.  1968,  San  Fran- 
cisco. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto,  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Jack  B.  Miller,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  II.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.). 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  William  N.  Murray,  Portland 
See.,  Clinton  B.  Sayler,  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — 3rd 
Monday  (Sept. -May)  Congress  Ho- 
tel, Portland. 

Pres.,  Ira  Clary,  Portland 
Sec.,  David  Sellers,  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 1th 
Tuesday,  Jan.-May,  Sept. -Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Edward  Wayson,  Portland 
Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 
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Puget  Sd.  Acad.  Ophth  & Oto. — 3rd 
Tues.  (Oct.-Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc. — Annual  Fall  Assem- 
bly, Sept.  13,  14;  3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynnwood 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May). 

Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle. 

Pres.,  Richard  L.  Pokorny,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May). 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler.  Jr..  Yakima 
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TUESDAY 


MONDAY 


WEDNESDAY 


FRIDAY 


THURSDAY 


SATURDAY 


Ovulen  -21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 


by  weekdays...not  "cycle  days” 


Whether  it  be  "shopping  day,”  "bridge  day” 
or  "housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  "cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

7he  same  Ovulen  in  the  same  low  dosage. . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Jbree  11’eeks  On — One  Week  Of}  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication — For  oral  contraception. 

Contraindications  — Thrombophlebitis  or  a history  of  thrombophlebitis 
or  pulmonary  embolism,  liver  dysfunction  or  disease,  known  or  suspected 
carcinoma  of  the  breasts  or  genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings  — Discontinue  medication  pending  examination  if  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or 
migraine  occurs.  Discontinue  if  papilledema  or  retinal  vascular  lesions 
occur.  Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  established, 
rule  out  pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possibility  of 
pregnancy  at  the  first  missed  withdrawal  flow  if  the  recommended  schedule 
has  not  been  followed.  The  active  ingredients  in  oral  contraceptives  have 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  significance 
of  this  to  the  infant  has  not  been  determined. 

Precautions  — The  pretreatment  physical  examination  should  specifically 
include  the  breasts,  pelvic  organs  and  a Papanicolaou  smear.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  Ovulen.  Such  tests 
should  be  repeated  two  months  after  stopping  the  medication  if  their  results 
were  abnormal  in  a woman  taking  Ovulen.  Pre-existing  fibroids  may 
enlarge  under  the  influence  of  progestin-estrogen  preparations.  Patients 
with  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  which 
conditions  might  be  influenced,  require  careful  observation  because  Ovulen 
may  cause  some  degree  of  fluid  retention. 

Ovulen  should  be  used  with  caution  in  patients  with  a history  of 
cerebrovascular  accident.  Nonfunctional  causes  should  be  considered  if 
breakthrough  bleeding  occurs.  Adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Carefully  observe  patients 
with  a history  of  psychic  depression  and  discontinue  the  medication  if 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Ovulen  use  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  Carefully  observe  diabetic  patients  during  Ovulen  use 
since  a decrease  in  glucose  tolerance  has  occurred  in  a few  such  patients. 
Physicians  should  be  alert  to  the  earliest  manifestations  of  thrombophlebitis 
and  pulmonary  embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives.  Use  Ovulen  judiciously  in  young 


patients  in  whom  bone  growth  is  not  complete  because  of  the  effects  of 
estrogens  on  epiphyseal  closure.  Age  is  no  absolute  limiting  factor,  although 
Ovulen  use  may  mask  the  onset  of  the  climacteric.  Pathologists  should  be 
informed  of  Ovulen  use  when  relevant  specimens  are  submitted. 

Side  effects  — The  following  adverse  reactions  have  been  observed  in 
varying  incidence  in  patients  taking  oral  contraceptives:  nausea,  vomiting, 
gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement, 
secretion),  change  in  weight  (increase  or  decrease),  changes  in  cervical 
erosions  and  secretions,  suppression  of  lactation  when  used  immediately  post 
partum,  cholestatic  jaundice,  migraine,  allergic  rash,  rise  in  blood  pressure 
in  susceptible  individuals  and  mental  depression. 

Although  the  following  side  effects  have  been  reported  in  users  of  oral 
contraceptives  no  cause  and  effect  relationship  has  been  established: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme  and  nodosum,  hemorrhagic  eruption  and  itching.  Thrombo- 
phlebitis, pulmonary  embolism  and  neuro-ocular  lesions  have  occurred  in 
users  of  oral  contraceptives,  although  a cause  and  effect  relationship  has 
been  neither  established  nor  disproved. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
Bromsulphalein®  and  other  hepatic  function  tests — increased;  coagulation 
tests,  including  prothrombin,  Factors  VII,  VIII,  IX  and  X — increased; 
thyroid  function  — increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine,  and  a decrease  in  T3  values;  metyrapone  test  and 
pregnanediol  determinations. 

Dosage  and  administration  — One  tablet  of  Ovulen-21  daily  for  21 
consecutive  days,  beginning  five  days  after  the  onset  of  a menstrual  flow 
(the  first  day  of  menstruation  is  counted  as  day  1),  then  discontinued  for 
one  week.  If  Ovulen  is  started  later  than  day  5 after  menses  begins  another 
method  of  protection  is  used  until  the  first  seven  tablets  have  been  taken. 
Subsequent  21-day  courses  are  begun  on  the  eighth  day  after  the  last  tablet 
was  taken  in  the  preceding  cycle.  This  three  weeks  on  — one  week  off 
schedule  is  continued  whether  or  not  withdrawal  flow  has  begun,  flow  has 
ceased  or  spotting  or  breakthrough  bleeding  has  been  experienced. 

If  one  tablet  is  missed  it  is  to  be  taken  as  soon  as  it  is  remembered  and 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are  missed  the 
dosage  is  doubled  for  the  next  two  days,  then  the  regular  schedule  is 
resumed.  If  three  consecutive  tablets  are  missed  a new  tablet  cycle  is  started 
on  the  eighth  day  after  the  last  tablet  was  taken.  For  the  best  protection 
in  the  latter  two  instances  instruct  the  patient  to  use  another  method  of 
contraception  until  the  next  seven  consecutive  tablets  have  been  taken. 
The  possibility  of  ovulation  increases  with  each  successive  tablet  missed. 

Postpartum  administration  — Non-nursing  mothers  may  begin  Ovulen 
immediately  after  delivery  and  nursing  mothers  after  lactation  is  well 
established. 

Before  prescribing  see  Detailed  Product  Information. 

G.D.  Searle  & Co.,  P.  O.  Box  5110,  Chicago,  Illinois  60680 


SEARLE 


Ovulen  -21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0 1 mg. 

three  weeks  on... one  week  off 
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In  shock— 

When  time  is  precious... 


It’s  time  for  Plasmanate0 

PLASMA  PROTEIN  FRACTION  [HUMAN]  5%  SOLUTION,  U.S.P. 


No  blood  typing  needed 

In  the  “hurry-up'’  condition  of  shock,  you  can  help 
reverse  circulatory  collapse  with  the  immediate 
administration  of  Plasmanate.  This  human  blood 
protein  fraction  has  no  history  of  coagulation  defect 
or  hepatitis  transmission.  Nor  does  it  upset  cross- 
watching if  future  whole  blood  transfusions  are  re- 
quired. Plasmanate  is  the  quick,  safer  way  to 
normalize  plasma  volume  in  shock  therapy. 

Plasmanate  is  a 5%  solution  of  selected  human  plasma 
proteins  with  stabilizers  in  a buffered,  balanced  elec- 
trolyte solution.  Contains  88%  serum  albumin,  7% 


alpha  globulin,  5%  beta  globulin.  Significant  elec- 
trolytes are  110  mEq.  sodium,  50  mEq.  chloride  and 
a maximum  of  2 mEq.  potassium  per  liter. 

Each  flask  is  heat-treated  at  60°  C.  for  10  hours  against 
the  possibility  of  transmitting  the  hepatitis  virus. 
Administration:  Plasmanate  should  be  administered  by 
intravenous  route  only.  For  full  details,  please  examine 
literature.  Precautions:  Should  be  administered  cau- 
tiously in  patients  with  normal  or  increased  blood 
volume.  Package  directions  contain  indications  and  all 
known  contraindications.  Tn  new  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with  ready- 
to-use  administration  set. 


World  Leader  in  Human  Plasma  Fractions 
CUTTER  JlafoA&tasiieA  • Berkeley,  California  94710 
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heavenly  relief 
for  unearthly  cough 


APTR 


Benyliri 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl ® ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
helps  break  down  tenacious  mu- 
cous secretions . . . tends  to  inhibit 
cough  reflex... soothes  irritated 
throat  membranes . . . reduces 
congestion  in  the  bronchial  tree. 
And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor’’  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  j Baltimore,  marylano  21201 
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New 


Tegretol' 

carbamazepine 


Therapeutic 
breakthrough 
in  non-narcotic 
control  ot 
the  pain  of 


trigeminal 

neuralgia 


Warning 

Fatal  cases  of  aplastic  anemia  have  been  reported  following  treatment 
with  Tegretol.  Agranulocytosis,  thrombocytopenia  and  transitory 
leukopenia  have  also  been  observed. 

Complete  blood  and  platelet  counts  should  be  done  prior  to  and  at  regular 
intervals  during  treatment  with  the  drug  (see  recommendations  under 
“Important  Note  and  Precautions”)  to  help  in  the  early  detection  of  serious 
bone  marrow  injury.  Abnormalities  in  initial  blood  tests  should  rule  out 
use  of  the  drug.  Also,  patients  should  be  made  aware  of  such  early  toxic 
signs  of  a potential  hematologic  problem  as  fever,  sore  throat,  mouth 
ulcers,  easy  bruising  and  petechial  or  purpuric  hemorrhage.  Should  such 
signs  appear,  the  patient  should  be  advised  to  discontinue  the  drug  and  to 
report  to  the  physician  immediately^ 


Indication  Tegretol  is  indicated  in  the  treatment  of  the  pain  associated 
with  true  trigeminal  neuralgia.  It  is  not  a simple  analgesic  and  should 
never  be  administered  for  relief  of  trivial  facial  aches  or  pains. 
Contraindication  Do  not  use  in  those  with  a known  sensitivity  to  any 
tricyclic  compound  or  in  those  being  treated  with  M.A.O.I.  agents.  As  long 
a period  as  possible  should  elapse  before  using  Tegretol  in  patients  who 
have  been  treated  with  M.A.O.I.’s,  with  a minimum  of  7 days.  In  such 
cases,  initial  dosage  should  be  low  and  the  patient’s  reaction  to  gradual 
increments  closely  observed. 

Important  Note  and  Precautions  Familiarity  with  the  clinical  symptoms 
which  lead  to  an  accurate  diagnosis  of  true  trigeminal  neuralgia  and  with 
the  complete  prescribing  information,  careful  patient  selection,  a 
thorough  examination  before  treatment  and  close  patient  supervision 
throughout  the  treatment  period  are  essential  to  the  safe  and  effective 
use  of  this  drug. 

Where  feasible,  Tegretol  should  not  be  used  in  conjunction  with  any  potent 
drug  which  may  increase  the  possibility  of  toxic  reactions. 

In  pregnancy,  the  drug  should  not  be  prescribed  during  the  first  trimester 
and  thereafter  only  to  patients  in  whom  the  clinical  situation  warrants  the 
potential  risk.  It  should  not  be  administered  to  nursing  mothers. 

Patients  with  increased  intraocular  pressure  should  be  closely  observed 
during  treatment  with  this  drug  because  of  its  anticholinergic  effect. 
Because  of  the  drug’s  relationship  to  other  tricyclic  compounds,  the  possi- 
bility of  activation  of  latent  psychosis  and,  in  the  elderly,  of  confusion  or 
agitation,  should  be  considered. 

Dizziness  and  drowsiness  may  occur  and  patients  should  be  cautioned 
about  the  hazards  of  operating  machinery  or  automobiles  and  of  engaging 
in  other  hazardous  tasks. 

Use  cautiously  in  patients  with  a history  of  coronary  artery  disease, 
organic  heart  disease,  congestive  failure  or  liver  disease. 

Before  initiating  therapy,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  which,  if  abnormal,  should  rule  out 
the  use  of  the  drug. 

2.  Baseline  evaluations  of  liver  function. 

During  treatment  with  Tegretol,  the  following  laboratory  procedures  should 
be  performed: 

1.  Complete  blood  and  platelet  counts  should  be  done  at  intervals  of  one 
week  during  the  first  month  of  drug  treatment,  every  two  weeks  during  the 
second  and  third  months,  and  at  monthly  intervals  thereafter  for  as  long 
as  the  patient  is  taking  the  drug.  A trend  toward  a decreasing  white  blood 
cell  count  should  suggest  a dosage  reduction  and  more  frequent 


laboratory  and  clinical  evaluations.  Should  this  trend  continue,  the  dr 
should  be  discontinued. 

2.  Liver  function  tests  must  be  performed  at  regular  intervals  during 
ment  with  this  drug  since  liver  damage  may  occur  during  therapy.  The 
drug  should  be  discontinued  immediately  in  cases  of  aggravated  live; 
dysfunction  or  active  liver  disease. 

3.  Periodic  eye  examinations,  including  slit-lamp,  funduscopy  and  tone 
etry,  are  recommended  for  patients  being  treated  with  this  drug  sine 
many  phenothiazines  and  related  drugs  have  been  shown  to  cause  ey 
changes. 

4.  Complete  urinalysis  and  BUN  should  be  done  on  patients  treated 
Tegretol  because  of  observed  renal  dysfunction. 

Adverse  Reactions  Dizziness,  drowsiness,  unsteadiness  on  the  feet, 
nausea,  vomiting,  aplastic  anemia,  transitory  leukopenia,  agranulocytc 
eosinophilia,  leukocytosis,  thrombocytopenia,  purpura,  abnormalities 
liver  function  tests,  cholestatic  and  hepatocellular  jaundice,  urinary  fr< 
quency,  acute  urinary  retention,  oliguria  with  elevated  blood  pressure, 
albuminuria,  glycosuria,  elevated  BUN,  microscopic  deposits  in  the  ur 
impotence,  disturbances  of  coordination,  confusion,  headache,  fatigue 
blurred  vision,  transient  diplopia  and  oculomotor  disturbances,  speed 
disturbances,  abnormal  involuntary  movements,  peripheral  neuritis  an; 
paresthesias,  depression  with  agitation,  talkativeness,  nystagmus,  tin- 
nitus, paralysis  and  other  symptoms  of  cerebral  arterial  insufficiency, 
pruritic  and  erythematous  rashes,  urticaria,  Stevens-Johnson  syndrom 
photosensitivity  reactions,  alterations  in  skin  pigmentation,  exfoliative 
dermatitis,  alopecia,  diaphoresis,  recurrence  of  thrombophlebitis,  eryt 
multiforme  and  nodosum,  aggravation  of  disseminated  lupus  erythema 
tosus,  gastric  distress,  abdominal  pain,  diarrhea,  constipation,  anorex 
dryness  of  the  mouth  and  pharynx,  glossitis,  stomatitis,  fever,  chills, 
adenopathy,  lymphadenopathy,  aching  joints  and  muscles,  leg  cramps 
conjunctivitis,  left  ventricular  failure,  aggravation  of  hypertension,  hyp 
tension,  syncope  and  collapse,  edema,  aggravation  of  coronary  artery 
disease  and  congestive  heart  failure.  (Whether  these  cardiovascular  el 
are  drug-related  is  not  known.  However,  some  of  these  complications 
resulted  in  fatalities.)  The  necessity  for  discontinuing  the  drug  should 
dictated  by  the  gravity  and  severity  of  the  adverse  reactions. 

Dosage  and  Administration  The  drug  should  always  be  taken  with  me; 
if  possible. 

Initial:  One-half  tablet  (100  mg.)  b.i.d.  on  the  first  day.  Thereafter,  the  d 
should  be  increased  in  one-half  tablet  (100  mg.)  increments  every  12  h 
until  freedom  from  pain  is  achieved.  To  relieve  pain,  between  200  mg. 
1200  mg.  per  24  hours  may  be  necessary. 

Maintenance:  Initial  control  of  pain  can  be  maintained  in  most  patient; 
with  a dose  of  400  mg.  to  800  mg.  daily.  Maintenance  doses  may  range 
between  200  mg.  and  1200  mg.  daily. 

At  least  once  every  3 months  during  treatment  period  attempts  should 
made  to  discontinue  the  drug  or  to  reduce  the  dose  to  the  minimum 
effective  level. 

Availability  Round,  white,  single-scored  tablets  of  200  mg.  in  bottles 
of  100  and  1000.  (B)46-820-/ 

For  complete  details,  please  see  Prescribing  Information. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York  10502 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Violence  in  America , 

A National  Illness? 

PORTLAND,  OREGON 

Editor,  NORTHWEST  MEDICINE 

Please  forgive  my  tardiness  in  replying  to  your 
now  month-old  letter  requesting  my  thoughts  and 
opinions  regarding  Kennedy’s  assassination,  guns,  the 
state  of  our  nation’s  mental  health  and  so  on. 

At  the  time  of  your  writing  I had  a bit  of  hip 
graft  surgery  which  still  has  me  out  of  action  and 
this  was  the  principal  reason  for  the  delay  in  my 
reply.  In  addition,  however,  a couple  of  other  reas- 
ons deterred  me.  More  important  of  these  is  my 
longstanding  feeling  that  psychiatrists  really  aren’t 
a bit  more  perceptive,  able  or  omniscient  than  other 
professional  or  lay  persons  when  it  comes  to  diag- 
nosing the  sociological,  economic  and  political  ills 
of  the  world;  even  though  somehow  we  have  be- 
come invested  with  this  mantle. 

Second,  the  American  Psychiatric  Association  has 
strongly  urged  that  expressions  of  opinion  about  such 
things  as  assassinations,  mass-murders  and  other 
things  which  the  general  public  finds  so  fascinating 
emanate  wherever  possible  from  our  national  of- 
ficers or  our  central  office  in  Washington,  D.C. 

As  you  probably  recall,  some  of  my  psychiatric 
fellows,  whether  members  of  the  American  Psy- 
chiatric Association  or  not,  made  utter  asses  of 
themselves  in  polls  conducted  by  “Avante  Garde’’ 
regarding  the  mental  fitness  of  Mr.  Goldwater  in 
1964  and  of  Mr.  Johnson  this  year. 

Sincerely, 

ROGERS  J.  SMITH,  M.D. 

Prelude  to  a Career 

HARRINGTON,  WASHINGTON 
Editor,  NORTHWEST  MEDICINE: 

The  Odessa  High  School  instituted  two  years 
ago  a program  through  which  senior  students  who 
were  interested  in  nursing,  nurses  aide,  LPN,  or 
paramedical  programs  could  receive  high  school 


credit  and  a diploma  by  participating  in  special 
classes.  They  were  given  240  to  350  hours  of  in- 
struction and  practical  instruction  over  the  school 
year.  This  consisted  of  classroom  lectures  and  work 
with  grading  and  assessment  in  all  departments  of 
the  hospital,  that  is,  accounting,  janitorial,  diet 
kitchen,  laundry,  x-ray,  lab,  nursing  home,  hospital 
wards,  surgery',  etc.  In  addition,  the  students  were 
required  to  spend  one  week  three  hours-a-day  in 
a doctor’s  office  and  an  identical  amount  of  time 
in  a dentist’s  office. 

From  the  graduating  class  of  twenty-six  girls, 
four  took  the  program  last  year  as  juniors  and 
seven  took  the  program  this  year.  There  was  one 
boy  who  took  the  program.  Of  those  who  took 
the  program  last  year,  all  four  are  going  into  nurs- 
ing or  paramedical  fields.  The  boy  is  going  into  nurs- 
ing. Of  those  who  took  the  program  this  year,  five 
are  going  into  nursing  or  paramedical  fields.  Of  the 
entire  senior  class,  male  and  female  which  did  not 
take  the  program,  one  girl  is  going  into  nursing. 

The  score  for  the  graduating  class  of  senior  girls 
is  ten  twenty-sixths  going  into  nursing  or  para- 
medical fields. 

Sincerely, 

JESSE  Q.  SEWELL,  M.D. 

• 

Significant  Contribution  to 
International  Understanding 

New  York,  New  York 

Editor,  northwest  medicine: 

We  greatly  appreciate  your  past  cooperation  in 
publicizing  our  Doctor  to  Doctor  Program  in  your 
journal.  We  have  received  several  offers  of  journals 
as  result  of  this  notice. 

However,  as  your  journal  circulates  around  the 
world,  our  program  becomes  known  to  physicians 
overseas  and,  as  a result,  requests  for  your  journal 
increase  in  number.  Since  the  requests  come  mostly 
from  areas  where  exchange  rates  are  almost  pro- 
hibitive of  individual  subscription  we  feel  justified 
in  asking  your  U.S.A.  subscribers  to  pass  along  their 
journals  after  they  have  read  them. 

You  will  be  interested  I am  sure  in  knowing  that 
currently'  our  Doctor  to  Doctor  Program  is  active  in 
63  countries;  22  in  Asia,  21  in  Africa,  12  in  Latin 
America,  8 elsewhere,  and  we  are  constantly  re- 
ceiving more  requests.  We  should  like  to  re- 
emphasize our  need  for  more  offers  of  your 
journal. 

In  this  program  the  U.S.A.  physician  sends  direct 
to  a fellow  specialist  overseas  his  specialty  journal (s) 
after  they  have  been  read— we  supply  the  name  and 
address  of  the  overseas  doctor  and  the  subject 
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antlcostive* 

hematinic 


PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

• . Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 


488-7R  — 6062 


of  the  journal  desired.  From  then  on  it  is  a liaison 
strictly  between  the  two— one  in  the  U.S.A.— and 
the  other  “somewhere  overseas.”  Letters  we  receive 
indicate  this  liaison  has  been  not  only  a very  re- 
warding experience  for  the  individuals  involved— but 
also  a significant  contribution  to  international  under- 
standing. 

If  you  wish  to  participate— and  we  greatly  need 
your  cooperation— please  send  the  titles  of  journals 
(including  specialty  journals)  you  will  mail  to  col- 
leagues overseas. 

Sincerely, 

ADA  CHREE,  M.D. 

AMA  Doctor  To  Doctor  Program 
10  Columbus  Circle— Room  1270 
New  York,  New  York  10019 

Reason  Will  Prevail 

Bouse,  Idaho 

Editor,  NORTHWEST  MEDICINE: 

I want  to  compliment  you  on  your  July  1968 
issue  of  northwest  medicine.  I very  much  en- 
joyed reading  the  answers  to  your  question  about 
the  state  of  our  national  sanity.  Your  respondents, 
I thought,  gave  much  evidence  of  personal  concern, 
and  a broad  understanding  of  the  problem.  I g*ained 
reassurance  and  comfort  from  the  thoughtful,  well- 
reasoned  ideas  expressed.  My  reaction  was  that  the 
collective  responses  were  so  good  and  so  intelligently 
done  that  we  can  hope,  and  expect,  that  reason 
will  ultimately  prevail. 

Sincerely, 

FRED  O.  GRAEBER,  M.D. 

Exploitation  Wrong 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

The  Board  of  Medical  Examiners  at  its  meeting 
in  July  reviewed  the  article  “Automation  and  Medi- 
cal Ethics”  and  adopted  the  following  posture  with 
regard  to  the  article: 

The  Oregon  State  Board  of  Medical  Exam- 
iners agrees  that  exploitation  of  a patient  is 
wrong  and  agrees  that  the  ideas  as  ex- 
pressed in  the  article  are  correct.  This 
Board  has  been  concerned  about  this  prob- 
lem for  some  time  and  is  now  studying 
an  amendment  to  its  statutes  to  permit 
action  by  the  Board  against  such  violators. 

The  Board  would  appreciate  receiving  any  infor- 
mation concerning  any  progress  made  in  this 
particular  field. 

Sincerely, 
HOWARD  I.  BOBBITT 
Executive  Secretary 
Correspondence  continued  on  page  820 
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This  penicillin  produces  high,  fast  levels— orally. 


Pen«Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN*VEE"K 

(potassium  phenoxymethyl  penicillin) 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 


Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Continued  from  page  817 

Cardiologist  Does  Not  Agree 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

The  article,  “Management  of  Arrythmias  Compli- 
cating Myocardial  Infarction”  in  the  August  issue  is, 
in  general,  accurate,  and  it  does  contain  discussion 
of  the  physiology7  behind  some  of  the  arrhythmias, 
but  I should  like  to  call  attention  to  a few  points 
about  which  all  cardiologists  do  not  agree. 

I have  two  major  criticisms:  1.  The  patient’s  con- 
dition always  dictates  the  therapy  for  arrhythmias 
and  Dr.  Paul  does  mention  this  fact  but  in  an  off- 
hand manner.  He  always  starts  with  conservative 
medical  therapy,  then  finishes  with  precardial  shock 
or  a pacemaker  if  routine  therapy  is  not  successful. 
I would  emphasize  that  if  the  patient  is  very  sick 
or  borderline,  these  prompt  mechanical  means  of 
treatment  should  head  the  list  of  therapeutic  man- 
ners. 

2.  He  mentions  several  times  the  use  of  fS- 
adrenergic  blockade  (propanolol)  in  the  treatment 
of  various  arrhythmias.  I feel  strongly  that  this 
drug  should  be  used  only  as  a last  resort  since  it 
has  tremendous  negative  ionotropism.  I feel  that 
it  should  not  be  used  by  the  general  practitioner 
or  part  time  internist.  In  addition,  he  does  not  give 
contraindications  to  its  use,  which  to  me  are  ex- 
tremely important. 

Benefit  of  deep  breathing  exercises  recommended 
by  the  author  (column  1,  page  741)  is  at  least 
doubtful. 

Sincerely, 

J.  R.  BLACKMON,  M.D. 

University  of  Washington 
School  of  Medicine, 
Division  of  Cardiology 


GENERAL  NEWS 

Industrial  Engineering  to  Raise 
Hospital  Efficiency 

The  hospital  associations  of  Washington,  Oregon 
and  Idaho  recently  announced  the  awarding  of  a re- 
search contract  to  Battelle-Northwest  to  develop  a 
program  for  applying  industrial  engineering  tech- 
niques in  hospitals  to  raise  efficiency  and  to  reduce 
costs. 


The  Washington  State  Hospital  Association,  the 
Oregon  Association  of  Hospitals  and  the  Idaho 
Hospital  Association  said  the  three  states  joined  in 
the  venture  to  enable  medium-size  and  small  hos- 
pitals in  the  Pacific  Northwest  to  participate  in  a 
program  that  individually  would  be  out  of  their 
reach. 

Battelle-Northwest,  at  Bichland,  Washington,  is 
a division  of  the  Battelle  Memorial  Institute,  Colum- 
bus, Ohio,  the  largest  not-for-profit  research  and 
development  organization  in  the  world.  It  took 
over  from  General  Electric  operation  of  the  Hanford 
laboratory  for  the  Atomic  Energy  Commission. 

The  Batelle  study  is  expected  to  take  about  six 
months.  It  is  expected  to  lead  to  a hospital  systems 
engineering  and  quality  control  program  for  hos- 
pitals in  the  three  states. 

“The  magnitude  of  this  plan  can  only  be  measured 
against  problems  our  hospitals  face  in  coping  with 
rapidly  rising  costs,  great  demands  from  scientific 
progress  and  the  population  growth  in  the  Pacific 
Northwest,”  John  Bigelow,  executive  director,  Wash- 
ington State  Hospital  Association,  said. 

“With  the  assistance  of  Battelle,  the  hospitals  will 
develop  ways  of  making  more  effective  use  of  their 
resources  while  maintaining  standards  of  quality. 

“While  a few  large  hospitals  have  installed  indus- 
trial engineering  programs,  the  nature  of  these  pro- 
grams, especially  the  need  for  comparative  data, 
favors  a group  approach.” 

The  study  was  launched  at  a meeting  in  Boise 
September  5 of  representatives  of  the  three  asso- 
ciations and  Battelle-Northwest.  Richard  E.  Turley, 
Ph.D.,  manager  of  engineering  systems  analysis  for 
Battelle-Northwest,  will  direct  the  study  under  the 
research  contract. 

Battelle-Northwest  recently  entered  a joint  pro- 
gram with  the  three  community  hospitals  in  Rich- 
land, Kennewick  and  Pasco  to  operate  the  type  of 
program  that  probably  will  result  from  the  larger 
three-state  study.  Dr.  Turley  is  directing  the  Tri- 
City  program. 

Battelle’s  entry  into  the  health-care  field  through 
these  hospital  projects  marks  a new  trend  for  the 
world- wide  research  organization. 

The  institute  also  operates  the  Seattle  Research 
Center  near  the  University  of  Washington,  where 
conferences  at  the  center  attract  world-known 
scholars  and  scientists.  ■ 
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excitement 


for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen*  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (’/«  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'h  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  V*  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  A II  nnOIMC 
RICHMOND,  VA.  23220  /I'll  /UDIIMj 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN^  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  injection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 


349-8 


822 

Nortlncest  Medicine , September.  1968 


peptic 

ulcer: 


the 
antacid 


solved  by 

Mylanta 

aluminum  and  magnesium  hydroxides  plus  simethicone 

will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

'will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients  — after  a total  of  20,459 
documented  days  of  therapy  .*  ‘Danhof,  I.  E . : Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif 
ATLAS  CHEMICAL  INDUSTRIES,  INC 
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...but  his  other  symptoms: 

functional  somatic  complaints,  anxiety  i 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIL" 

(AMITRIPTYLINE  HCIlMSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany 
ing  depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re 
tention.  Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  th 
first  few  days  of  therapy.  Patients  should  be  warned  agains 
driving  a car  or  operating  machinery  or  appliances  requirint 
alert  attention.  When  depression  is  accompanied  by  anxiet 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone 
a phenothiazine  tranquilizer  may  be  given  concomitantly 
Suicide  is  always  a possibility  in  mental  depression  and  ma, 
remain  until  significant  remission  occurs.  Supervise  patient; 
closely  in  case  they  may  require  hospitalization  or  concomitan- 
electroshock  therapy.  Untoward  reactions  have  been  reportec 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono 
amine  oxidase  inhibitor  drugs  may  potentiate  other  drugs  anc' 
such  potentiation  may  even  cause  death;  permit  at  least  twc 
weeks  to  elapse  between  administration  of  two  agents;  r 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  tel 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de 
pressive  patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache 
heartburn;  anorexia;  increased  perspiration;  incoordination 
allergic-type  reactions  manifested  by  skin  rash,  swelling  o 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs 
including  peripheral  neuropathy;  activation  of  schizophrem; 
which  may  require  phenothiazine  tranquilizer  therapy;  ep. 
leptiform  seizures  in  chronic  schizophrenics;  temporary  cor 
fusion,  disturbed  concentration  or,  rarely,  transient  visua 
hallucinations  on  high  doses;  evidence  of  anticholinergic  aci 
tivity,  such  as  tachycardia,  dryness  of  the  mouth,  blurring  o 
vision,  urinary  retention,  constipation;  paralytic  ileus:  jaur 
dice;  agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  ant 
depressant  activity  may  be  evident  within  3 or  4 days  ol 
may  take  as  long  as  30  days  to  develop  adequately,  and  lac 
of  response  sometimes  occurs.  Response  to  medication  v. 
vary  according  to  severity  as  well  as  type  of  depression  pre; 
ent.  Elderly  patients  and  adolescents  can  often  be  manage 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  an 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injectio 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  am 
triptyline  HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  an 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp 
Dohme  representative  or  see  the  package  circular. 

® MERCK  SHARP  & DOHME  p,.  i.v  »acj  . w.  • ■■ 

WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAP' 


NOTES : 


Federal  tinkering  can  put  people  out  of  work.  The 
National  Federation  of  Independent  Business  reports  that 
many  firms  are  discharging  employees  to  save  paperwork, 
government  controlled  assessments,  bookkeeping  costs; on 
withholding  taxes  and  liability  insurance.  Work  formerly 
done  by  employees  is  awarded  to  independent  contractors. 

Loan  f oregiveness , at  the  rate  of  25  per  cent  for 
each  year  of  consecutive  service  in  the  Armed  Services, 
will  be  available  to  recipients  of  federal  student  loans, 
if  S.  3969  passes  the  House.  The  Senate  passed  the 
measure  on  July  16. 

Patient  visits  declined  last  year,  according  to  the 
National  Disease  and  Therapeutic  Index.  Major  influences 
seem  to  be  reduction  in  respiratory  disease,  lower  birth- 
rate and  consequent  decrease  in  pediatric  visits,  and 
shift  to  non-private  health  care. 

Training  in  psychology  will  be  offered  to  clergymen 
in  Washington  by  the  newly  formed  Pastoral  Institute  of 
Washington,  with  headquarters  office  in  the  Lowman 
Building,  Seattle.  The  Institute  is  the  result  of  a three- 
year  effort  on  the  part  of  leaders  of  Catholic,  Jewish, 
and  Protestant  faiths.  Staff  will  include  psychiatrists, 
psychologists,  social  workers  and  theologians.  Clergymen 
of  any  faith  will  be  given  assistance  in  serving  those  who 
come  to  them  with  personal  and  interpersonal  problems.  It 
is  estimated  that  42  per  cent  of  those  seeking  help  will 
go  first  to  a clergyman. 

One  drink  per  hour,  if  the  liquor  is  diluted  and  some 
food  is  taken,  might  be  compatible  with  safe  driving  for 
some  individuals,  according  to  Julian  Waller.  But,  Dr. 
Waller  says,  inexperience  in  drinking  and  inexperience  in 
driving  can  be  a dangerous  combination.  Some  people 
should  not  drink  at  all  and  everyone  is  impaired  when 
blood  levels  reach  100  mg  per  hundred  ml. 

More  alcohol  is  consumed  on  weekends  than  during  the 
week  but  - "the  difference  in  day-of-week  distribution  of 
crashes  fatal  to  those  who  have  been  drinking  and  those 
who  have  not  been  drinking  is  not  as  wide  as  the  distribu- 
tion of  such  crashes  by  time  of  day.  This  probably 
reflects  the  likelihood  that  very  heavy  drinkers  compris- 
ing the  majority  of  those  in  crashes  after  drinking,  drink 
heavily  throughout  the  week  and  not  merely  on  weekends." 

So  says  the  U.S.  Department  of  Transportation  in  an  August 
1968  report  to  the  Congress. 

Researchers  at  Rutgers  University  find  that  orangutans 
don't  get  drunk  but  chimpanzees  do.  The  chimps  did  not 
become  unconscious,  even  though  intoxicated.  Male  chimps, 
given  the  opportunity,  drink  more  than  female  chimps  and  are 
drunk  more  frequently.  Consumption  increases  with  age,  up 
to  39.  After  40,  most  chimps  turn  conservative  and  drink 
less  than  those  in  any  other  age  group.  H.L.H. 

825 

Northwest  Medicine,  September,  1968 


Even  better 
together 


Serpasil  - Esidrix 

#2  Tablets 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

#1  Tablets 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


IBA  Pharmaceutical  Company,  Summit,  N.  J. 
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ACHROMYCIN 

TETRACYCLINE 


WORKS  HERE 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 
Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  CAPSULES 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline— or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 

ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 


Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  IP  tablet  contains  phen- 
ylephrine hydrochloride,  25  mg.;  and  chlor- 
pheniramine maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains 
phenylephrine  hydrochloride,  40  mg.;  chlor- 
pheniramine maleate, 8 mg.;  and  acetamin- 
ophen, 500  mg. 


With  Novahistine  LP  tablets  and  Novahistine 
Singlet™  tablets  you  have  the  range  and  flexibility 
of  decongestant  dosage  that  lets  you  prescribe  for 
the  needs  of  the  individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic - 
antipyretic  effect,  as  well  as  decongestant  action, 
are  indicated  for  upper  respiratory  infections  accom- 


panied by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Nova- 
histine Singlet,  a total  daily  dose  of  3 or  4 tablets 
will  usually  provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  re- 
tention. Caution  ambulatory  patients  that  drowsi- 
ness may  result. 

-^3>-  PITMAN-M00RE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY.  INDIANAPOLIS 


“Nothing  else  I ’ ve  tried  seems  to  work, 


so  I decided  to  give  you  a crack  at  it.” 
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She  isn’t  burdened 
by  her  hypertension 
or  her  therapy... 


— 


Butiserpazicle  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


iunsERP azide  provides  not  only  the  classic  thiazide/ 
eserpine  formula;  it  supplements  it  with  the  mildly 
edative  effect  of  Butisol  (butabarbital). 

Clinical  comparisons  have  shown  that  many  patients 
espond  to  this  treatment  with  (1)  smooth,  uniform 
owering  of  blood  pressure1 ...  at  times  below  the  levels 
ittained  with  previous  therapy2;  (2)  “striking”  im- 
>rovement  in  such  symptoms  as  headache,  nervous- 


ness, palpitation  and  dizziness2;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”2 

And  Butiserp azide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility. 

Are  there  any  hypertensives  in  your  practice  who 
might  find  life  a little  pleasanter  on  Butiserpazide? 


ontraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
tive  colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
onsider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
llergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
i conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
owel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation, 
urgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
hould  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
s not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
listention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
aution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
leonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
ilism;  adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
i eserpine  in  women  of  child-bearing  age  only  when  essential  to  patient  welfare, 
ncreased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
)ccur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
>r  debilitated  patients  may  react  with  marked  excitement  or  depression. 
lydrochlorothiazide  — May  induce  electrolyte  imbalance;  when  used  with 
ligitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insuffi- 
:iency,  cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
jccur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
iroduces  hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
lypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
ilkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
rric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
nsulin  requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms 
if  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
nental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
ind  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease.  Ad- 
rerse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps, 
nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  headache, 
dehydration,  skin  rash,  "hangover,”  systemic  disturbances,  diarrhea,  itching, 
vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xanthopsia, 


purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic  anemia, 
anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by  alcohol, 
barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion,  increased 
intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely  atypical 
Parkinsonian  syndrome,  central  nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of  mouth, 
syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido.  Usual 
Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®-50:  1 tablet  daily  or 
b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  /wse/Y.  References:  1.  Johnson,  H.  J.,  Jr.: 
Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazide:25 

Prestabs®*  Tablets  “ 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  B 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEIL ) 


McNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 
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If  you  could  put 
Tareyton’s  charcoal  filter 
on  your  cigarette,  you’d  have 
a better  cigarette. 


But  not  as  good  as  a Tareyton. 


100’s  or  king  size. 


Thats  why 
us  Tareyton  smokers 
would  rather  fight  _ 
than  switch!  ’ 
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EDITORIAL 


Alcohol  and  Gasoline 


Mixture  of  alcohol  and  gasoline  has  become 
the  most  deadly  poison  known  to  man. 
Attempts  to  use  the  two  simultaneously  have 
been  recognized  as  dangerous,  but  recognized 
blandly,  since  Henry  Ford  started  building  the 
Model  T.  Apathy  has  continued,  in  spite  of  a 
record  of  death  and  injury  that  would  not  be 
tolerated  if  resulting  from  any  other  cause.  Re- 
fusal to  face  the  truth  about  traffic  dangers  has 
been  hard  to  understand  but  failure  to  take  the 
alcohol-gasoline  problem  seriously  has  been  the 
most  difficult  to  understand  of  all  aspects  of  the 
complex  problem.  One  reason  for  the  failure 
has  come  to  light  only  recently. 

Waller,  in  his  article  on  alcohol  and  fatal 
collisions  with  trains,  in  this  issue,  and  in  his 
article  on  accidental  injury  in  the  May  issue,’ 
has  reported  the  clue  that  may  lead  to  under- 
standing. By  painstaking  investigation  and  ad- 
herence to  facts  rather  than  assumptions,  he  has 
been  able  to  identify  categories  of  drivers  in- 
volved in  fatal  collisions.  Among  those  killed 
in  collisions,  with  trains,  other  vehicles,  and 
with  stationary  objects,  one  category  stands 
out— the  problem  drinker. 

Significantly  high  levels  of  blood  alcohol  are 
found  in  approximately  half  of  the  victims  of 
highway  crashes.  Waller  found  that  alcohol  was 
present  in  two-thirds  of  persons  injured  by  trains 
between  6 pm  and  midnight,  and  in  three-fourths 
of  those  injured  between  midnight  and  6 am. 
In  all  of  the  cases  studied,  alcohol  was  found 
in  30  per  cent  of  the  drivers,  55  per  cent  of 
passengers,  and  64  per  cent  of  pedestrians,  age 
15  or  older,  who  survived  6 hours  or  less.  But 
the  most  significant  information  elicited  in  Wal- 
ler’s studies  has  been  the  fact  that  problem 
drinking  has  characterized  a high  percentage  of 
those  killed  with  blood  levels  above  those  used 
to  indicate  legal  intoxication.  Unfortunately, 
they  frequently  take  others  with  them.  Major 
factor,  therefore,  in  the  complex  problem  of 
death  and  injury  on  the  highways,  is  the  prob- 
lem drinker. 


When  this  is  understood,  the  probable  reason 
for  apathy  about  the  alcohol  problem  becomes 
clearer.  Many  people  drink.  Many  drink  with- 
out getting  into  difficulties.  Drinking,  therefore, 
is  accepted  as  fairly  normal  social  activity  and 
is  not  condemned  as  being  dangerous.  Non- 
intoxicating levels  of  alcohol  can  usually  be 
mixed  with  gasoline  without  greatly  increasing 
highway  hazards.  Most  of  those  who  drink  so- 
cially are  not  problem  drinkers  and  do  not  drink 
to  excess  as  do  most  problem  drinkers.  The 
social  drinkers  do  not  recognize  a difference. 
Hence  their  failure  to  react. 

To  any  reasonable  person,  the  record  of  death 
and  injury  on  the  highways  is  intolerable.  But 
only  when  reasonable  persons  are  made  aware 
of  the  causes  for  much  of  the  unnecessary  car- 
nage will  there  be  any  effective  effort  toward 
improvement.  They  must  be  made  aware  of  the 
fact  that  most  of  the  death  and  injury  on  the 
highways  can  be  prevented.  First  factor  they 
should  be  made  aware  of  is  the  great  danger 
created  by  the  problem  drinker. 

Alcohol  and  gasoline,  when  mixed,  become 
the  most  deadly  poison  known  to  man.  They 
are  most  poisonous  when  mixed  by  the  prob- 
lem drinker.  ■ 

H.  L.  H. 

1 Waller,  J.  A.,  Fact  and  fiction  about  accidental  injury, 
Northwest  Med  67:451-457  (May)  1968. 


1^ Erratum 

In  the  article  “ Essentials  of  Wheelchair  Prescrip- 
tion” by  Robert  H.  Jebsen,  M.D.,  associate  professor 
of  physical  medicine  and  rehabilitation.  University 
of  Washington  School  of  Medicine,  notation  was 
omitted  that  the  study  was  supported  in  part  by 
Social  and  Rehabilitation  Service  Grant  No.  RT-3. 
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800192 


Now... twice  as  much  as  before  in  each  teaspoon 


400,000  units  of  potassium  penicillin  V per  teaspoonful 

New...Y-Cillin  K , Pediatric,  250  mg. 

Potassium  Phenoxymethyl  Penicillin 


Additional  information  available  to  physicians  upon  re- 
quest. Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 


836 

Northwest  Medicine,  September,  1968 


Accidental  Hypothermia 

Part  III 

(Continued  from  August  issue) 

WARREN  C.  HUNTER,  M.D.,  Portland,  Oregon 


From  the  foregoing,  it  must  be 
said  that  Case  1 is  not  as 
clear-cut  an  example  of  hypo- 
thermia as  the  other  nine  cases, 
all  of  whom  died  at  low  alti- 
tudes. Although  Case  1 was  an 
experienced  mountaineer,  who 
made  many  climbs  each  year,  it 
is  conceivable  that  the  unusual 
physical  exertion  involved  while 
he  searched  for  missing  mem- 
bers of  his  party  at  an  altitude 
about  11,500  feet  could  have 
brought  on  overloading  of  the 
lungs,  perhaps  acute  mountain 
sickness  with  hyperventilation 
and  respiratory  alkalosis.  Some 
of  the  symptoms  fit  mountain 
sickness  or  high  altitude  pul- 
monary edema,  but  the  lack  of 
dry  cough,  dyspnea  and  cyanosis 
and  the  very  rapid  onset  of 
symptoms  are  not  in  keeping 
with  any  except  the  fulminant 
form  of  high  altitude  pulmonary 
edema.  Commonly,  high  alti- 
tude edema  symptoms  do  not 
begin  for  at  least  several  hours 
or  even  days  after  reaching  an 
altitude  to  which  the  subject  is 
not  acclimated. 


At  autopsy,  far  more  intra- 
pulmonary  hemorrhages  than 
edema  were  found  in  Case  1. 
Hemorrhages  in  other  organs, 
notably  the  brain,  were  lacking. 
Otherwise,  the  lung  findings  are 
very  similar  to  those  noted  by 
Singh.  On  the  other  hand,  ex- 
haustion and  anxiety  occasioned 
by  the  search,  wetting  of  cloth- 
ing, brisk  wind  and  the  low 
temperature  at  the  site  are  feat- 
ures entirely  compatible  with 
death  initiated  by  exhaustion 
and  followed  by  hypothermia. 

Copies  of  the  necropsy  report, 
sections  of  the  lungs,  and  the 
account  of  the  mountain  rescue 
group  who  investigated  the 
death  were  forwarded  to  Pugh 
who  stated  in  a personal  com- 
munication: “The  history  in  the 
case  you  describe  is  typical  of 
accidental  hypothermia;  on  the 
other  hand,  high  altitude  pul- 
monary edema  can,  of  course, 
occur  as  low  as  9,000  ft.,  so 
possibly  both  factors  were  con- 
cerned.” 


SYMPTOMATOLOGY 
OF  HYPOTHERMIA 
EXPOSURE  AND  EXHAUSTION 


Fay  and  Smith  in  1941,  ob- 
served in  a group  of  advanced 
cancer  cases  subjected  to  hypo- 
thermia for  relief  of  pain,  first 
an  increase  in  deep  reflexes, 
then  a period  of  hyper-reflexia 
corresponding  to  the  shivering 
stage,  but  as  body  temperature 
approached  78  F (25.6  C)  a 
number  of  reflexes  stopped.41 
Similarly,  response  of  the  eyes 
to  light  stimuli  became  sluggish 
and  disappeared  at  78  F (25.6 
C).  Dysarthria  began  at  about 
93  F (33.9  C)  and  inability  to 
respond  to  the  spoken  word  hap- 
pened below  80  F (26.7  C),. 
Cerebration  progressively  was 
delayed  as  the  body  temperature 
was  reduced  but  with  fairly 
good  preservation  of  mental  fac- 
ulties until  93  F (33.9  C)  was 
reached.  After  a period  of  body 
temperature  below  92  F (33.3 
C)  retrograde  amnesia  was  not- 
ed, but  without  permanent  alter- 
ation of  objective  neurological 
responses.  There  was  no  loss  of 
appreciation  of  pain,  heat  and 
cold  either  during  or  after  re- 
frigeration, yet  in  nearly  all 
cases  pain,  if  present  prior  to 
cooling,  was  lost  during  or  after- 
ward. Temperature  levels  in  the 
80’s  could  be  maintained  for  as 
long  as  5 to  8 days  without 
apparent  harm  to  the  patient. 

Adoph’s  and  Molnar’s  1946  ex- 
haustive study  of  young  and 
healthy  volunteers  exposed  to 
cold,  mentions  numbness  and 
accompanying  hyperesthesia  to 
touch,  with  pain,  that  made 
walking  painful  and  difficult. 
Endurance  of  cold  brought  on 
stupor  or  inability  to  concentrate 
attention  and  unreliable  at- 
tempts to  take  their  own  pulse 
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rates,  some  preferring  not  to  be 
bothered  to  do  so.  On  cold  days, 
the  men  would  converse  only 
when  addressed  directly.  They 
also  became  mentally  confused 
and  were  unable  to  express 
themselves  clearly.  In  a few  ex- 
treme exposures,  they  were  only 
partially  aware  of  events  and 
later  failed  to  recall  what  had 
been  said  and  done. 

Pugh,  1966,  listed  the  order 
of  development  of  symptoms 
of  exposure  in  the  Four  Inns 
Walking  Competition  as:  slow- 
ing of  rate  of  progress,  clumsi- 
ness and  stumbling,  repeated 
falling,  inability  to  continue,  in- 
coherence, impairment  of  con- 
sciousness, unconsciousness  and 
extreme  pallor.  Mental  symp- 
toms appeared  late,  yet  only 
about  two  hours  elapsed  be- 
tween the  first  symptoms  and 
collapse.15 

Pugh,  1967,  simulated  condi- 
tions commonly  encountered 
where  casualties  occur.  He  em- 
ployed clothed,  young  physiolo- 
gists, used  to  hill  walking,  and 
found  that  during  ergometer  ex- 
ercise in  artificial  wet-cold  situ- 
ations, shivering  began  either 
before  or  immediately  after  en- 
tering the  chamber  and  persisted 
unless  the  work  rate  exceeded 
800  to  1,000  kilogram-meters  per 
minute.16  Below  these  levels, 
the  men  found  work  more  tiring 
when  wet  and  cold  and  after- 
wards they  complained  of  ex- 
treme misery,  loss  of  morale, 
blankness  and  light-headedness 
but  were  not  confused,  dis- 
oriented or  amnesic  as  were 
Adoph’s  and  Molnar’s  nude  sub- 
jects who  worked  outdoors  at 
0 C (32  F.)42  Temperature 
measurements  implied  that  ex- 
haustion may  come  on  while 
rectal  temperature  is  still  above 
37  C,  but  in  this  case  fell  very 
rapidly  on  cessation  of  exercise. 


working  capacity 

Pugh  states  that  mountaineers 
and  experienced  hill-walkers 
habitually  operate  at  02  intakes 
of  about  2 to  2.5  1/min.  or  about 
50  to  60  per  cent  of  capacity 
for  02  intake,  in  which  case  they 
would  be  relatively  immune 
from  discomfort  and  extra  fa- 
tigue in  average  wet-cold  situ- 
ations because  they  would 
be  working  above  the  cut- 
off level  of  the  cold  response.10 
But  for  those  with  a lower  work- 
ing capacity,  fast  walking  to 
keep  warm  will  bring  them  too 
close  to  their  working  capacity 
and  bring  on  exhaustion.  If  a 
slower  pace  is  set,  such  persons 
suffer  an  obligatory  increase  in 
02  of  perhaps  30  to  50  per  cent 
as  well  as  intense  discomfort. 

Measurements  of  muscle  tem- 
peratures, while  requiring  fur- 
ther investigation,  proved  con- 
sistent with  the  view  that  they 
might  fall  low  enough  to  cause 
serious  weakness  by  the  time  the 
rectal  reading  drops  to  34.5  C 
(94.1  F)  and  may  also  be  re- 
lated to  other  symptoms  of  hypo- 
thermia such  as  stiffness,  stum- 
bling, and  cramp.  Effective  cold 
stress  depends  on  a combination 
of  factors  such  as  clothing  in- 
sulation, physical  type,  thickness 
of  subcutaneous,  fat  and  sensitiv- 
ity to  cold.  Thus,  individual  vari- 
ations in  cold  stress  under  given 
environmental  conditions  may 
explain  the  seeming,  random  in- 
cidence of  hypothermia  casu- 
alties, even  in  groups  who  exer- 
cise together  and  who  may  seem 
to  be  equal  physically. 

Pugh’s  investigation  of  acci- 
dental hypothermia  in  Britain 
indicates  that  when  cold  stress, 
fatigue  and  discomfort  are  com- 
bined, the  point  of  exhaustion 
is  reached  earlier  than  when 
these  operate  singly.15  He  also 


found  (unpublished  work  by 
Cooper,  Johnson  and  Pugh)  that 
mental  symptoms  similar  to 
those  described  by  Adolph  and 
Molnar42  may  be  observed  in 
states  of  extreme  fatigue  where 
body  cooling  can  be  ruled  out. 
Such  persons  may  lose  their  reso- 
lution and  cease  to  go  on  taking 
measures  necessary  for  their 
safety,  wander  aimlessly  and  get 
lost,  fall  down  snow  slopes  or 
cliffs  and  fail  to  take  shelter. 

Thus,  mental  impairment 
alone  may  start  a chain  of  events 
leading  to  fatal  accidents  in 
which  death  from  hypothermia 
or  injury  is  the  end  result.  Pa- 
tients who  lived  through  an  epi- 
sode of  exhaustion-hypothermia 
mentioned  apathy,  sometimes 
preceded  by  a phase  of  anxiety. 
Two  patients  described  feelings 
of  unreality  and  detachment; 
another  felt  like  he  was  slightly 
drunk.  Companions  of  those  who 
suffered  from  incipient  exposure 
or  exhaustion  reported  irrational 
behavior,  irritability,  aggressive- 
ness or  unusual  silence  or  apathy. 

shivering 

A well-known  but  not  invari- 
able manifestation  of  chilling  is 
shivering.  According  to  Cooper, 
Hunter  and  Keatinge,  heat  pro- 
duction is  almost  entirely  muscu- 
lar in  origin,  and  in  the  visible 
form,  shivering  is  the  result  of 
heightened  muscle  tone.43  Shiv- 
ering will  reduce  the  rate  of 
cooling  appreciably  and  yet  nul- 
lify the  local  protection  afforded 
by  hypothermia  in  terms  of  oxy- 
gen consumption;  it  may  also  be 
undesirable  because  it  brings 
exhaustion  of  glycogen  reserves 
and  tends  to  hemoconcentration. 
Thus,  shivering  can  be  harmful 
beyond  a certain  point  in  hypo- 
thermia. 
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It  is  well  known  that  in  in- 
duced hypothermia,  muscle  re- 
laxation is  important,  whether 
achieved  by  depth  of  anesthesia, 
used  of  myoneural  blocking 
agent,  or  vasodilator  drugs  to 
counter  vasoconstriction.  Blair 
feels  that  shivering  is  a highly 
undesirable  feature  in  cold  situ- 
ations because:  1.  the  great  in- 
crease in  heat  production  will 
not  permit  the  smooth,  rapid 
lowering  of  temperature  to  the 
desired  level,  especially  when 
decreasing  temperature  to  fairly 
deep  levels  is  attempted;  2.  ex- 
cessive shivering  may  induce 
cardiac  arrest  or  fibrillation  and 
3.  cold  exhaustion  may  super- 
vene and  prove  lethal,  features 
making  it  necessary  to  depress 
or  abolish  completely  this  seg- 
ment of  the  heat  production 
mechanism  by  anesthesia  or 
drugs.2 

PHYSIOLOGIC  EFFECTS  OF 
HYPOTHERMIA 

A separate  study  of  the  same 
advanced  cancer  subjects.  Smith 
and  Fay,  showed  that  the  entire 
body  economy  is  reduced  in 
hypothermia,  with  slowing  of 
circulatory  and  blood  flow  rate 
(preliminary  circulation  time 
studies  suggested  that  the  cir- 
culation rate  was  nearly  doubled 
in  the  peripheral  vessels  and 
that  there  was  an  actual  increase 
in  viscosity  of  blood).41  The 
liver  was  relatively  dormant  and 
inactive  as  evidenced  by  the  ap- 
parently low  nitrogen  levels  of 
the  blood;  basal  metabolism  was 
reduced  20  to  25  per  cent.  The 
hemoglobin  fell  slightly,  due  to 
hemoconcentration,  and  anemia 
developed  after  repeated  expos- 
ure. When  the  volume  of  fluid 
was  adequate,  the  kidneys  func- 
tioned well  at  reduced  tempera- 
tures. Some  patients  showed  a 
drop  in  blood  sugar  to  80  to  90 


mg  per  100ml;  BUN  retention 
did  not  occur.  Since  venipunc- 
ture altered  the  temperature, 
only  scattered  observations  of 
Cl,  COo,  total  protein,  albumin 
and  globulin  were  made;  none 
were  significantly  altered. 

hypervolemia , hypertension 

Laufman’s  patient  was  studied 
intensively  during  the  recovery 
period  from  hypothermia.4  The 
severest  physiologic  sequellae 
within  the  two  week  period  after 
exposure  were  reflected  in  most 
of  the  body  systems,  predomi- 
nantly in  ECG  changes  and 
alterations  in  water  and  electro- 
lyte metabolism.  There  was  an 
apparent  hypervolemia  with 
concomitant  hypertension,  sodi- 
um retention,  high  potassium 
excretion  and  azotemia.  Hyper- 
tension disappeared  after  ampu- 
tation of  the  gangrenous  frost- 
bitten legs  and  hands. 

From  the  standpoint  of  the 
possible  pure  effects  of  hypo- 
thermia, uncomplicated  by  dis- 
ease, it  is  unfortunate  that  Smith 
and  Fay’s44  and  Talbott’s45  sub- 
jects suffered  from  advanced 
cancer  while  Laufman’s4  subject 
had  gangrenous  extremities,  but 
balancing  are  Adolph’s  and  Mol- 
nar’s42  and  Pugh’s10  on  healthy, 
young  men. 

Rees  relates  that  as  cooling 
progresses,  an  initial  rise  in 
blood  pressure  and  heart  rate  is 
succeeded  by  hypotension  with 
fall  in  plasma  volume  and  brady- 
cardia, probably  due  to  a direct 
effect  on  the  pacemaker,  fol- 
lowed by  disappearance  of 
peripheral  pulse,  increased  cir- 
culation time  and  atrial  fibrilla- 
tion or  other  arrhythmias  which 
may  begin  at  about  86  F (30 
C).° 

From  the  Dachau  human  ex- 
periments, Rascher  reports  in- 
variable extreme  dilatation  of 


the  right  heart  in  subjects  chilled 
to  28  C (82.4  F)  and  certain 
death  despite  attempts  at  re- 
vival.40 All  subjects  showed  a 
marked  increase  in  blood  viscos- 
ity, great  increase  of  hemoglobin, 
a five-fold  multiplication  of  leu- 
kocytes and  an  invariable  rise 
in  blood  sugar  to  twice  normal 
value.  Auricular  fibrillation  ap- 
peared regularly  at  30  C ( 86  F ) . 
Lloyd  observed  extreme  dilata- 
tion of  the  right  heart  chambers 
and  tributary  veins  in  two  cases 
and  interpreted  this  as  evidence 
of  acute  heart  failure.31 

heart  injury 

Holzloehner,  et  al  state  that 
humans  immersed  in  water  be- 
tween 2-12  C (35.6-53.6  F) 
showed  a gradual  decrease  of 
rectal  temperature  to  about  35  C 
(95  F ) after  which  the  drop 
became  rapid,  with  some  deaths 
occurring  below  30  C (86  F) 
from  heart  failure  with  total  ir- 
regularity, indicating  direct  dam- 
age from  overloading  of  the 
heart  by  the  marked  and  regular 
increase  in  viscosity  of  the  blood 
as  well  as  by  marked  throttling 
of  large,  peripheral  vascular 
areas.47 

Direct  injury  of  the  heart  from 
cold  was  also  considered  proba- 
ble. If  the  neck  was  chilled, 
lowering  of  temperature  was 
more  rapid,  thought  to  be  due 
to  interference  with  the  temper- 
ture  regulating  and  vascular 
centers,  and  cerebral  edema  ap- 
peared. The  blood  sugar  rose 
as  the  temperature  fell  and  did 
not  drop  again  as  long  as  the 
body  temperature  fell,  suggest- 
ing an  intermediary  disturbance 
of  metabolism.  Respiration  was 
made  more  difficult  owing  to  the 
rigor  of  the  respiratory  muscula- 
ture. Body  temperature  contin- 
ued to  fall  for  more  than  15 
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minutes  after  removal  from  cold 
water,  thus  perhaps  explaining 
deaths  after  successful  rescue 
from  cold  water.  Intense  re- 
warming, preferably  by  immer- 
sion in  a hot  bath,  was  never 
found  to  be  injurious  to  the 
subject,  but  drugs  that  acted  on 
the  peripheral  circulation  were 
definitely  not  helpful. 

The  electrocardiographic 
changes  of  hypothermia  have 
long  been  recognized,  starting 
with  Tomaszewski,  1938,  who 
noted  a picture  resembling  that 
following  a lesion  of  cardiac 
muscle,  with  P-R  and  QRS  inter- 
vals prolonged  and  the  S-T  seg- 
ment decreased.24  Emslie-Smith, 
1958,  found  only  eight  cases  of 
accidental  hypothermia  in  addi- 
tion to  his  seven  in  which  electro- 
cardiographic studies  had  been 
made.7  He  felt  that  the  follow- 
ing were  pathognomonic:  PR, 
QRS  and  QTC  intervals  length- 
ened, characteristic  J deflection 
of  hypothermia  present  in  leads 
related  to  the  left  ventricle,  and 
when  conspicuous,  T sometimes 
inverted,  while  in  other  leads  the 
base  of  the  QRS  widened,  chang- 
es identical  with  those  constantly 
seen  in  induced  hypothermia 
and  analogous  to  experimental 
hypothermia  in  dogs. 

Reynolds  and  van  Veen,  1965, 
found  at  least  35  subsequent 
cases  and  recorded  another  in 
whom  shortly  after  admission, 
the  ventricular  rate  was  20  per 
minute.48  Atrial  activity  was  not 
definitely  identified  because  of 
the  interference  by  skeletal  mus- 
cle contraction  potentials:  the 
characteristic  slow  wave  or  J 
deflection,  measuring  0.2  sec- 
onds, following  the  initial  R or 
S,  was  demonstrable  in  all  leads; 
ST  segment  was  depressed  with 


inversion  of  T waves  in  leads 
reflecting  left  ventricular  poten- 
tials; QT  interval  was  1.0  sec- 
onds; initial  R waves  appeared 
normal;  there  was  no  character- 
istic change  in  the  bundle.  After 
gradual  warming  under  blankets 
in  a warm  room,  the  electro- 
cardiogram was  within  normal 
limits  by  the  following  morning; 
pulse  and  respiratory  rates  had 
increased  and  the  blood  pres- 
sure, unobtainable  when  the 
man  was  found,  was  106/60; 
recovery  followed. 


racial  adaptation 

Hammel  and  Pierce19  report 
varying  metabolic  adaptions  to 
cold  among  different  races  as 
follows:  the  urbanized  Ameri- 
can or  European  starts  with  a 
metabolic  rate  at  base  level  and 
increases  this  greatly  as  his  body 
temperature  falls,  whereas  the 
Australian  aborigine  starting  in 
the  same  manner,  shows  a slow 
decline  during  a period  of  ex- 
posure; the  Alacaluf  Indian  of 
southern  Chile  enters  the  ex- 
posure period  with  a high  meta- 
bolic rate  which  then  drops 
slightly  but  not  lower  than  that 
of  a white  man;  the  Andean 
Indian  living  above  4,000  meters 
increases  metabolism  as  does  the 
white  control,  but  this  is  accom- 
panied by  an  extraordinary  loss 
of  core  heat;  the  small-statured 
Bushman  of  the  Kalahari  desert 
of  Southwest  Africa  practically 
has  no  subcutaneous  fat  and  his 
response  is  intermediate  be- 
tween that  of  the  unacclimatized 
white  man  and  the  Australian 
aborigine,  adapting  by  lower 
conductance  due  to  a greater 
vasoconstriction  than  is  possible 
for  the  white  control. 


Some  interesting  changes  in 
the  physiology  of  normal  indi- 
viduals living  in  the  Arctic  have 
been  noted  by  Popov.50  While  it 
is  possible  for  man  to  become 
acclimatized  to  the  rigors  of 
blizzards,  strong  winds,  six- 
month-long  polar  night,  low 
summer  temperatures,  sudden 
fluctuations  in  barometric  pres- 
sure and  electromagnetic  storms 
that  characterize  the  Arctic, 
these  conditions  require  great 
endurance  and  fitness  and  alac- 
rity in  the  function  of  the  com- 
pensatory mechanisms  of  man. 

Even  so,  certain  well-defined 
changes  take  place  during  ac- 
climatization and  prolonged  resi- 
dence in  the  Arctic.  As  a result 
of  a four-year  sojourn  in  the 
area  and  observation  of  a sig- 
nificant number  of  his  compan- 
ions, Popov  found  that  severe 
stress,  hypovitaminosis,  and  light 
deprivation  produced  physio- 
logic changes,  notably  the  early 
and  marked  depression  in  the 
ability  of  the  liver  to  regulate 
serum  protein  colloidal  reactiv- 
ity, together  with  impairment  of 
blood  pigment  clearance.  Chang- 
es in  peripheral  blood  composi- 
tion were  tendencies  toward 
leukopenia,  eosinopenia,  mono- 
cytopenia and  low  sedimenta- 
tion rates,  thought  to  be  due  to 
inhibition  of  the  reticuloendo- 
thelial system.  Hypotension  was 
4.5  times  more  frequent  than 
hypertension;  there  was  great 
lability  of  the  pulse  rate  and 
arterial  pressure  and  delayed 
restoration  of  these  measure- 
ments to  the  original  levels  after 
completion  of  exercise. 

Vanderhoeft  and  Dove51  ob- 
served, in  their  experiments,  that 
ex  vivo  the  lung  can  tolerate 
fairly  well  the  suppression  of 
circulation  for  two  hours  without 
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suffering  irreversibly.  Cold  per- 
fusion of  both  bronchi  and  pul- 
monary artery  are  necessary  but 
the  resultant  hypothermia  is  not 
very  homogenous  and  is  difficult 
to  maintain  without  the  develop- 
ment of  pulmonary  edema.  Cold 
immersion  and  perfusion  are 
complementary.  Whether  the 
lung  is  effectively  protected  at 
10  C and  what  its  oxygen  needs 
might  be  remained  to  be  deter- 
mined by  sections. 

Mason’s  concise  but  complete 
tabulation  of  both  the  initial  and 
late  physiologic  responses  of  the 
body  to  cold  is  highly  recom- 
mended.52 


PREVENTION  AND  TREATMENT 
EXHAUSTION  AND  HYPOTHERMIA 

Avoidance  of  exposure  to 
severe  weather  is  best  for  all 
age  groups.  This  means  that 
proper  clothing  should  be  worn 
outside  and  indoors,  coupled 
with  adequate  heating,  sufficient 
food  intake  and  the  physical  and 
mental  capacity  to  take  care  of 
one’s  self  and  not  to  lead  the 
life  of  a recluse,  unseen  by 
others.  Alcoholism  and  drug  ef- 
fects greatly  increase  the  chanc- 
es of  hypothermia.  The  newborn 
infant  must  not  be  allowed  to 
remain  in  a cold  room.13 

group  composition 

The  composition  of  youth  ac- 
tivity movements  and  organized 
outdoor  parties  where  individual 
choice  of  companions  is  not 
practiced  provides  a factor  of 
variation  in  physical  work  capac- 
ity which  is  as  obvious  a source 
of  danger  as  is  individual  vari- 
ation in  effective  cold  stress 
under  given  environmental  con- 
ditions, according  to  Pugh.10  He 
questions  the  justification  of  arb- 
itrarily dividing  young  people 


into  groups  without  reference 
to  their  exercise  history  and 
qualifications.  The  possibility  of 
infection  or  illness  should  not 
be  disregarded.15 

clothing 

Waterproof  overgarments  of 
light  weight  and  bright  color 
are  ideal  for  emergencies,  wheth- 
er worn  or  carried,  as  well  as 
reserve  clothing  in  a plastic  bag, 
together  with  flashlight,  are  min- 
imal requirements,  according  to 
Pugh.15  Pugh’s  study  of  clothing 
worn  by  one  of  the  victims  of 
the  Four  Inns  Walking  Competi- 
tion, confirmed  his  previous  find- 
ings that  the  combination  of 
wind,  exercise,  and  wetting  re- 
duced clothing  insulation  to  very 
low  values  and  that  in  the  wet- 
cold  situation,  insulation  was  50 
per  cent  higher  in  rest  than 
during  exercise.10  These  findings 
indicate  that  in  an  outdoor  situ- 
ation improvement  in  effective 
insulation  could  be  gained  by 
getting  out  of  the  wind  and 
adopting  a curled-up  posture. 
He  feels  that  parties  caught  in 
bad  weather  will  usually  survive 
if  they  bivouac  in  good  time 
and  while  their  metabolic  re- 
sponse to  cold  is  still  intact. 
Pugh  advises  that  the  exhausted 
person  should  stop  as  soon  as  it 
is  possible  to  find  or  build  a 
shelter,  and  conserve  his  energy 
and  await  rescue  or  improve- 
ment of  weather  conditions,  pro- 
vided he  can  keep  dry  and  thus 
avoid  freezing. 

Froese  and  Burton53  demon- 
strated that  at  — 4 C (25  F)  the 
heat  loss  from  the  uncovered 
head  may  amount  to  half  the 
total  resting  heat  production  and 
because  of  this,  adequate  in- 
sulating head  gear  must  be  worn 
to  insulate  and  extend  the  toler- 
ance time  of  heat  loss  of  the 
head.53 


warming 

In  reading  the  literature  on 
accidental  hypothermia,  one  is 
struck  by  the  fact  that  the  rec- 
ommended treatment  is  likely  to 
be  based  on  the  ages  of  the 
victims  and  the  length  of  the 
hypothermia  state.  Rees,  1958, 
who  in  point  of  time  appears 
to  be  the  first  of  the  English 
investigators  to  recognize  acci- 
dental hypothermia,  states  that 
treatment  varies  with  the  dura- 
tion of  the  condition  and  that 
rewarming  may  be  either  rapid 
or  slow.0  He  cautions  against 
moderate  warming  because  this 
may  release  vasoplasm  without 
sufficient  waianing  of  blood,  with 
a return  of  chilled  blood  to  the 
heart,  lowering  the  central  tem- 
perature still  further  and  in  criti- 
cal cases  death  may  result  from 
cardiac  arrest  soon  after  starting 
treatment. 

In  acute  hypothermia  of  rapid 
onset  and  less  than  12  hours 
duration,  rapid  rewarming  was 
recommended;  in  chronic  hypo- 
thermia, slower  in  onset  and 
over  12  hours  duration,  the  type 
most  commonly  met  in  clinical 
practice,  rapid  rewarming  may 
lead  to  hypotension.  Gradual  re- 
warming by  a patient’s  own 
metabolic  efforts  at  about  1 F 
(0.55  C)  per  hour  in  a room 
temperature  of  70-75  F (21.1- 
23.9  C)  was  employed.  The 
same  recommendations  were 
made  in  1964,  warning  that 
rapid  rewarming,  at  least  in 
elderly  persons  is  dangerous.10 
It  is  stated  further  that  the 
patient  should  be  insulated 
against  further  heat  loss  during 
the  spontaneous  warming  period 
and  that  if  after  a time  the  tem- 
perature fails  to  rise,  the  patient 
should  be  placed  in  warm  air  at 
80-90  F (26.7-32  C). 
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Blair  feels  that  if  a patient 
has  normal  thermo-regulatory 
mechanisms,  evidenced  by  an 
ability  to  shiver,  he  should  be 
permitted  to  rewarm  spontan- 
eously, but  with  more  critical 
levels  of  68-77F  (20-25C)  some 
degree  of  artificial  rewarming, 
preferably  a thermal  blanket,  is 
advisable  until  the  temperature 
reaches  86-89F  (30-32C),  at 

which  point  active  warming  may 
be  stopped  and  spontaneous  re- 
warming is  allowed  to  occur.2 
If  the  temperature  is  below  68F 
(20C)  and  the  shivering  reflex 
is  absent,  this  is  taken  as  a 
grave  sign  that  there  is  either 
depression  or  organic  impair- 
ment of  the  central  thermo- 
regulatory mechanism  centrally 
and  artificial  rewarming  must  be 
continued  until  there  is  ample 
indication  of  adequate  striate 
activity  to  cold. 

undertreatment  sometimes  preferred 

Blair  believes  that  if  there 
must  be  a rule  in  the  manage- 
ment of  accidental  hypothermia, 
it  is  preferable  to  undertreat 
than  overtreat  and  that  this  is 
one  time  when  vigor  of  mental 
faculties  is  more  important  than 
vigor  of  action.  Rascher  and 
Holzloehner  noted  that  the  ef- 
fect of  chilling  in  water  was 
more  lethal  if  the  neck  and  back 
of  the  head  were  submerged  in 
water  than  otherwise.46  47 

Talbott  says  that  in  recovery 
from  hypothermia,  it  is  essen- 
tial to  have  a long  period  for 
restoration  of  body  temperature; 
during  the  early  stages  of  recov- 
ery, the  environmental  tempera- 
ture should  be  just  above  32F 
(OC)  and  that  the  rate  of  restora- 
tion should  not  be  greater  than 
2-3F  (1.1-1.6C)  per  hour.45  Blood 
pressure  and  rectal  temperature 
should  be  recorded  frequently 


and  any  tendency  of  systolic 
pressure  to  fall  below  100  should 
be  taken  as  an  indication  of  too 
rapid  rewarming.  Bradycardia 
below  50  per  minute  or  an  ar- 
rhythmia that  persistently  recurs 
suggest  a more  serious  state  than 
a fast  pulse  with  a regular 
rhythm. 

Administration  of  fluids  other 
than  whole  blood  or  plasma  in- 
travenously is  highly  desirable. 
Not  until  body  temperature  is 
normal  can  vigilance  be  relaxed. 
Vasoconstrictive  action  contra- 
indicates the  use  of  tobacco  dur- 
ing exposure  to  cold.  The  vaso- 
dilatorv  effects  of  small  amounts 
of  alcohol  give  little  help  to  the 
staying  power  of  an  exposed 
person.  In  large  quantities,  alco- 
hol has  an  inhibitory  effect  on 
the  brain  centers.  Sympathetic 
block  may  be  used  for  relief  of 
vasospasm  and  as  an  aid  in 
establishing  a collateral  blood 
supply.  Mann’s  and  Elliott’s  ex- 
perience, convinces  them  that 
slow  rewarming  of  hypothermic 
infants  is  the  only  safe  method.15 

On  the  other  hand,  one  gains 
the  impression  from  the  litera- 
ture that  if  accidental  hypo- 
thermia is  of  short  duration  and 
affects  a young  and  healthy  per- 
son, rapid  rewarming  by  any 
means  possible  at  the  time  and 
place  is  permissible.  Darvill  ad- 
vises a hot  tub  bath  at  105-1 12F 
(40.5-44. 4C),  as  does  Trott  and 
others.15 19  Among  mountaineers 
and  others  in  a remote  situation, 
all  that  may  be  possible  is  insu- 
lation of  the  victim  against  fur- 
ther cold  by  blankets  or  sleeping 
bags  if  the  subject  has  not 
passed  Neureuther’s  phase  II 
(blood  and  venous  pressure  re- 
duced, heart  and  respiratory 
rates  slowed),  according  to 
Trott  and  Darvill,  and  is  still 
able  to  provide  his  own  body 


warmth  to  cold  garments  or 
other  covering.1819-*8  As  a last 
resort,  comrades  may  cluster 
about  the  victim,  skin  to  skin, 
if  possible,  and  thus  transmit 
heat.  Trott’s  experience  is  con- 
trary to  that  of  the  Seattle 
Mountaineers  Safety'  Commit- 
tee’s warning  against  application 
of  external  heat.  Restoration  of 
blood  volume  and  drug  therapy 
come  after  rewarming. 

Still  other  means  of  rewarm- 
ing  may  be  building  a fire  or 
fires,  confinement  to  a tent 
heated  by  a portable  camp 
stove,  or  removal  of  wet  cloth- 
ing and  substitution  of  dry  gar- 
ments, if  circumstances  permit. 
Dry  cloth  provides  more  effec- 
tive insulation  than  wet.  If  pos- 
sible, digging  or  constructing  a 
shelter  in  snow,  rocks  or  earth 
and  remaining  at  the  site  is  said 
to  afford  a better  chance  for  sur- 
vival than  attempting  to  travel, 
especially  if  exhaustion  has  pre- 
ceded the  hypothermia.16  Evacu- 
ation by  any  means  available 
must  be  rapid.  Pugh  has  ob- 
served collapse  at  times  within 
1 to  2 hours  after  symptoms 
have  appeared  and  has  seen 
death  occur  within  2 to  6 
hours.15 

warming  is  a critical  process 

Kreider  feels  that  the  process 
of  rewarming  is  critical  since 
death  often  occurs  during  this 
process,  due  in  part  at  least  to 
after-cooling  or  continued  cool- 
ing of  the  heart  after  rewarming 
of  the  body  has  started.54  The 
explanation  lies  in  the  fact  that 
heat  applied  to  the  skin  brings 
reflex  relaxation  of  vasoconstric- 
tion so  that  the  blood  trapped 
in  the  skin  and  underlying  tis- 
sues of  the  shell  as  well  as  the 
first  new  blood  flowing  through 
is  cooled  by  the  shell  to  far  be- 
low core  temperature.  Should 
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the  core  temperature  already  be 
dangerously  low,  the  returning 
blood  from  the  shell  brings 
further  cooling  of  up  to  7F 
(-13.9C)  and  causes  death.  An- 
other danger  is  that  circulatory 
collapse,  due  to  metabolic  aci- 
dosis or  other  metabolic  upsets 
resulting  from  unequal  warming 
of  parts  of  the  body,  increases 
the  metabolic  demands  before 
the  body  as  a whole  can  re- 
spond. 

On  the  contrary,  some  persons 
survive  both  severe  and  pro- 
longed exposure,  as  illustrated 
by  a case  seen  by  A.  J.  Brauer, 
of  Florence,  Oregon.55  A 25- 
vear-old,  healthy  and  muscular 
male,  in  December,  1966,  was 
swept  into  the  Pacific  Ocean, 
mean  temperature  of  51. 8F 
(10.8C),  then  cast  back  on  the 
rocky  shore.  He  suffered  con- 
tusions, abrasions  and  lacera- 
tions, and  remained  there  over- 
night for  14  to  15  hours,  soaking 
wet  and  at  an  atmospheric  tem- 
perature of  45-50F  (7.2-10C)  be- 
fore being  rescued.  When  seen 
by  Dr.  Brauer  a few  hours  after 
being  hospitalized,  he  was  shiv- 
ering and  pale  but  conversed 
coherently.  The  rectal  tempera- 
ture was  95F  (35C),  but  since 
rewarming  had  been  under  way 
for  some  time.  Dr.  Brauer  felt 
the  temperature  must  have 
been  appreciably  lower  initially. 
Treatment  consisted  of  applying 
blankets  that  were  preheated  in 
a dryer,  and  changed  at  15- 
minute  intervals,  a method  Dr. 
Brauer  had  found  effective  in 
other  cases  of  submersion  in  cold 
water  that  he  had  treated  dur- 
ing the  past  five  years.  The  man 
recovered  and  left  the  hospital 
after  three  days. 

Finally,  it  is  important  to  re- 
member that  the  symptoms  of 
exhaustion  or  hypothermia  or 


both  may  mimic  many  clinical 
and  behavioristic  states  and  thus 
be  overlooked  entirely  unless 
the  physician  or  nurse  remem- 
bers to  take  the  temperature 
rectally.  Otherwise,  needless 
death  may  occur. 

SUMMARY 

1.  Autopsy  reports  on  hypo- 
thermia in  the  literature  are  few 
and  since  many  of  the  subjects 
were  old,  the  pulmonary  fea- 
tures were  often  obscured  or 
complicated  by  pre-existent  dis- 
ease so  that  little  could  be 
learned  from  this  source. 

2.  Autopsy  findings  on  ten 
persons  dying  unattended  by  a 
physician  in  the  states  of  Ore- 
gon and  Washington  between 
1958-1966  are  reported.  All  in- 
stances are  clinically  and  patho- 
logically compatible  with  death 
from  accidental  hypothermia, 
initiated  and  enhanced  by  cold 
and  wetting  and  in  most  in- 
stances preceded  by  varying  de- 
grees of  physical  exhaustion. 

3.  All  necropsies  were  com- 
plete and  were  made  by  exper- 
ienced pathologists  on  generally 
well-preserved  bodies  of  persons 
between  12  and  51  years  of  age. 
One,  81  years  old,  was  infirm 
and  suffered  from  cardiovascular 
disease;  the  remainder  were 
either  known  or  presumed  to 
have  been  in  good  health  pre- 
viously. 

4.  With  one  exception,  the 
lungs  exhibited  marked  hyper- 
emia, accompanied  by  varying 
degrees  of  edema  and  intrapul- 
monary  hemorrhage.  This  has 
not  been  consistently  found 
heretofore.  Clinically,  edema 
has  been  noted  occasionally.  Hy- 


pothermia per  se  has  no  distinc- 
tive histopathologic  features. 
Focal  emphysema  was  found  in 
all  instances  but  whether  this  is 
real  or  artificial  is  debatable. 

5.  One  death  occurred  at  high 
altitude  and  under  clinical  and 
climatic  circumstances  compati- 
ble with  high  altitude  pulmo- 
nary edema  and  hemorrhage.  At 
the  same  time,  the  victim’s  phys- 
ical condition,  symptoms,  and 
the  inclement  weather  are  those 
commonly  encountered  in  acci- 
dental hypothermia.  The  clinical 
aspects  and  the  pathologic 
changes  in  the  lungs  fit  either 
condition. 

6.  Recent  work  by  Pugh  indi- 
cates that  the  clinical  symptoms 
of  victims  of  hypothermia  and 
of  physical  exhaustion  maj'  be 
practically  identical  and  that  ex- 
haustion is  often  the  primary 
feature,  rendering  the  subject 
more  susceptible  to  chilling, 
wetting  and  traumatic  injury 
than  would  otherwise  be  the 
case.16  Singh  finds  some  of  the 
symptoms  of  acute  mountain 
sickness  and  of  high  altitude 
pulmonary  edema  are  the  same 
as  those  of  exhaustion  and  of 
hypothermia.39  Thus,  under  cer- 
tain circumstances  exhaustion- 
cold-and-wet-initiated  hypother- 
mia and  the  effects  of  high  alti- 
tude may  be  concomitant  and 
not  easily  separable  in  assigning 
a primary  cause. 

7.  The  mechanism  of  death  in 
hypothermia  has  been  exten- 
sively investigated  by  a number 
of  workers.  While  affecting  all 
cells  to  some  degree,  the  lethal 
effect  of  cold  is  on  the  circula- 
tory system,  leading  to  conges- 
tion, hemoconcentration,  edema 
and  hemorrhage  and,  most  im- 
portantly, to  severe  and  fatal 
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electrocardiographic  changes  in 
the  form  of  auricular  or  ven- 
tricular fibrillation,  or  both,  and 
cardiac  arrest. 

8.  Alterations  in  the  lungs  re- 
ported herein  are  regarded  as 
an  integral  part  of  cardiores- 
piratory failure  and  are  not  pe- 
culiar to  hypothermia.  Edema, 


hemorrhage  and  hypoxia  may 
well  add  to  the  already  existent 
circulatory  embarrassment  and 
be  important  complicating  fac- 
tors in  the  causation  of  death. 

9.  The  physiology,  symptoma- 
tology, prevention  and  treatment 
of  hypothermia  are  discussed. 
Recognition  of  hypothermia  as 


a not  infrequent  clinical  state 
and  taking  the  rectal  tempera- 
ture with  a suitable  thermom- 
eter are  essential  steps  in  the 
differential  diagnosis  of  many 
conditions  having  a number  of 
symptoms  in  common.  ■ 

6040  S.E.  Belmont  St.  (97215) 
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ADDENDUM 


Since  acceptance  of  the  orig- 
inal article,  a new  example 
compatible  with  accidental 
hypothermia  has  been  encoun- 
tered. 

A 32  - year  - old  male  office 
worker,  was  a member  of  a 
party  which  became  trapped  by 
an  unexpected  blizzard  on  Mt. 
Hood,  Oregon,  during  the  eve- 
ning of  May  4,  1968.  The  group 
huddled  together  in  a snow  cave 
for  about  60  hours.  Rescuers 
estimated  that  the  man  had 
been  dead  for  about  an  hour; 


other  members  survived.  The 
le  examining  physician  at  Timber  - 

il  line  Lodge  did  not  take  the 

l-  rectal  temperature. 

While  properly  clothed  for 
:e  warmth,  water  dripping  from 

a the  roof  of  the  cave  resulted  in 

y complete  saturation  of  clothing, 

t.  Dr.  William  F.  Brady,  Patholo- 
e-  gist-Coroner,  Multnomah  Coun- 

ip  ty,  reports  that  the  victim  was 

re  sparsely  built  and  had  little  sub- 

rs  cutaneous  fat.  Except  for  multi- 

id  pie  early  “stress  ulcers”  of  the 

r;  stomach  mucosa,  all  other  or- 
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gans  except  the  lungs  were 
grossly  and  microscopically  un- 
changed. The  lungs  together 
weighed  950  gm,  showed  some 
posterior-basal  atelectasis  and 
congestion  but  on  the  whole 
were  dry  and  expanded.  Micro- 
scopically, there  was  extensive 
fresh  intra-alveolar  hemorrhage 
posteriorly  with  small  and  focal 
ones  elsewhere;  edema  was 
slight;  pneumonitis  was  absent. 
Anteriorly  there  appeared  to  be 
emphysema  and  here  hyperemia 
was  slight  or  lacking. 


Cranial  Nerve  Paralysis  After  Spinal  Anesthesia 


ROBERTO  ROBLES,  M.  D.,  Seattle,  Washington 


On  her  third  post  partum  day,  following  normal  pregnancy  and  delivery 
under  spinal  anesthesia,  a twenty-year-old  primigravida  suffered  severe  head- 
ache, dizziness,  photophobia  and  paralysis  of  the  abducens  nerve.  Lumbar 
puncture  revealed  blood  spinal  fluid  under  greatly  reduced  pressure.  Tentative 
diagnosis  of  intracranial  hemorrhage  was  made,  and  a carotid  arteriogram  was 
performed,  revealing  no  vascular  abnormalities.  This  confirmed  the  anesthesi- 
ologist’s diagnosis  of  postlumbar  puncture  cephalalgia  complicated  by  VI  nerve 
palsy.  Adequate  hydration  cured  the  patient. 


Not  only  did  August  Bier 
present,  in  1899,  the  first 
report  on  use  of  subarachnoid 
anesthesia  for  surgical  opera- 
tions, but  his  paper  gives  the 
first  report  on  spinal  headaches.1 
Since  that  time,  many  reports 
have  been  made  of  postspina! 
cranial  nerve  complications.  For- 
tunately, in  recent  years  we 
know  of  these  palsies  only  as  a 
potential  complication  or  as  a 
quiz  type  of  question.  The  ab- 
ducens nerve  is  involved  in  the 
majority  of  cases. 
incidence 

Early  workers  rarely  reported 
paralysis  of  eye  muscles  after 
spinal  anesthesia.  Tuffier,  in 
1905,  reporting  on  2,000  spinal 


Presented  at  the  Fifth  Annual  West 
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anesthesias,  stated  that  no  un- 
desirable results  were  noted.2 
Delaup,  a colleague  of  Carrel 
W.  Allen,  administered  1,500 
low  spinal  anesthesias  without 
observing  a single  instance  of 
post-anesthetic  occular  paral- 
ysis.3 Nevertheless,  experience 
over  the  years  has  demonstrated 
that  cranial  nerve  paralysis  can 
occur  following  spinal  anes- 
thesia. 

Among  the  reported  cranial 
nerve  palsies,  the  abducens  is 
affected  in  more  than  90  per 
cent  of  the  cases.  Only  the  ocu- 
lomotor (III),  glossopharyngeal 
(IX),  and  vagus  (X)  nerves  have 
been  spared  from  palsies  follow- 
ing spinal  anesthesia.4  Terrien, 
in  1923,5  suggested  that  the  inci- 
dence of  this  complication  was 
as  high  as  17  per  cent,  while 
Cantonnet8  and  Francois7  were 
concerned  because  they  noted  a 


palsy  rate  of  1 in  every  250 
cases.  Blatt,  in  1923,  collected 
87  cases  from  literature,  and 
later  in  the  same  year,  presented 
10  additional  cases  from  his 
own  observations,  a total  of  97 
cases  up  to  that  time.8  Wolt- 
mann,  in  1936,  reported  two 
palsies  of  unusual  interest  be- 
cause they  were  preceded  by 
ether  anesthesia." 

In  1942,  Ochaporski  stated 
that  Russian  surgeons  and  gy- 
necologists had  abandoned 
spinal  anesthesia  because  of  the 
high  incidence  of  this  complica- 
tion; he  reported  282  cases  of 
abducens  nerve  palsy.10  In  1945, 
together  with  his  theory,  Fair- 
clough  recorded  10  instances  of 
abducens  nerve  paralysis  fol- 
lowing 2,021  spinal  anesthetics, 
an  occurrence  rate  of  0.5  per 
cent.11 
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In  Dripp’s  and  Vandam’s 
monumental  study  in  1954,  they 
reported  8 cases  of  abducens 
nerve  palsy  following  admini- 
stration of  10,098  spinal  anes- 
thetics.12 Moore  and  Briden- 
baugh  recently  reported  one  of 
the  largest  series  of  spinal  anes- 
thetics from  one  institution. 
They  noted  only  one  cranial 
nerve  palsy  following  11,574 
blocks.13  A review  of  the  6,686 
subarcahnoid  blocks  performed 
in  the  last  four  years  at  the  Uni- 
versity of  Washington  affiliated 
hospitals  disclosed  no  cases  of 
this  complication.  Davenport, 
in  1939,  reported  an  incidence 
of  32  per  cent  of  severe  or 
moderate  headache  following 
diagnostic  lumbar  punctures 
performed  in  the  New  York  City 
Board  of  Health  Clinics.11  Al- 
though they  mentioned  cranial 
nerve  palsies,  they  did  not  dis- 
close the  incidence  of  this  com- 
plication. 

pathophysiology 

It  is  important  to  note  that  all 
reported  cases  of  cranial  nerve 
palsy  following  spinal  puncture 
have  been  preceded  by  head- 
ache. Many  theories  have  been 
presented  about  the  etiology  of 
these  palsies,  such  as  a toxic 
factor  of  the  drug  employed, 
generalized  toxicity,  non-speci- 
fic inflammation,  and  the  acti- 
vation of  quiescent  but  pre- 
existing neurological  disease. 

Cushing  noted  that  the  abdu- 
cens nerve  is  crossed  by  either 
the  anterior  inferior  cerebellar 
or  the  internal  auditory  artery, 
and  that  if  slight  cerebellar  dis- 
placement occurs,  the  arteries 
might  be  stretched  and  cut  into 
the  nerve  like  a tight  band.15 
Yaskin  described  the  vulnera- 
bility of  the  abducens  nerve  due 


to  its  long  course  in  close  prox- 
imity' to  the  dura  and  because  it 
is  situated  within  Dorello’s  ca- 
nal, all  if  which  subject  it  to 
stress  from  neurological  disease 
or  changes  in  intracranial  pres- 
sure.18 

Fairclough’s  theory,  based  on 
the  instability'  of  the  binocular 
vision  function,  states  that  “even 
a slight  variation  in  cerebral 
disease  causes  a breakdown  of 
binocular  vision.” 

Hay'man  and  Wood,  in 
1942,  postulated  that  unidenti- 
fied alterations  in  the  cerebro- 
spinal fluid  dynamics  w'ere  the 
cause  of  this  complication.17  Re- 
duction in  volume  and  pressure 
of  cerebrospinal  fluid,  especi- 
ally' w'hen  prolonged,  is  assumed 
to  be  related  to  size  of  the 
needle  employed  for  puncture 
and  relationship  of  the  needle 
bevel  with  the  direction  of  the 
dural  fibers.  Cerebrospinal  fluid 
continues  to  leak  out  the  dural 
hole  until  it  is  sealed.  Frankson 
and  Gordh  observed  during 
autopsies  that  these  dural  holes 
could  remain  open  for  longer 
than  two  weeks.18  Loss  of  cush- 
ioning effect  of  the  spinal  fluid 
produces  downward  displace- 
ment of  the  intracranial  struc- 
tures with  resultant  tension  on 
nerves  and  the  dura  matter. 

treatment 

Treatment  should  be  divided 
into  two  phases:  a pre-headache 
or  prophydactic  phase,  and  a 
post-headache  or  therapeutic 
phase.  Prophylaxis  demands 
that  the  smallest  possible  hole 
be  made  in  the  dura  and  that 
cerebrospinal  fluid  production 
be  increased  sufficiently  to  com- 
pensate for  the  amount  that  will 


leak  from  the  dural  hole.  The 
spinal  needle  should  be  the 
smallest  possible  (24,  25  or  26 
gauge)  consistent  with  the  clin- 
ical indications.  W’hen  inserted 
the  bevel  should  be  parallel  to 
the  dural  fibers  to  separate, 
rather  than  cut  them. 

Adequate  hy'dration  is  essen- 
tial for  the  increased  produc- 
tion of  cerebrospinal  fluid. 
Three  liters  per  day  should  be 
given  for  the  first  three  days, 
2,000  ml  should  be  given  intra- 
venously. If  post-spinal  head- 
ache appears,  it  should  be  vig- 
orously' treated  to  prevent  de- 
velopment of  a cranial  nerve 
complication. 

Headache  will  appear  be- 
cause of  failure  to  increase 
cerebrospinal  fluid  production 
to  compensate  for  the  amount 
that  is  lost  from  the  dural  block. 
These  patients  should  receive  3 
liters  of  intravenous  fluids  daily 
while  sy'mptoms  persist.  Intra- 
venous alcohol  may  help  by 
stimulating  the  production  of 
cerebrospinal  fluid  and  by  its 
analgesic  and  euphoric  effects. 
The  pitressin  regimen  has  been 
advocated  with  some  favorable 
results.  It  consists  in  the  admin- 
istration of  1,000  ml  of  5 per 
cent  dextrose  in  saline  within  a 2 
hour  period  post  partum.  Fol- 
lowing this  infusion  an  ampule 
of  pitressin  is  given  intramus- 
cularly  and  the  intravenous  hy- 
dration is  continued  with  1,000 
ml  of  5 per  cent  dextrose  in 
w'ater.19 

Epidural  injection  of  large 
volumes  of  saline  ( 40-100  ml ) 
may'  aid  by  increasing  the  spinal 
fluid  pressure.  Although  one  in- 
jection may  suffice,  repeated  in- 
jections may  be  necessary.20 
Traditionally,  all  patients  who 
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have  had  a spinal  block  have 
been  kept  flat  in  bed  for  12 
hours.  This  does  not  prevent  the 
disease  process  from  occurring, 


but  prevents  the  headache  from 
appearing. 

Patients  who  develop  cranial 
nerve  palsy  should  be  kept  in 


bed  to  reduce  severity  of  the 
symptoms  and  allow  correct 
hydration  to  be  carried  out.  ■ 
Department  of  Anesthesiology 
University  of  Washington 
School  of  Medicine  (98105) 
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Veno-Ureteric  Fistula: 

A Complication  of  Aortic  Surgery 


HAROLD  J.  ELNER,  M.D.  / JAMES  P.  FLANAGAN,  M.D.,  Richland,  Washington 


Three  years  after  the  right  ureter  was  severed  and  ligated,  during  diffi- 
cult vascular  surgery  in  dense  scar  tissue  from  a previous  operation,  the  patient 
began  a series  of  episodes  of  bleeding  into  the  bladder,  via  the  ureteral  orifice. 
Dark  blood  and  clots  suggested  venous  source.  When  contrast  medium  was 
injected  into  the  ureteral  stump,  a left  excretory  urogram  developed,  indi- 
cating veno-ureteral  fistula.  After  resection  of  the  ureteral  remnant  there  were 
no  further  episodes  of  bleeding. 


Surgery  for  the  correction  of 
occlusive  aortic  disease  may 
he  complicated  by  conditions 
intrinsic  to  the  arterial  system. 
These  include  thrombosis,  ex- 
travasation, and  infection.  The 
urinary  tract  is  seldom  involved, 
probably  because  of  the  ease  of 
indentification  of  its  structures 
in  the  wide  exposure  necessary 
for  this  type  of  vascular  surgery. 
It  is  the  purpose  of  this  report 
to  cite  a case,  believed  to  be 
unprecedented,  in  which  such 
involvement  occurred.  A ureter 
was  converted,  in  effect,  to  an 
open-end  extension  of  the  ve- 
nous system,  with  the  clotting 
mechanism  the  sole  barrier  to 
exsanguination. 


From  the  Urologic  and  Surgical 
Service,  Kadlec  Methodist  Hospital, 
Richland,  Washington. 


CASE  REPORT 

A 50-year-old  v/hite  male  physi- 
cian was  seen,  September  5,  1961, 
because  of  impotence,  and  claudi- 
cation in  both  thighs.  Diagnosis 
of  LeRiche’s  syndrome  was  made. 
At  operation  on  October  20,  1961, 
atherosclerotic  partial  obstruction 
of  the  lower  aorta  and  inflamma- 
tory-like  reaction  in  the  retroperi- 
toneal tissues  were  noted.  A dac- 
ron bifurcation  graft  was  inserted 
to  replace  the  obstructed  vessel 
and  was  anastomosed  distally  to 
the  common  iliac  arteries.  Bilateral 
lumbar  sympathectomy  and  chol- 
ecystectomy were  carried  out. 

The  claudication  disappeared 
and  the  impotence  was  partially 
relieved.  This  condition  prevailed 
until  July  5,  1963,  when  reopera- 
tion through  the  same  midline  in- 
cision was  done  because  of  ob- 
struction of  the  bifurcation  of  the 
aortic  graft.  Difficulty  was  en- 
countered due  to  loss  of  dissecting 
planes.  A large  thrombus  was  re- 
moved from  the  graft  and  circula- 
tion restored.  In  the  course  of  dis- 
section through  extremely  heavy, 
fibrous  tissue,  identification  of 
the  right  ureter  was  not  possible. 


A structure  behind  and  adherent 
to  the  right  limb  of  the  graft  was 
severed  and  exuded  clear  fluid. 
It  could  not  be  stated  whether 
this  was  the  ureter  or  a lymphatic 
channel.  It  was  ligated. 

The  patient  recovered  his  circu- 
lation and  did  well.  He  was,  how- 
ever, conscious  of  some  sharp 
pains  in  the  right  upper  quadrant 
and  flank  during  the  postoperative 
period.  An  intravenous  pyelo- 
gram,  Figure  1,  done  three  months 
after  operation  showed  no  func- 
tion on  the  right  side.  In  order 
to  avoid  further  thrombotic  epi- 
sodes, the  patient  maintained  him- 
self on  warfarin  sodium  5 mg  per 
day. 

On  May  10,  1966,  while  travel- 
ing in  Europe,  the  patient  had  a 
sudden  episode  of  acute  vesical 
clot-retention.  A physician  in 
Vienna  evacuated  the  clots  through 
a cystoscope.  No  active  hemor- 
rhage was  reported. 

On  six  occasions  after  his  return 
home,  he  had  repetitions  of  this 
phenomenon,  extending  from  June 
21,  1966,  through  December  5, 
1966.  During  this  time,  anticoag- 
ulant therapy  was  discontinued.  A 
typical  sequence  consisted  of 
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Fig.  2.  Right  ureterogram  prior  to  resection  of  the  right  ureteral  remnant.  Fig.  1.  Intravenous  pyelogram,  three  months  after  the  second  aortic  opera- 

tion, indicating  no  function  on  the  right. 


t 


K 


abrupt  urinary  stoppage  clue  to 
massive  clot-retention,  evacuation 
of  clots  by  catheter  or  cystoscope, 
and  cessation  of  bleeding.  On  two 
of  these  occasions,  shock  and  hy- 
potension required  transfusion  and 
hospital  management.  Repeated 
cystoscopic  examinations  failed  to 
reveal  any  point  of  bleeding  in 
the  bladder  or  urethra.  The  pro- 
static urethra  was  wide  open  and 
the  walls  uninflamed.  An  intra- 
venous pyelogram  on  June  10, 
1966,  showed  no  interval  change. 
The  left  kidney  was  normal. 

On  December  5,  1966  it  was 
necessary  to  administer  anesthesia 
and  evacuate  clots  through  the 
resectoscope  sheath.  With  the 
bladder  cleared,  dark  venous  blood 
was  observed  streaming  from  the 
right  ureteral  orifice.  A ureteral 
catheter  was  passed  for  a distance 
of  15  cm,  at  which  point  it  stop- 
ped. The  bleeding  ceased.  The 
catheter  was  removed  on  the  fol- 
lowing day  with  no  resultant 
hemorrage. 

At  operation,  December  10, 
1966,  the  right  ureteral  orifice  was 
occluded  with  a Braasch  tip  cathe- 
ter. A ureterogram  was  done  by 
the  injection  of  7cc  of  sodium  dia- 
trizoate,  Figure  2.  As  soon  as  the 


occluding  catheter  was  withdrawn, 
a vigorous  stream  of  dark  blood 
issued  from  the  orifice.  A ureteral 
catheter  was  passed  to  15  cm 
for  tamponade.  After  five  minutes 
with  the  catheter  in  place,  a faint 
left  excretory  urogram  was  seen, 
Figure  3.  At  ten  minutes,  a definite 
left  excretory  urogram  yvas  noted, 
Figure  4.  With  the  catheter  left 
in  place,  the  patient  was  transfer- 
red from  the  cystoscopy  room  to 
the  operating  roorp.  Through  a 
modified  Pfannenstiel  incision,  the 
right  ureter  was  severed  at  its 
junction  with  the  bladder  and  the 
distal  stump  ligated.  The  ureter 
was  dissected  cephalad  and  was 
traced  to  a point  behind  the  right 
limb  of  the  - vascular  graft  near 
the  bifurcation.  Because  of  the 
danger  of  disturbing  the  graft,  the 
final  centimeter  or  so  was  not 
traced  but  was  ligated  at  its  emer- 
gence from  dense  fibrous  tissue. 
The  ureter  was  severed  distal  to 
the  ligature.  It  was  histologically 
normal 

The  patient  made  a complete 
recovery  and  has  had  no  further 
bleeding.  He  performs  his  func- 
tions as  an  Industrial  Health  Phy- 
sician with  no  vascular  or  urologic 
symptoms. 


discussion 

The  events  in  this  unusual  case 
were  initiated  by  the  necessity  of 
a secondary  aortic  operation. 
Dense  fibrous  reaction  in  the  re- 
troperitoneum  rendered  the  right 
ureter  vulnerable  to  injury.  Dur- 
ing the  three  years  following  sev- 
erance and  ligature  of  the  ureter, 
proliferation  of  blood  vessels  prob- 
ably brought  a small  vein  into 
proximity  with  the  upper  end  of 
the  distal  ureter.  Another  possi- 
bility is  the  incorporation  of  a 
vein  in  the  original  ureteral  liga- 
ture. It  is  uncertain  as  to  how  the 
vascular  and  ureteral  lumens  were 
made  to  communicate.  (The  haz- 
ards of  injury  to  the  vascular  graft 
were  too  great  to  permit  dissec- 
tion which  might  have  revealed 
the  lesion.)  The  darkness  of  the 
blood  and  clots  and  the  intermit- 
tent nature  of  the  hemorrhage,  as 
well  as  its  control  by  ureteral 
catheterization,  led  to  the  assump- 
tion that  the  bleeding  was  venous 
in  origin.  Apparently  each  episode 
was  self-limited  by  clot-formation. 
When  venous  pressure  at  the  point 
of  fistula  was  sufficient,  the  clot 
would  be  disengaged  and  further 
bleeding  ensue.  ■ 

712  Swift  Boulevard, 
Suite  4 (99352) 
(Dr.  Ellner) 


FEDERAL  GOVERNMENT  AND  MEDICAL  CARE 

The  sad  part  is  that  social  planning  tends  to  be  political  rather  than  thoughtful. 
By  and  large  planning  is  by  politicians,  social  workers,  and  physicians  behind  desks 
who  either  never  developed  knowledge  of,  or  have  forgotten  the  unpredictability  of 
the  human  animal  in  his  demands  and  in  his  responses.  With  an  admission  of  a great 
store  of  bias,  1 join  others  in  wishing  that  knowledgeable  representatives  of  the  medical 
profession— those  who  know  sick  people  at  first  hand— would  be  called  upon  for 
advice  when  the  initial  stages  of  planning  or  legislation  are  at  hand  and  not  at  hearings 
when  matters  are  pretty  much  a fait  accompli.  I grant  this  is  too  much  to  expect  of 
the  average  politician! 

R.  H.  Kampmeier,  M.D. 

From  the  Southern  Medical  Bulletin,  March,  1968 
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The  Role  of  Alcohol  in  Fatal 
Collisions  with  Trains 


JULIAN  A.  WALLER,  M.D.,  M.P.H.,  Burlington,  Vermont 


A study  was  made  of  94  persons  killed  in  collisions  with  trains.  Thirty  per 
cent  of  drivers,  55  per  cent  of  passengers,  and  64  per  cent  of  pedestrians  age  15 
or  older  who  survived  6 hours  or  less  had  been  drinking.  Most  crashes  between 
6 am  and  6 pm  involved  persons  with  no  alcohol  present,  whereas  most  of 
those  injured  at  night  had  been  drinking,  frequently  with  very  high  alcohol 
concentrations  and  histories  of  previous  arrests  for  misuse  of  alcohol.  Crashes 
involving  elderly  persons  appeared  to  result  from  confusion  or  unawareness 
of  trains,  whereas  younger  persons  without  alcohol  appeared  to  be  attempting 
to  outrace  trains  at  intersections.  Gates  are  recommended  for  all  such  intersections. 


Despite  the  rapid  increase, 
since  the  early  1950’s,  in 
knowledge  about  the  role  of  al- 
cohol in  highway  crashes,  im- 
portant gaps  still  remain  in 
knowledge  about  its  role  in  spe- 
cific types  of  crashes.  One  of 
these  is  collisions  between 
drivers  or  pedestrians  and  trains. 
Such  crashes  are  important  be- 
cause they  result  in  approxi- 
mately 2,000  fatalities  annually 


This  study  was  supported  by  a grant 
from  the  Insurance  Institute  for  High- 
way Safety  obtained  through  the  Cali- 
fornia Traffic  Safety  Foundation.  The 
observations  and  conclusions  are  those 
of  the  author  and  not  necessarily  those 
of  the  two  organizations.  Appreciation 
is  expressed  to  E.  M.  King,  Alameda 
County  Coroner,  to  George  Nielson, 
Sacramento  County  Coroner,  and  to 
their  respective  staffs  for  permission  to 
use  the  records  reported  here  and  for 
assistance  in  making  them  available. 

•Figures  are  available  only  for  ve- 
hicle vs.  train.  During  1966  there  were 
1,740  fatalities  from  vehicular  collisions. 
An  estimated  250  pedestrians  are  killed 
annually  by  trains. 


in  die  United  States,®  because 
collisions  with  trains  are  much 
more  likely  to  result  in  death 
than  are  collisions  between  ob- 
jects of  more  equal  size,  and  be- 
cause almost  the  entire  onus  of 
avoiding  crashes  with  trains  cur- 
rently rests  upon  drivers  and  pe- 
destrians, thereby  making  as- 
signment of  responsibility  less 
difficult  than  in  many  other  two- 
vehicle  collisions. 

method 

This  paper  reports  on  the  role 
of  alcohol  and  other  factors  in 
94  fatal  collisions  with  trains 
occurring  in  two  California 
counties.  Seventy-one  such  fa- 
talities occurred  in  Alameda 
County  from  January  1,  1960, 
through  March  31,  1967.  An 
additional  25  fatalities  took 
place  in  Sacramento  County 
between  January  1,  1960,  and 
December  31,  1966.  Records 
could  not  be  found  for  two  of 


these  resulting  in  examination 
of  23  fatalities  from  Sacramento. 
Blood  alcohol  determinations 
were  available  for  77  of  79  fa- 
talities age  15  or  older  who  sur- 
vived 6 hours  or  less  after  the 
crash,  and  information  about 
previous  arrests  was  available 
for  31  of  them.  In  addition,  the 
crashes  were  studied  according 
to  age  of  the  fatally  injured  per- 
son, sex,  hour  at  which  injury 
occurred,  and  whether  he  was 
a driver,  passenger,  or  pedes- 
trian. 

results 

Fifty  drivers  of  automobiles 
or  trucks,  25  passengers,  and  15 
pedestrians  were  killed.  In  addi- 
tion, a child  on  a tricycle,  two 
teenage  boys  on  motorcycles, 
and  one  teenage  boy  on  a motor- 
bike were  killed,  the  riders  of 
the  tricycle  and  the  motorbike, 
3 pedestrians,  and  2 passengers 
were  under  age  15. 

Alcohol  was  found  in  30  per 
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cent  of  drivers,  55  per  cent  of 
passengers,  and  64  per  cent  of 
pedestrians  age  15  or  older  who 
survived  6 hours  or  less,  Table 
1.  One  pedestrian  lived  for 
slightly  over  6 hours.  Marked 
differences  were  found  between 
age  groups  in  blood  alcohol 
concentration,  Table  2.  Only  2 
of  13  persons  ( 15  per  cent ) age 
15  to  19  had  alcohol  present,  and 
both  had  concentrations  under 
50  mg/ 100  ml.  Four  of  ten 
fatalities  age  20-29  had  alcohol 
present,  3 with  concentrations  of 
150  mg/ 100  ml  or  higher.  An 
additional  fatality  in  this  age 
group  was  not  tested.  Among 
those  age  30-59,  59  per  cent  had 
alcohol  in  their  blood,  and  41 
per  cent  had  concentrations  of 
150  mg/ 100  ml  or  higher.  One 
person  in  this  age  group  was 
not  tested.  In  contrast,  only  3 
of  16  persons  (19  per  cent)  age 
60  or  older  had  alcohol,  all  with 
concentrations  above  150  mg. 
Among  men,  27  of  61  (45  per 
cent)  had  alcohol.  Among 
women,  5 of  16  (31  per  cent) 
had  alcohol,  and  the  blood  alco- 
hol concentration  was  not  de- 
termined for  an  additional  two 
women. 


Slightly  over  one-fifth  of  per- 
sons injured  between  the  hours 
of  6 am  and  6 pm  had  alcohol 
in  their  blood.  In  contrast,  alco- 
hol was  found  in  two-thirds  of 
those  injured  between  6 pm  and 
midnight  and  three-quarters  of 
those  injured  between  midnight 
and  6 am,  Table  3. 

An  attempt  was  made  to  ex- 
amine arrest  records  for  persons 
age  15  or  older  with  different 
blood  alcohol  concentrations, 
because  earlier  studies2  0 have 
shown  that  persons  involved  in 
traffic  incidents  with  high  alco- 
hol concentrations  frequently 
can  be  identified  as  problem 
drinkers  through  previous  ar- 
rests involving  misuse  of  alco- 
hol. Beginning  in  1963,  Califor- 
nia law  required  coroners  to 
send  fingerprints  for  all  coro- 
ner’s cases  to  the  California  De- 
partment of  Justice.  In  ex- 
change, the  coroner  is  sent  the 
record  of  any  arrests  the  de- 
ceased may  have  had.  Unfortu- 
nately, records  for  deaths  pre- 
vious to  1963  were  not  available. 

Twenty-seven  records  were  re- 
viewed for  drivers  and  passen- 
gers age  15  or  older  who  sur- 
vived 6 hours  or  less.  Not  one 
of  the  19  persons  who  had  no 


alcohol  present  had  previous  ar- 
rests involving  alcohol  (only  one 
had  a record,  for  a non-drinking 
arrest),  and  the  one  person  with 
a blood  alcohol  concentration  of 
less  than  100  mg/ 100  ml  had  no 
arrests.  However,  five  of  seven 
persons  with  concentrations  of 
150  mg  or  higher  had  previous 
arrests  for  misuse  of  alcohol. 

Although  arrest  records  were 
not  available  for  any  of  the 
adult  pedestrians  who  were  kill- 
ed, the  police  “accident"  reports 
noted,  for  four  of  the  seven  pe- 
destrians who  died  with  alcohol 
in  their  blood,  that  they  were 
well  known  to  the  police  because 
of  frequent  arrests  for  intoxica- 
tion and  vagrancy.  These  four 
died  with  concentrations  of  220, 
240,  270,  and  300  mg/ 100  ml. 
The  remaining  three  pedestrians 
died  with  concentrations  of  120 
mg,  510  mg,  and  250  mg,  the  lat- 
ter after  surviving  for  six  hours. 
Since  most  persons  metabolize 
about  15  mg  of  alcohol  per  100 
ml  of  blood  per  hour  it  is  reason- 
able to  assume  that  at  time  of 
injury  the  alcohol  concentration 
in  this  person  approached  350 
mg/ 100  ml.  The  frequent  asso- 
ciation of  high  alcohol  concen- 
tration with  history  of  problem 


Table  1 

Blood  Alcohol  Concentrations  Among  Drivers,  Passengers,  and  Pedestrians  Age  15  or  Older 
Who  Survived  6 Hours  or  Less  After  Collisions  With  Trains 

Blood  Alcohol  Concentration  (mg/lOOml) 


00 

01-49 

50-99 

100-149 

150-249 

250  + 

Unk. 

Total 

Drivers — (number) 

32 

1 

2 

2 

7 

2 

0 

46 

(per  cent) 

70 

2 

4 

4 

15 

4 

— 

99* 

Passengers — (number ) 

9 

3 

1 

0 

3 

4 

1 

21 

(per  cent) 

45 

15 

5 

0 

15 

20 

— 

100 

Pedestrians — (number) 

4 

0 

0 

1 

2 

4 

1 

12 

(per  cent) 

36 

0 

0 

9 

18 

36 

— 

99* 

‘Percentages  have  been  calculated  for  known  concentrations  only.  Figures  do  not  add  to  100  per  cent  because  of 
rounding  out  of  decimal  place. 
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Table  2 


Blood  Alcohol  Concentration  According  to  Age  for  Persons  Fatally  Injured 

in  Collisions  with  Trains 

Blood  Alcohol  Concentration  (mg/lOOml) 


Age 

00 

01-49 

50-99 

100-149 

150-249 

250  + 

Unk. 

N.A.* 

Total 

10-19 

(number) 

11 

2 

0 

0 

0 

0 

0 

3 

16 

(per  cent) 

85 

15 

0 

0 

0 

0 

— 

— 

100** 

20-29 

(number) 

5 

1 

0 

0 

3 

0 

1 

0 

10 

(per  cent) 

56 

11 

0 

0 

33 

0 

— 

— 

100 

30-59 

(number) 

16 

1 

3 

3 

7 

9 

1 

5 

45 

(per  cent) 

41 

3 

8 

8 

18 

23 

— 

— 

101 

60  or  over  (number) 

13 

0 

0 

0 

2 

1 

0 

3 

19 

(per  cent) 

81 

0 

0 

0 

13 

6 

— 

— 

100 

♦Blood 

alcohol  concentration 

not 

determined 

because 

person  was 

under  age 

15  or  : 

survived  7 

hours  or 

longer.  In 

addition  four  persons  under  age  ten  were  killed. 

’♦Percentages  have  been  calculated  for  known  concentrations  only.  Figures  do  not  always  add  to  100  per  cent 
because  of  rounding  out  of  decimal  place. 

Table  3 

Blood  Alcohol  Concentration  According  to  Hour  of  Injury  for  Persons  Fatally  Injured 

in  Collisions  with  Trains 

Blood  Alcohol  Concentration  (mg/lOOml) 


Hour 

00 

01-49 

50-99 

100-149 

150-249 

250  + 

Unk. 

N.A.* 

Total 

Midnight 

(number) 

4 

2 

0 

2 

4 

3 

0 

1 

16 

to 

5 AM 

(per  cent) 

27 

13 

0 

13 

27 

20 

— 

— 

100** 

6-11  AM 

(number) 

13 

0 

0 

0 

0 

2 

1 

3 

19 

(per  cent) 

87 

0 

0 

0 

0 

13 

— 

— 

100 

Noon 

(number) 

22 

0 

1 

0 

6 

1 

1 

7 

38 

to 

5 PM 

(per  cent) 

73 

0 

3 

0 

20 

3 

— 

— 

99 

6-11  PM 

(number) 

6 

2 

2 

1 

2 

4 

0 

4 

21 

(per  cent) 

35 

12 

12 

6 

12 

24 

— 

— 

101 

♦Blood  alcohol  concentration 

not  determined 

because 

person  was 

under  age 

15  or  survived 

7 hours  or 

longer. 

♦♦Percentages 
because  of 

have  been  calculated  for  known  concentrations  only.  Figures 
rounding  out  of  decimal  place. 

do  not 

always 

add  to  100 

per  cent 

drinking  thus  is  observed  in  this 
study  also. 

categories 

Much  of  the  anecdotal  infor- 
mation in  police  “accident”  re- 
ports is  considered  to  be  of 


value.  The  pedestrians  who 
were  killed  could  be  classified 
into  three  major  groups,  young 
children  who  wandered  near  the 
tracks,  middle-aged  men  with 
long  histories  of  alcoholism  who 
were  drinking,  sitting,  or  sleep- 


ing on  the  tracks,  and  confused 
oldsters.  Three  of  the  four  pe- 
destrians who  did  not  have  alco- 
hol in  their  blood  were  over 
age  of  70  (74,  79  and  82),  and 
one,  who  apparently  did  not 
hear  the  train,  was  reported  to 
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have  poor  vision.  One  woman 
pedestrian,  whose  blood  was  not 
tested,  was  attempting  to  flag 
down  the  train  after  her  car 
stalled  on  the  tracks. 

Categories  of  drivers  also  can 
he  described.  Many  of  the  young 
and  middle-aged  drivers  without 
alcohol  appeared  to  be  attempt- 
ing to  outrun  trains  at  intersec- 
tions. Drivers  who  had  been 
drinking  frequently  appeared  to 
have  stalled  on  the  tracks  or  to 
be  confused.  One  such  driver 
refused  to  permit  his  passenger 
to  pull  him  away  from  the  car 
when  it  stalled  on  the  tracks, 
and  was  killed  although  the  pas- 
senger survived  uninjured.  Eld- 
erly drivers  also  frequently 
seemed  to  be  confused  at  train 
crossings.  One  younger  driver, 
who  himself  was  only  slightly 
injured  but  who  lost  a member 
of  his  family,  was  confused  by 
the  light  of  the  train  which  he 
mistook  to  be  the  return  of  a 
car  full  of  teenagers  who  had 
just  completely  unnerved  him 
by  almost  sideswiping  his  car. 

wrong  person  driving 

One  of  the  occasional  recom- 
mendations in  educational  ma- 
terial for  the  public  about  drink- 
ing and  driving  is  that  the  per- 
son who  has  been  drinking  least 
should  take  over  the  wheel. 
However,  there  is  almost  no  in- 
formation about  blood  alcohol 
concentrations  for  both  drivers 
and  passengers  who  have  been 
injured  in  the  same  vehicle,  the 
only  previous  comparison  hav- 
ing been  made  by  Heise  in 
1934. 7 

In  the  present  study,  it  was 
possible  to  pair  eight  drivers  and 
ten  passengers  among  the  94  fa- 
talities. In  two,  and  perhaps 


three,  of  the  eight  crashes  the 
wrong  person  had  been  driving. 
In  three  cases  neither  driver  nor 
passenger  had  had  alcohol.  One 
of  these  involved  an  ambulance, 
with  driver  and  steward,  travel- 
ling to  the  scene  of  another 
crash  while  using  red  light  and 
siren.  In  two  instances  the  driver 
had  been  drinking  and  the  pas- 
senger had  a lower  alcohol  con- 
centration. (In  one,  the  driver 
had  170  mg  and  the  passenger 
60  mg;  in  the  other,  the  driver 
had  160  mg,  one  passenger  170 
mg,  and  the  other  passenger  40 
mg. ) In  both  cases  the  passen- 
ger was  a young  male  who 
probably  had  a driver’s  license. 
The  driver  and  the  passenger 
both  had  concentrations  of  150 
mg  or  higher  in  one  crash, 
whereas  in  another  crash  the 
passenger  had  been  drinking 
heavily  but  the  driver  was  not 
tested  because  he  survived  for 
more  than  a day.  However,  he 
had  two  previous  arrests  involv- 
ing alcohol  and  may  have  been 
drinking  at  this  time  also.  In 
the  eighth  case  the  driver  had 
been  drinking  but  the  passenger 
was  not  tested. 


discussion 

Data  presented  in  this  study 
closely  parallel  the  results  re- 
ported by  Gerbers  and  by  the 
Dade  County  Medical  Exam- 
iner9 in  the  only  other  papers 
of  which  I am  aware  in  which 
train  fatalities  are  examined  as 
a separate  group.  Gerber  found 
that  37  per  cent  of  approxi- 
mately 180  driver  fatalities  had 
alcohol  in  their  blood,  and  22 
per  cent  had  concentrations  of 
150  mg/ 100  ml  or  greater.  He 
did  not  examine  separately  pas- 
sengers or  pedestrians  killed  in 
collisions  with  trains.  The  Dade 


County  study  reported  the  pres- 
ence of  alcohol  in  5 of  14  (36 
per  cent)  drivers  killed  in  col- 
lisions with  trains.  Three  had 
concentrations  of  100  mg/ml  or 
greater. 

It  is  quite  clear  that  general 
information  about  the  frequency 
of  alcohol  in  the  blood  of  per- 
sons in  collisions  with  trains  is 
not  sufficient  as  a basis  for  the 
control  of  such  events.  The  pro- 
portion of  fatalities  who  have 
been  drinking  varies  both  with 
age  and  time  of  day.  Crashes  in- 
volving alcohol  occur  most  fre- 
quently at  night  when  impair- 
ment resulting  from  alcohol  is 
compounded  by  reduced  visibil- 
ity'. Crashes  occurring  during 
the  day  appear  more  frequently 
to  involve  young  drivers  without 
alcohol  who  are  consciously  tak- 
ing risks;  or  elderly  persons  who 
are  taking  risks  of  which  they 
are  not  aware  because  of  im- 
pairment related  to  processes  of 
aging.1012 

Although  it  was  not  specific- 
ally documented,  many  of  these 
crashes  appeared  to  have  oc- 
curred at  intersections  which 
were  not  protected  by  barriers. 
A logical  and  currently  available 
solution  to  much  of  the  prob- 
lem of  alcoholic  impairment, 
conscious  risk  taking,  and  im- 
pairment related  to  aging  would 
be  the  installation  of  gates  at 
all  railroad  crossings  instead  of 
leaving  all  of  the  responsibility 
for  avoidance  of  such  crashes  to 
drivers.13  Human  impairment 
and  misjudgment  will  be  with 
us  for  many  years  to  come. 
Therefore,  the  use  of  environ- 
mental controls  to  reduce  the 
highway  injury  toll  is  a neces- 
sity.® 

25  Colchester  Ace.  (05401) 
references  on  next  page 
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HESITANT  THERAPISTS 

The  easiest  way  to  fail  is  by  your  conviction  that  you  cannot  help  the  patient 
anyhow.  The  next  best  is  to  tell  him  that  you  are  sure  you  can  help  him.  Then  he 
will  be  honor-bound  to  prove  to  you  that  you  can’t.  Other  fool-proof  means  for 
achieving  a therapeutic  failure  are  either  by  talking  too  much  or  by  not  talking  at  all; 
both  approaches  seem  to  be  rather  popular  today.  Next  comes  the  inability  or  un- 
willingness to  understand  what  the  patient  wants,  and  therefore,  impressing  him  with 
what  you  want.  And  when  he  and  you  work  at  cross  purposes,  then  you  can  attribute 
his  lack  of  response  to  his  “resistance.”  This  will  certainly  prevent  any  therapeutic 
progress. 

Rudolf  Dreikurs,  M.D. 

From  Voices:  The  Art  and  Science  of  Psychotherapy,  Winter,  1967 


TO  SEEK  A FINAL  SOLUTION 

Therapy  is  the  art  and  skill  of  knowing  how  to  give  help  without  harming  the 
other  person.  In  my  opinion  therapy  fails  when  it  neglects  to  initiate  in  the  patient 
a process  of  active  searching  for  the  sources  of  discomfort  or  conflict  and  the  seeking 
out  of  alternative  courses  of  action.  The  sense  of  mastery,  competence  and  personal 
freedom  which  such  a capacity  engenders  is  the  sine  qua  non  of  successful  therapy. 
This  process  is  not  taught  or  given  to  the  patient;  it  is  discovered  within  him.  The 
end  product  then  is  not  so  much  a final  solution  to  human  dilemmas  as  it  is  a method 
for  dealing  with  them.  Patients  who  are  searching  for  ends  rather  than  means  will 
profit  less  from  the  treatment  relationship  because  it  has  less  of  themselves  in  it. 

Ronald  E.  Fox,  Ph.D. 

From  Voices:  The  Art  and  Science  of  Psychotherapy,  Winter,  1967 
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A Case  of  Rabies 


JAMES  J.  CEREGHINO,  M.D.  / LAWRENCE  C.  MASON,  M.D. 
THOMAS  P.  SHEEHAN,  M.D.,  Portland,  Oregon 


A boy,  age  eight  years,  six  months,  acquired  rabies  encepha- 
litis while  living  in  Egypt.  Diagnosis  was  suspected  following 
his  return  to  the  United  States  but  was  not  confirmed  until  au- 
topsy was  performed.  The  possibility  of  uncommon  diseases  in 


world  travelers  is  emphasized. 


Rabies  encephalitis  is  a rare 
occurrence  in  the  United 
States  with  few  cases  reported 
yearly.  Within  days  of  each 
other  in  July,  1967,  two  deaths 
were  reported,  one  at  St.  Albans 
Hospital  in  New  York  City1 
and  one  at  Good  Samaritan  Hos- 
pital in  Portland,  Oregon.  In 
both  cases  innoculation  occurred 
outside  the  United  States.  Un- 
like the  New  York  case,  which 
was  sent  to  this  country  with  a 
known  diagnosis,  the  Oregon 
case  was  unsuspected  until  the 
patient  was  hospitalized.  Al- 
though there  is  an  endemic  ani- 
mal population  of  rabies  in 
Oregon,  this  was  the  first  re- 
corded human  rabies  death  in 
Oregon  since  Board  of  Health 
records  have  been  kept. 


Without  history  of  exposure, 
diagnosis  may  be  difficult.  Incu- 
bation period  varies  from  20  to 
150  days.  Distance  of  the  bite 
from  the  brain  does  not  correlate 
with  the  incubation  period  as 
formerly  believed.  After  onset 
of  symptoms,  death  may  follow 
within  hours  or  up  to  38  days. 
Most  frequent  initial  complaint 
is  neuritic  pain,  usually  at  the 
site  of  the  injury.  Remainder 
of  the  initial  manifestations,  in- 
cluding chills,  fever,  malaise, 
nausea,  vomiting,  headache, 
anxiety,  vertigo  and  dyspnea  are 
non-specific.  As  the  illness  pro- 
gresses, dysphagia  and  psychia- 
tric manifestations  become 
prominent.  Fear  of  water  (hy- 
drophobia ) often  develops. 
Death  during  excitation  or  seiz- 


From  the  Departments  of  Neurology  Reprint  requests  to  Laboratory  of 
(Dr.  Cereghino)  and  Pediatrics  (Drs.  Neurophysiology,  Good  Samaritan  Hos- 
Mason  and  Sheehan),  Good  Samaritan  pital  and  Medical  Center,  1015  N.W. 

Hospital  and  Medical  Center,  Portland,  22nd  Avenue,  Portland,  Oregon  97210 

Oregon.  (Dr.  Cereghino). 
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ure  occurs  in  only  a minority. 
Majority  of  the  patients  die  in 
prostration. 

The  present  communication 
describes  our  experience  with 
the  Oregon  case  of  rabies  ence- 
phalitis: 

CASE  REPORT 

The  patient,  an  8 1/2-year-old 
boy,  and  his  family  had  lived,  since 
September,  1966,  in  Cairo,  Egypt, 
where  his  parents  taught  at  the 
University  of  Cairo.  The  family 
left  Egypt  on  May  27,  1967,  be- 
cause of  impending  war.  After 
leaving  Cairo,  they  traveled  in 
France  and  Spain  until  the  middle 
of  July,  1967.  While  in  Spain 
they  stayed  at  native  campsites 
and  drank  “potable”  water.  Diet 
consisted  of  native  foods,  and  can- 
ned goods  obtained  mainly  from 
European  and  South  American 
countries.  Bats  were  noted  at  one 
of  the  campgrounds  but,  although 
they  slept  in  open  sleeping  bags, 
none  of  the  family  was  believed 
to  have  been  bitten  by  these  ani- 
mals. At  another  campsite  the  pa- 
tient fell  four  to  five  feet  from 
some  play  equipment  but  injury 
did  not  produce  loss  of  conscious- 
ness. 

The  family  returned  to  Le 
Havre,  France,  and  sailed  on  July 
13  or  14  to  Montreal,  Canada. 
All  members  of  the  family  were 
nauseated  on  the  trip  and  were 
treated  with  meclizine.  They  ar- 
rived in  Montreal  on  July  21. 
While  awaiting  customs  clearance, 
the  patient  complained  of  spitting 
tenacious  blue  - colored  sputum. 
That  evening  he  complained  of 
steady  generalized  headache  and 
generalized  malaise,  although  in 
retrospect,  these  symptoms  had 
started  sometime  during  the  voy- 
age. He  had  continued  to  take 
meclizine  and  aspirin  without  the 
parents’  knowledge  after  leaving 
the  boat  because  of  these  contin- 
uing complaints.  A fever  was  sus- 
pected but  temperature  was  not 
taken.  Later  that  same  evening  the 
patient  vomited  but  by  the  next 
day  was  well  enough  to  tour  Expo 
’67,  although  he  was  not  as  ener- 
getic as  usual  and  his  appetite 
was  diminished.  He  received 
tetracycline  tablets  of  unknown 
age  purchased  in  Egypt.  On  July 
23,  his  neck  was  painful  and  he 
had  developed  exquisite,  painful 
sensitivity  to  touch  on  the  arms. 


Hallucinations  of  ants  dropping 
off  the  wall  and  pursuing  animals 
began  and  he  repeatedly  expressed 
a fear  that  the  ship  was  sinking 
even  though  the  voyage  had 
ended.  Copious  quantities  of  blue 
sputum  were  noted.  The  family 
again  toured  Expo  ’67  on  this  day, 
July  23,  but  the  patient  was  too 
ill  and  remained  in  the  car  on  the 
parking  lot  of  the  fairgrounds. 

Anorexia  had  been  present  since 
vomiting  on  the  21st  but  on  the 
23rd  and  24th,  a desire  for  water 
was  expressed.  When  given  water, 
only  a few  sips  could  be  taken 
and  this  was  immediately  coughed 
up,  at  times  with  choking.  The 
mother  noted  that  he  would  have 
episodes  of  staring  with  the  pupils 
dilating  and  constricting.  A dull 
ache  was  present  in  the  ears.  Be- 
cause of  increasing  difficulty  swal- 
lowing, the  child  was  seen  by  a 
physician  in  Montreal  early  on 
July  24.  Hemoglobin  was  13.8  gm, 
hematocrit  42.  There  were  8,000 
white  cells  with  71  neutrophils, 
1 eosinophil,  6 monocytes  and  22 
lymphocytes.  Sinus  x-rays  were 
reported  as  showing  “signs  of 
sinusitis  in  the  maxillary,  frontal 
and  ethmoidal  sinuses  and  a reten- 
tion cyst  in  the  left  maxillary  sinus. 
The  sphenoidal  sinuses  intact.”  It 
was  suggested  the  child  be  hospi- 
talized for  observation  but  the 
parents  preferred  to  continue  their 
homeward  trek.  They  drove  to 
Cleveland,  Ohio,  and  en  route  gen- 
eralized muscle  cramps  and  in- 
creased difficulty  swallowing  were 
observed. 

By  the  time  of  arrival  in  Cleve- 


land, it  was  apparent  to  the  par- 
ents that  the  child’s  condition  was 
deteriorating  so  the  child  and 
mother  flew  to  Portland,  arriving 
the  night  of  July  25.  He  was  ad- 
mitted to  Good  Samaritan  Hos- 
pital July  26,  1967. 

The  patient  was  lucid  on  admis- 
sion to  the  hospital  and  when 
questioned  about  the  possibility  of 
having  been  bitten  by  a dog,  stated 
his  servant’s  dog  had  nipped  the 
right  lower  leg  some  time  in  May. 
He  was  unable  to  show  a scar.  He 
said  the  other  children  in  the 
family  and  the  parents  had  also 
been  nipped  by  the  same  dog  and 
expressed  considerable  fear  that  he 
and  the  entire  family  would  die  of 
rabies. 

The  mother  stated  rabies  was  in- 
digenous in  the  Cairo  area  and 
that  a neighbor  child  was  currently 
undergoing  immunization  follow- 
ing contact  with  a presumably 
rabid  native  dog.  The  patient  was 
not  known  to  have  come  in  contact 
with  any  dogs  in  Egypt  except  one 
animal  being  cared  for  by  the 
servant.  The  servant  had  repeated- 
ly stated  the  dog  had  received 
rabies  immunization.  The  dog  had 
disappeared  for  about  a five-day 
period  about  Easter  of  1967  while 
the  family  visited  the  Holy  Land. 
They  attributed  this  to  the  dog 
being  in  hiding  because  local 
authorities  were  shooting  stray 
dogs  because  of  the  rabies  prob- 
lem. The  animal  appeared  healthy 
upon  his  return  and  remained 
healthy  and  around  the  house  up 
to  the  family’s  departure  from 
Egypt.  It  was  impossible  to  ascer- 


Fig.  X.  Several  Negri  Bodies  within  a neuron  (x38). 
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Fig.  2.  Electron  microscope  photomicrogram  of  a Negri  Body  (xll,689). 


tain  the  condition  of  the  dog  after 
May  27  because  of  the  war. 

Review  of  systems  revealed  a 
vague  eye  complaint,  possibly  de- 
creased vision  at  night,  present  for 
about  two  months,  but  the  mother 
was  unable  to  remember  exact 
details  of  the  nature  of  the  com- 
plaint. Past  history  was  signifi- 
cant in  that  the  child  had  had 
mumps  at  the  age  of  five  years 
and  was  seen  in  an  emergency 
room  in  Los  Angeles,  where  a ten- 
tative diagnosis  of  mumps  ence- 
phalitis was  made.  The  parents 
elected  not  to  hospitalize  the  child 
but  treated  him  at  home.  Spinal 
puncture  was  not  performed. 

Para-typhoid,  small  pox,  diph- 
theria, tetanus,  typhus,  polio, 
yellow  fever  and  cholera  vaccines 
were  given  during  the  first  six 
months  of  1966.  Gamma-globulin 
was  given  to  prevent  hepatitis.  He 
had  never  been  vaccinated  for 
rabies. 

At  the  time  of  admission,  tem- 
perature was  101.6,  pulse  132  and 
respirations  30.  The  neck  was 
painful  with  motion  but  was  not 
truly  stiff.  Bilateral  conjunctivitis 
was  present.  There  was  no  evi- 
dence of  papilledema.  Tympanic 
membranes  bilaterally  were  inject- 
ed and  bulging;  throat  and  pharynx 
were  not  injected  but  the  patient 
continuously  drooled  stringy,  thick 
foamy  saliva.  Lungs  were  clear 
to  auscultation  and  percussion. 
There  was  regular  sinus  cardiac 
rhythm  without  murmurs.  The  liv- 
er, spleen  and  kidneys  were  not 
palpable.  There  was  no  evidence 
of  healing  bites  anywhere  on  the 
skin. 


Neurological  examination  re- 
vealed weakness  in  protruding  the 
tongue  with  considerable  choking 
and  difficulty  in  breathing  while 
doing  this  maneuver.  Water  could 
be  swallowed  but  only  upon  coer- 
cion and  then  with  much  difficulty. 
No  other  cranial  nerve  abnormali- 
ties were  demonstrated.  The  upper 
extremities  and  face  were  painful 
to  touch.  No  alteration  of  sensa- 
tion of  the  lower  extremities  and 
trunk  was  detected.  There  was  no 
tenderness  to  palpation  of  the 
bracheal  plexus,  ulnar,  median, 
sciatic,  femoral,  peroneal,  anterior 
tibial  nerves  or  of  the  fifth  cranial 
nerve.  Reflexes  were  present,  hy- 
peractive and  symmetrical.  Patho- 
logic reflexes  were  not  present  al- 
though one  observer  thought  the 
plantar  response  was  extensor  on 
the  left.  There  was  no  muscle 
weakness.  Tests  of  coordination 
revealed  no  abnormality.  Spinal 
puncture  revealed  an  opening  pres- 
sure of  13  cm  water.  Fluid  was 
clear  and  colorless  with  5 red  cells 
and  one  lymphocyte.  Lange  curve 
was  1221100000.  Total  protein 
was  48mg/100  ml  and  negative 
for  globulin.  Sugar  was  90  mg/100 
ml  and  chloride  was  118.1  mEq/ 
liter.  No  organisms  were  observed 
on  direct  smear  and  no  growth 
was  obtained  on  bacterial  culture. 
No  virus  was  isolated  in  monkey 
kidney  or  Human  Epithelial  No.  2 
(cancer  of  larynx  cell)  tissue  cul- 
tures. Intracerebral  animal  inocula- 
tion was  not  done. 

Differential  at  the  time  of  ad- 
mission revealed  10,300  white 
cells,  with  88  segmented  cells,  1 
band,  10  lymphocytes,  no  eosino- 


phils, 1 monocyte  and  no  baso- 
phils. Hemoglobin,  hematocrit, 
sedimentation  rate  and  coagula- 
tion time  were  within  normal  lim- 
its. Urinalysis  was  normal  except 
for  heavy  trace  of  albumin,  3+ 
acetone  and  a positive  test  for 
diacetic  acid. 

Tests  on  blood  drawn  on  the 
morning  of  July  27,  1967,  included 
normal  sodium,  potassium,  chlor- 
ide, COo,  protein,  albumin,  cal- 
cium, alkaline  phosphatase,  total 
bilirubin,  BUN,  glucose,  and  serum 
glutamic  oxaloacetic  transaminase. 

Saliva  specimens  were  sent  to 
the  Oregon  State  Public  Health 
Laboratory  on  two  separate  occa- 
sions and  were  reported  as  nega- 
tive for  Negri  bodies.  An  indirect 
serum  test  for  antibodies  to  rabies 
in  the  blood  was  negative.  To  eli- 
minate other  considerations  in  the 
differential  diagnosis,  further 
studies  were  performed.  Lead 
analysis  of  urine  contained  0.02 
mg/liter.  The  response  to  edro- 
phonium chloride  testing  was  nega- 
tive. No  arsenic,  mercury  or  bis- 
muth was  detected  in  urine  speci- 
mens. A 24  hour  urine  for  quanti- 
tative porphyrins  was  negative. 
Lupus  erythematosus  preparations 
were  negative.  Stool  specimens 
were  not  obtained  as  the  child  did 
not  defecate  during  his  hospital 
stay.  The  case  was  assumed  to  be 
rabies  encephalitis  although  defini- 
tive diagnosis  could  not  be  made. 

Chest  x-ray  performed  on  July 
27,  1967,  showed  no  abnormalities. 
Skull  x-rays  were  normal.  Because 
of  the  previous  diagnosis  of  sinu- 
sitis, sinus  x-rays  were  repeated 
which  again  showed  a cyst  in  the 
floor  of  the  maxillary  antrum. 
There  was  increased  density  in  the 
left  maxillary  antrum  with  the  pos- 
sibility of  minimal  fluid  being  pres- 
ent. The  current  films  did  not  sup- 
port the  diagnosis  of  sinusitis  or 
extension  of  infection  to  the  frontal 
lobe.  Rabies  was  suspected  from 
the  first  because  of  clinical  symp- 
toms. Lacking  confirmation  of  the 
diagnosis,  the  initial  impression 
was  recorded  as  encephalitis,  type 
undetermined,  rabies  most  likely. 

He  became  extremely  restless 
and  agitated  shortly  after  admis- 
sion with  hallucinations  and  epi- 
sodes of  terror  of  the  ship  sinking. 
A dose  of  20  mg  chlorpromazine 
intramuscularly  resulted  in  dra- 
matic improvement.  Three  addi- 
tional injections  of  intramuscular 
chlorpromazine  were  given  at  6 
hour  intervals.  Because  of  extreme 
drowsiness  the  drug  was  discon- 
tinued. 
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The  child  remained  quiet 
throughout  the  day  on  July  27. 
Hallucinations  diminished  and  he 
was  very  calm  until  that  night 
when  hallucinations  returned.  Fre- 
quent suctioning  was  required  and 
cough  was  weak.  Because  of  the 
increasing  difficulty  clearing  secre- 
tions, it  was  elected  to  perform  a 
tracheostomy  on  July  28.  En  route 
to  the  surgical  suite  vomiting  and 
aspiration  necessitated  immediate 
intubation.  Tracheostomy  was  per- 
formed over  the  endotracheal  tube. 
Tracheal  secretions  were  described 
as  muco-purrulent,  of  a viscous, 
tenacious  character.  Culture  of 
this  material  revealed  Neisseria 
and  alpha  streptococcus.  Increas- 
ing agitation  was  noted  after  the 
tracheostomy.  At  9 pm  on  July 
28,  a focal  seizure  of  the  left  foot 
commenced  and  progressed  to  a 
grand  mal  seizure.  He  was  given 
100  mg  of  diphenylhydantoin  so- 
dium intramuscularly,  and  this  was 
followed  by  100  mg  of  diphenyl- 
hydantoin sodium  intramuscularly 
every  8 hours.  No  further  seizures 
occurred.  On  July  29  pupils  were 
noted  to  be  widely  dilated  and  an 
extensor  plantar  response  was  defi- 
nitely present  on  the  left.  There 
were  no  other  localizing  neurolog- 
ical findings.  The  bulbar  palsy  con- 
tinued. He  could  move  all  extremi- 
ties but  preferred  to  lie  quietly. 
Level  of  consciousness  fluctuated 
from  following  objects  with  his 
eyes  to  coma  and  unresponsiveness. 
Late  that  evening  a nurse  observed 
short,  jerky  movements  of  the  left 
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leg  but  this  did  not  progress  to  a 
grand  mal  seizure.  On  July  30  he 
was  comatose  most  of  the  day  with 
only  infrequent  spells  of  conscious- 
ness. Rectal  temperature  during  his 
hospital  course  ranged  from  101  to 
104  F.  Aspirin  was  given  to  lower 
the  temperature. 

Early  on  the  morning  of  July  31, 
while  being  repositioned  on  the 
left  side,  he  suddenly  turned  blue 
and  cyanotic.  Respiration  was 
maintained  with  a Bird  unit  but 
cardiac  standstill  occurred  and  fur- 
ther resuscitative  procedures  failed. 
He  was  pronounced  dead  at  4:50 
am,  July  31,  1967. 

Autopsy  was  performed  at  9:30 
am  on  the  same  day.  The  brain 
was  moderately  swollen  with  wid- 
ened gyri  and  narrowed  sulci. 
There  was  no  herniation  of  uncus 
or  cerebellum.  The  cut  surfaces 
of  the  brain  showed  congestion, 
particularly  in  the  pons.  On  mi- 
croscopic examination  numerous 
lymphocytes  were  observed  around 
the  small  blood  vessels  in  all  areas 
of  the  brain.  Neurons  in  the  tem- 
poral cortex  and  basal  ganglia  con- 
tained homogeneous,  oval,  slightly 
eosinophilic  bodies  within  the  cyto- 
plasm. The  diagnosis  of  rabies  was 
confirmed  by  the  Oregon  State 
Board  of  Health  utilizing  Seller’s 
stain  and  fluorescent  antibody  ab- 
sorbed methods.  The  virus  was 
isolated  and  identified  as  a street 
strain  by  the  Communicable  Dis- 
ease Center  of  the  Public  Health 
Service.  Virus  was  also  obtained 
from  intracerebral  animal  innocula- 


tion.  Results  of  electron  micro- 
scopy of  the  virus  are  to  be  pub- 
lished.2 

The  remainder  of  the  autopsy 
was  not  unusual  except  for  the 
lungs  which  showed  interstitial 
pneumonitis  and  secondary  bron- 
chitis and  bronchopneumonia. 
Myocarditis  was  specifically 
searched  for  but  not  found.  The 
adrenal  cortex  showed  lipoid  de- 
pletion. 

comment 

This  case  is  reported  because 
it  illustrates  some  of  the  difficul- 
ties in  diagnosis.  The  clinical 
history  may  have  many  mislead- 
ing clues  and  the  laboratory  di- 
agnosis may  not  be  confirmed 
until  after  death.  The  diagnosis, 
therefore,  usually  is  based  on 
clinical  features  and  should  be 
made  as  soon  as  possible  to  al- 
low other  contacts  to  be  treated 
rapidly.  The  disease  must  be 
borne  in  mind  for  persons  enter- 
ing the  United  States  from  other 
countries  where  rabies  is  en- 
demic, particularly  as  travel  in- 
creases in  this  day  of  modern 
transportation.  ■ 

1015  N.W.  22nd  Avenue  (97210) 
(Dr.  Cereghino ) 
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Tuberculosis: 

A Continuing  Diagnostic  Challenge 


E.  JACK  BENNER,  M.D.,  Davis,  California 
RICHARD  T.  GOURLEY,  M.D.,  Portland,  Oregon 


Infrequent  experience  with  the  once  common  serious  illness, 
tuberculosis,  has  caused  many  physicians  to  overlook  tuberculosis 
as  a cause  of  unusual  clinical  problems.  Eleven  cases  are  pre- 
sented to:  1— emphasize  the  frequent  occurrence  of  lymph  node 
involvement  and  demonstrate  unusual  histologic  patterns  that 
occur  in  lymph  nodes,  2— indicate  the  variety  of  responses  of 
the  hematologic  system  in  tuberculosis  patients,  and  3— call  at- 
tention to  several  patterns  of  dissemination  that  caused  gastro- 
intestinal bleeding,  inappropriate  secretion  of  antidiuretic  hor- 
mone, and  several  syndromes  mimicking  malignant  disorders. 


Because  of  the  insidious  na- 
ture of  the  onset  of  tubercu- 
losis, it  may  be  confused  with 
several  other  disorders.  In  for- 
mer days,  tuberculosis  was 
commonly  overdiagnosed  in  pa- 
tients presenting  with  general 
symptoms,  but  at  this  time  the 
principal  danger  is  that  tubercu- 
losis will  be  overlooked  because 
of  lessening  awareness  of  the 
disease  on  the  part  of  physicians 
and  their  failure  to  appreciate 
that  tuberculosis  may  appear 
without  recent  exposure  to  any- 
one who  has  an  active  infection. 

While  rare  funduscopic  find- 
ings, unusual  associations  with 
hematologic  disorders  and  con- 
founding bone  and  joint  lesions 
are  reported  as  isolated  obser- 
vations,1-5 our  experience  sug- 
gests the  “infrequent  manifesta- 
tions” of  tuberculosis  are  more 
common  than  suspected.  Some 
unusual  case  examples  will  call 
attention  to  several  problems 
associated  with  the  continuing 
challenge  of  the  tubercle  bacil- 
lus. 

source  of  cases 

All  patients  were  seen  at  the 
Multnomah  County  Hospital 
and  the  University  of  Oregon 
Medical  School  Hospital,  Port- 
land, Oregon.  During  1965  there 
were  362  new  cases  of  tubercu- 
losis in  this  state,  and  from  Janu- 
ary 1 until  mid-October,  1966 
there  were  328  new  cases  in  the 
state,  totaling  16  more  new 
cases  than  at  that  same  time  for 
1965.  Eleven  cases  with  dis- 
seminated infection  were  seen 
in  1965-67  in  our  general  hos- 
pitals. The  cases  are  summa- 
rized in  Table  1. 


From  the  Department  of  Medicine. 
University  of  Oregon  Medical  School 
Hospitals  and  Clinics,  Portland,  Oregon. 
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Table  1 

Clinical  Characteristics  of  1 1 Patients  with  Unusual  Features 
of  Tuberculosis 


Clinical  Syndrome 

Group  I Disseminated  Tuberculosis  Mimick- 
ing Other  Diseases 

1.  Young  woman  with  mediastinal  mass, 
hepatitis,  fever,  and  lymphadenopathy 
mimicking  a lymphoma 

2.  Elderly  woman  with  acquired  hemo- 
litic  anemia  and  leukopenia 

3.  Elderly  woman  with  slowly  pro- 
gressing lymphadenopathy  and  inter- 
mittent rash 

4.  Middle-aged  woman  with  progressive 
fever,  jaundice  and  inappropriate  se- 
cretion of  Antidiuretic  Hormone 

5.  Middle-aged  laborer  with  gastroin- 
testinal hemorrhage  from  dissemin- 
ated tuberculosis 

6.  Working  man  seeking  cough  syrup; 
ill  with  widely  disseminated  disease 

Group  II  Lymphatic  Involvement  with  Some 
Unusual  Features 

7.  Middle-aged  man  with  cystic  mass 
overlying  the  trachea 

8.  Young  woman  with  apparent  parotitis 

9.  Young  man  with  a mass  in  the  naso- 
pharynx and  cervical  lymphadeno- 
pathy 

10.  Young  woman  with  extensive  neck 
masses  appearing  to  be  malignant 

11.  Teen-aged  boy  with  generalized  lym- 
phadenopathy and  a painful  hip 


Fever  Character 


Intermittent 


Relapsing,  hectic  — 
late 

Afebrile  — then  in- 
termittent— then  re- 
lapsing hectic 

Relapsing,  hectic 


Intermittent  — then 
relapsing 


Intermittent 


Afebrile 

Low,  sustained 
Afebrile 

Afebrile 

Afebrile 
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CASE  REPORTS 

group  1,  disseminated  tuberculosis 
mimicking  other  diseases 

Case  1.  Suggestive  of  Lymphoma 
with  a Mediastinal  Mass.  A 34- 
year-old  woman  with  cough,  mal- 
aise, and  intermittent  vomiting  lost 
67  pounds  in  the  four  months  be- 
fore admission.  Her  temperature 
was  102F,  there  was  marked  lym- 
phoid hyperplasia  in  the  pharynx, 
firm,  enlarged  lymph  nodes  present 
in  both  supraclavicular  areas,  a 
tender  liver  20  cm  in  height,  and 
a mass  in  the  right  superior  medi- 
astinum. There  was  evidence  of 
liver  involvement  and  she  had 
leukocytosis  and  anemia,  Table  2. 
Lymph  node  imprints  from  a cer- 
vical node  were  suggestive  of  a 
lymphoblastic  lymphosarcoma,  Fig- 
ure 1.  Tuberculosis  was  suspected, 
however,  and  Ziehl-Neelsen  stains 
demonstrated  acid  fast  bacilli  and 
granulomas  in  the  node.  Myco- 
bacterium tuberculosis  was  recov- 
ered from  cultures  of  the  lymph 
nodes  and  she  recovered  during 
isoniazid  and  para-aminosalicylic 
acid  therapy. 

Comment: 

The  bizarre  lymphocytic  re- 
sponse in  the  lymph  node  inter- 
preted as  consistent  with  lym- 
phoblastic lymphoma  nearly 
precluded  the  diagnosis  of  tu- 
berculosis. Despite  previous  ex- 
tensive laboratory  studies,  a 
diagnosis  of  tuberculosis  was 
not  made  until  biopsy  material 
was  examined. 

Case  2.  Resembling  Leukemia 
or  Lymphoma  with  Acquired 
Hemolytic  Anemia.  A 68-year-old 
woman  lost  23  pounds  in  the  year 
before  admission,  had  normocytic, 
normochromic  anemia  with  hemo- 
globin of  8 gm,  and  reticulocyte 
count  of  12.  Extensive  studies 
failed  to  disclose  the  nature  of  her 
anemia,  Table  2.  It  was  suspected 
that  she  had  acquired  hemolytic 


Fig.  1.  Lymph  node  imprint.  Case  1, 
two  large  lymphocytes  shown  were  in- 
terpreted as  consistent  with  lympho- 
blastic lymphosarcoma  (Wright’s  stain 
xl200). 


Hematologic  Features  and  Liver  Function  Studies  in  Six  Cases  of  Miliary  Tuberculosis 

Table  2 
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15 

3 

0 

0 

1425 

Not  done 

0.7 

0.4 

20 

42 

100 

9 

34 

2 

6.8 

29 

38 

24 

9 

0 

0 

1632 

Not  done 

1.1 

0.4 

20 

42 

100 

anemia  secondary  to  an  underlying 
malignancy  and  therapy  with  pred- 
nisone, 60  mg  a day,  was  insti- 
tuted. There  was  no  response,  and 
despite  antibiotics  her  fever  reach- 
ed 104F.  She  was  felt  to  have  a 
leukemic  process  complicated  by 
a bacterial  infection  and  vincris- 
tine therapy  was  instituted,  but 
she  worsened  and  died  suddenly. 
At  necropsy,  fibrocaseous  tubercu- 
losis of  the  abdominal  and  hilar 
lymph  nodes  was  found,  with  mi- 
liary dissemination  of  the  disease 
throughout  the  liver,  peritoneum, 
lung,  spleen  and  bone  marrow. 

Comment: 

Although  the  relative  mono- 
cytosis, chills,  and  fever  sug- 
gested tuberculosis,  the  chronic 
hemolytic  anemia  and  leuko- 
penia were  confusing.  Predni- 
sone therapy  without  positive 
diagnosis  of  cause  of  anemia 


was  probably  a factor  in  the 
widespread  dissemination  of 
disease.  Liver  biopsy  or  biopsy 
of  bone  marrow  might  have  pro- 
vided early  diagnosis. 

Case  3.  Resembling  Hodgkins 
Disease  with  Progressive  Lymph 
Node  Involvement.  A 71-year-old 
housewife  was  well  until  a small 
nodule  was  detected  in  her  neck 
on  Christmas  Day,  1965.  She  felt 
well,  but  new  nodules  then  ap- 
peared in  her  left  neck,  left  axillae 
and  groin,  and  a maculopapular, 
pruritic  rash  appeared.  Her  weight, 
strength  and  appetite  remained 
normal.  Aspirate  of  bone  marrow 
was  normal  and  left  axillary  lymph 
nodes  removed  at  biopsy  were 
interpreted  as  consistent  with 
“florid  dermatopathic  lymphade- 
nitis,” Figures  2 and  3.  In  Febru- 
ary, 1966,  she  developed  angio- 
neurotic edema  and  fever,  lympha- 
denopathy  increased,  liver  and 


spleen  enlarged,  and  right  pleural 
effusion  developed.  Thoracentesis 
was  not  helpful.  She  worsened, 
pleural  effusions  became  bilateral 
and  increased,  another  biopsy  of 
bone  marrow  and  biopsy  of  a right 
cervical  lymph  node  were  non- 
diagnostic. A trial  of  isoniazid  was 
instituted.  The  fever  abated,  the 
rash  cleared,  the  lymph  nodes  re- 
turned to  normal  size,  and  she 
regained  her  normal  weight.  The 
pleural  effusions  cleared  and  she 
remained  well  until  August,  1967, 
although  an  organism  had  not  been 
recovered  from  her  multiple  biopsy 
sites.  Her  entire  syndrome  reoc- 
curred during  the  late  summer  of 
1967.  Lymph  node  biopsy  in  Sep- 
tember, 1967  was  cultured.  M.  tu- 
berculosis grown  out  was  suscep- 
tible to  isoniazid,  streptomycin, 
and  para-aminosalicylic  acid.  Treat- 
ment with  isoniazid,  1,500  mg  a 
day,  reversed  all  her  symptoms  and 
returned  her  to  a normal  state 
of  health. 
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Fig.  2.  Lymph  node  section,  Case  3,  obliteration  of  normal  node  architecture. 
Reactive  lymphoid  follicles  are  present  in  the  lower  right  hand  corner.  The 
follicular  architecture  is  totally  distorted  at  the  top  of  the  photograph  (H  & E 
x8.5) . 


Fig.  3.  Lymph  node  section,  Case  3,  this  higher  magnification  of  the  same 
node  as  shown  in  Fig.  4 demonstrates  the  sinus  histiocytosis  and  plasma- 
cytopoesis  characteristic  of  dermatopathic  lymphadenitis  (H  & E x480). 


Comment: 

Progression  of  disease  in  this 
lady  demonstrates  an  unusual 
allergic  response  to  tuberculo- 
protein.  Control  of  the  disease 
with  two  drugs,  from  February, 
1966  through  August,  1967,  sug- 
gested tuberculosis,  but  elimi- 
nation of  para-aminosalicvlic 
acid,  followed  by  return  of  her 
symptoms,  was  confusing,  and 
caused  many  consultants  to 
think  this  was  exacerbation  of 
lymphoma  that  had  been  quies- 
cent. Recovery  of  M.  tubercu- 
losis and  second  satisfactory  re- 
sponse to  anti-tuberculosis  ther- 
apy finally  confirmed  the  diag- 
nosis in  this  very  unusual  case. 


Case  4.  Fever,  Miliary  Dissemi- 
nation and  Inappropriate  Antidiu- 
retic Hormone  Secretion.  A 60- 
year-old  housewife  had  generalized 
fatigue  for  six  months  with  marked 
progression  for  two  months  be- 
fore admission.  Chills,  fever,  leth- 
argy, incoherence,  and  extensive 
non-diagnostic  laboratory  and  ro- 
entgen studies  had  been  recorded 
elsewhere.  At  admission  the  ab- 
domen was  distended,  tympanitic, 
and  tender.  The  liver  edge  was 
sharp  and  very  tender.  Pertinent 
laboratory  studies  are  shown  in 
Table  2.  Chest  roentgenogram  dis- 
closed miliary  lesions  of  the  lungs 
Figure  4,  and  sputum  obtained  by 
transtracheal  aspiration  contained 
acid  fast  bacilli,  as  did  a concen- 
trated specimen  of  the  urine.  Anti- 
tuberculosis therapy  was  instituted. 
Within  12  hours  she  retained  ex- 
cess fluid  and  lost  consciousness. 
Serum  sodium  fell  to  110  mEq, 
potassium  to  2.8  mEq,  chloride  80 
mEq  and  bicarbonate  27.5  mEq. 
Osmolality  of  urine  exceeded  that 
of  plasma  (217  mEq  sodium,  77 
mEq  potassium,  and  370  mEq 
chloride).  Therapy  with  spironolac- 
tone and  water  restriction  caused 
some  improvement  but  mannitol 
and  alcohol  were  given  intraven- 
ously to  rapidly  correct  the  serum 
electrolytes  and  osmolality.  She 
improved  slowly,  her  temperature 
returned  to  normal,  her  lungs 
cleared,  and  she  recovered  her 
normal  state  of  health  with  the 
aid  of  continued  anti-tuberculosis 
therapy.  Cultures  of  sputum,  urine 
and  stool  yielded  M.  tuberculosis. 
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Comment: 


Fig.  4.  Case  4 — Chest  film  showing  miliary  lesions  throughout  both  lungs 


Sudden  appearance  of  classic 
miliary  lesions  in  the  lung  fields 
emphasizes  the  need  for  repeat- 
ed examination  of  the  chest  be- 
cause of  delay  between  dissemi- 
nation of  tubercle  bacilli  and  de- 
tection of  the  miliary  lesions  on 
the  radiograph.  Rapid  onset  of 
water  retention  and  coma  asso- 
ciated with  serum  and  urine 
electrolyte  and  osmolality  abnor- 
malities was  consistent  with  in- 
appropriate secretion  of  antidiu- 
retic hormone.  Resulting  clinical 
change  presented  a therapeutic 
problem  as  challenging  as  the 
previous  diagnostic  one. 


Case  5.  Gastrointestinal  Bleeding 
from  Disseminated  Tuberculosis. 
A 55-year-old  white  man  was  ad- 
mitted on  December  3,  1965,  with 
abdominal  pain,  malnutrition,  and 
dehydration.  Stool  and  some  dark 
brown  material  aspirated  from  the 
stomach  were  guaiac  positive. 
Chest  x-ray  was  normal  and  upper 
gastrointestinal  examination  on  De- 
cember 6 showed  irregularity  of 
the  duodenal  bulb.  Therapy  for 
duodenal  ulcer  disease  relieved 
his  pain  and  he  was  discharged. 
The  pain  recurred  and  he  returned 
to  the  hospital  with  guaiac  positive 
stools  and  gastric  aspirate.  Severe 
upper  gastrointestinal  bleeding  oc- 
curred, and  at  exploratory  laparot- 
omy a large  mass  on  the  lesser 
curvature  of  the  stomach  was 
found  to  be  adherent  to  the  pan- 
creas. There  were  innumerable 
small  white  nodules  on  the  surface 
of  the  peritoneum,  as  well  as  sev- 
eral large,  firm  lymph  nodes  along 
the  epiploic  vessels.  A Billroth  II, 
gastric  resection  was  performed 
and  splenectomy  was  accomplish- 
ed. Granulomas,  from  which  M. 
tuberculosis  organisms  were  cul- 
tured, were  present  in  the  stom- 
ach, spleen,  omentum,  and  epiploic 
and  perigastric  lymph  nodes. 


Fig.  5.  The  gastric  ulcer  of  Case  6 
showing  the  underlying  granuloma 
(H  & E x25). 
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Table  3 

Group  II  — Unusual  Manifestations  of  Lymph  Node  Infection 


Case 


No. 

Age 

Sex 

Clinical  Character 

Comment 

7. 

56 

M 

Cystic  mass  overlying  the  thyroid  gland 
Silicosis-like  picture  in  chest  x-ray  sug- 
gested concomitant  tuberculosis. 

Pus  from  lesion  was  non-diagnostic. 
Wall  of  cyst  contained  granulomata 
and  M.  tuberculosis. 

8. 

26 

F 

Unilateral  purulent  parotitis,  otitis  media 
and  external  and  bilateral  cervical  and 
axillary  lymphadenopathy. 

The  unexplained  biltateral  cervical 
and  axillary  adenopathy  prompted  a 
biopsy  of  parotid  mass,  which  con- 
tained graulomata  and  M.  tuber- 
culosis. 

9. 

21 

M 

Neoplastic  appearing  mass  in  nasopharynx 
with  bilateral  hard,  tender  cervical  lym- 
phadenopathy. 

Normal  chest  x-ray,  yet  pharyngeal 
mass  and  lymph  nodes  contained 
graulomata  and  M.  tuberculosis. 

10. 

21 

F 

Extensive  nodular  mass  filling  posterior 
cervical  triangle  and  supraclavicular 
fossa. 

Considered  malignant  by  most  ex- 
aminers. History  of  pulmonary  tu- 
berculosis as  a child  prompted  a 
simple  biopsy  of  isolated  node,  which 
yielded  M.  tuberculosis. 

11. 

14 

M 

Femoral  and  hip-joint  pain  and  bone 
destruction:  No  diagnosis  despite  several 
aspirations  of  joint  and  femur. 

Enlarged  lymph  nodes  in  the  ingui- 
nal area  contained  M.  tuberculosis. 

These  five  patients  were  all  curred  by  anti-tuberculous  therapy. 


Reticular,  nodular  densities  ap- 
peared in  both  lung  fields  and  he 
had  high  fever.  He  was  heated 
with  anti-tuberculosis  drugs  and 
recovered. 


Comment: 

Although  primary  gastric  tu- 
berculosis is  rare  in  the  United 
States,  this  case  emphasizes  an 
unusual  clinical  syndrome  re- 
sulting from  granuloma  forma- 
tion by  the  tubercle  bacillus. 
The  pathologic  specimen  shown 
in  Figure  5 demonstrates  the  tu- 
berculosis infection  that  led  to 
ulceration  of  the  stomach  with 
subsequent  hemorrhage. 

Case  6.  Disseminated  Tubercu- 
losis Appearing  in  a Working  La- 
borer. A 39-year-old  man  had 
night  sweats  for  one  year,  fever 
and  cough  for  four  weeks,  and  an 
18-pound  weight  loss.  There  was 
a tender,  irregular  mass  on  the  left 
side  of  the  prostrate  gland,  micro- 
scopic hematuria  and  pyuria,  and 
mild  anemia,  Table  2.  There  were 
diffuse  nodular  infiltrates  through- 
out both  lung  fields  and  liver  func- 
tion tests  were  abnormal,  Table  2. 
The  sputum,  urine  and  pus  yielded 
M.  tuberculosis.  All  of  his  abnor- 
malities were  corrected  by  anti- 


tubeculosis  therapy,  despite  his  full 
activity. 

Comment: 

This  case  is  included  to  em- 
phasize the  variability  in  host 
response  to  infection  with  a tu- 
bercle organism.  When  he  came 
to  the  clinic,  his  only  concern 
was  the  troublesome  cough,  and 
he  was  quite  reluctant  to  have 
a physical  examination.  Despite 
evidence  of  disseminated  disease 
involving  the  lungs,  liver  and 
kidneys,  this  man  insisted  he 
felt  well,  would  not  accept  bed 
rest  and  had  an  uneventful  re- 
covery. 

group  2,  lymph  node  tuberculosis 

Table  3 summarizes  the  diag- 
nostic aspects  for  five  patients 
with  infection  in  lymph  nodes 
and  the  fever  pattern  is  pre- 
sented in  Table  1. 

discussion 

These  patients  illustrate  that 
tuberculosis  is  often  a diagnostic 
problem  and  a not  infrequent 


cause  of  unusual  clinical  syn- 
dromes. Certain  clinical  fea- 
tures, laboratory  methods,  and 
laboratory  results  warrant  fur- 
ther consideration. 

The  frequency  of  lymph  node 
involvement  in  disseminated 
disease  is  shown  by  the  occur- 
rence of  lvmphadenopathy  in  all 
of  these  11  cases.  That  lym- 
phatic tissue  other  than  lymph 
nodes  can  be  affected  was  dem- 
onstrated by  Case  9 with  a naso- 
pharyngeal mass.  The  value  of 
lymph  node  biopsy  in  aiding 
diagnosis  was  emphasized  by 
Case  11,  where  inguinal  nodes 
provided  confirmation  of  a sus- 
pected tuberculosis  arthritis.  The 
frequency  of  peripheral  lymph 
node  disease  has  been  stressed 
by  Fraser,  who  noted  involve- 
ment of  the  cervical  nodes  alone 
in  22  cases."  Seven  cases  with 
peripheral  lymphadenitis  else- 
where also  had  evidence  of  dis- 
ease in  their  cervical  nodes. 
Peripheral  lymph  node  biopsy 
is  a useful  diagnostic  maneuver 
in  cases  with  large  mediastinal 
or  abdominal  nodes.  Unusual  re- 
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sponses  of  the  lymphatic  tissue 
can  occur  in  patients  with  tuber- 
culosis, as  was  demonstrated  by 
the  lymphoblastic  pattern  in 
Case  1 and  the  dermatopathic 
lymphadenitis  pattern  in  Case  3. 

The  hematologic  findings  for 
these  cases  are  summarized  in 
Table  2.  The  blood  counts  and 
bone  marrow  studies  in  the  cases 
with  only  lymph  node  and  bone 
involvement  (Cases  7-11)  were 
not  helpful  in  diagnosis.  On  the 
other  hand,  Cases  1-6  displayed 
a variety  of  hematologic  abnor- 
malities. All  had  anemia  of  a 
normochromic,  normocytic  type. 
The  most  useful  diagnostic  infor- 
mation was  a granulocytic  re- 
sponse signaling  acute  infection. 
Although  we  usually  look  for 
lymphocytosis  or  monocytosis, 
this  occurred  in  only  two  pa- 
tients. Granulocytosis  in  associa- 
tion with  decrease  in  the  abso- 
lute lymphocyte  count  (Cases  2, 
3,  and  4)  was  more  common.  In 
a review  of  364  patients  with  tu- 
berculosis seen  at  the  Mayo 
Clinic,  Corr  et  al  noted  anemia 
in  17  per  cent,  leukocytosis  in  3 
per  cent,  leukopenia  in  1 per 
cent,  lymphocytosis  in  3.8  per 
cent  and  monocytosis  in  35  per 
cent,  emphasizing  the  variety  of 
responses  of  the  hematologic 
system  to  tuberculosis.7 

Tuberculosis  is  not  infre- 
quently associated  with  primary 
hematologic  diseases  and  dis- 
tinction between  co-existence  of 
tuberculosis  and  leukemia,  or 
tuberculosis  alone,  is  sometimes 
difficult.  Pancytopenia,  leuke- 
mia, and  myelofibrosis  all  have 
been  seen  in  association  with 
disseminated  tuberculosis.*-1"  In 
some  cases  with  granulocytic 
disorders  of  blood  and  acute  tu- 
berculosis, the  absence  of  con- 
clusive evidence  of  leukemia  at 
the  time  of  autopsy  strongly  sug- 
gests that  tuberculosis  may 


closely  mimick  granulocytic  dis- 
eases of  blood.2  3 Cases  with 
hypercellular  bone  marrow  ele- 
ments associated  with  as  many 
as  91  per  cent  blast  cells  in  the 
peripheral  blood  smear,  demon- 
strate the  variability  of  host  re- 
sponse to  the  tubercle  bacillus 
and  further  compound  the  prob- 
lem of  diagnosis.2  Although  it 
has  been  suggested  that  Auer 
rods  may  occur  in  blood  cells 
as  a result  of  tuberculosis,  they 
were  not  seen  in  this  group  of 
patients.4 

The  severe,  prolonged  hemo- 
lytic anemia  of  Case  2 in  the  ab- 
sence of  a primary  bone  mar- 
row disorder  was  associated 
with,  and  apparently  caused  by, 
widespread  tuberculosis.  Ane- 
mia associated  with  decrease  in 
the  absolute  lymphocyte  count 
of  the  peripheral  blood  and 
acute  granulocytosis  were  the 
most  common  hematologic  ab- 
normalities in  these  patients. 
When  such  findings  occur  and 
tuberculosis  is  suspect,  Vim-Sil- 
verman  needle  biopsy  of  bone 
marrow  and  biopsy  of  an  en- 
larged lymph  node  may  reveal 
the  diagnosis. 

Another  helpful  finding  was 
a tender,  enlarged  liver  asso- 
ciated with  minimal  elevation 
of  the  serum  alkaline  phospha- 
tase or  bilirubin  values.  Three 
of  six  cases  with  widespread 
disease  had  hyperbilirubinemia 
during  the  illness.  Jaundice,  a 
tender  liver,  and  tenderness  of 
the  abdomen  was  a useful  com- 
bination of  signs  suggesting  an 
acute  infectious  process  of  liver 
and  bowel,  which,  in  three  cases 
led  to  the  successful  examination 
of  multiple  specimens  for  acid 
fast  bacilli.  Failure  to  find  the 
organisms  in  obvious  specimens 
should  be  followed  by  percuta- 
neous needle  biopsy  of  the  liver 
when  possible,  since  it  has  yield- 


ed the  diagnosis  in  several  diffi- 
cult cases.1 1 

Although  the  dissemination  of 
tuberculosis  may  cause  acute 
prostration,  this  may  not  occur 
in  elderly  persons  who  can  have 
a low  grade,  smoldering  type  of 
illness.  The  slowly  progressive 
adenopathy,  then  rash,  then 
fever  and  pleural  effusions  in 
Case  3 spanned  several  weeks’ 
time,  during  which  she  felt  rela- 
tively well.  The  widespread  in- 
volvement of  liver,  lungs,  kid- 
neys and  prostate  gland  in  Case 
6 did  not  prevent  him  from  full 
time  work  as  a laborer  and  is  a 
striking  example  of  host  varia- 
tion influencing  the  clinical  fea- 
tures of  a disease.  The  presence 
of  high,  spiking  fever  for  one 
month  before  the  appearance  of 
miliary  lesions  in  lungs  of  Case 
4 stresses  the  need  for  frequent 
re-examination  aimed  at  detect- 
ing the  tubercle  bacillus  when  it 
remains  a diagnostic  considera- 
tion. 

An  additional  problem  of  ther- 
apy occurred  in  Case  4 who  had 
extensive  involvement  of  the 
central  nervous  system,  liver, 
lungs  and  kidneys  and  devel- 
oped striking  electrolyte  and 
fluid  abnormalities  associated 
with  an  inappropriate  secretion 
of  antidiuretic  hormone.  Elimi- 
nation of  the  serum  electrolyte 
abnormality,  return  of  her  urine 
excretion  of  electrolytes  to  nor- 
mal, and  return  to  normal  of  her 
central  nervous  system  function 
after  several  days  of  therapy  for 
tuberculosis  was  testimony  to 
the  ubiquitous  nature  of  the  tu- 
bercle bacillus.  This  syndrome 
has  been  reported  in  association 
w i t h childhood  tuberculous 
meningitis  as  well  as  cases  with 
pulmonary  tuberculosis.1214  Pa- 
tients with  such  a syndrome  and 
fever  should  prompt  a suspicion 
of  tuberculosis. 
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Fever  was  an  inconstant  sign 
in  these  cases,  being  absent  in 
four  and  causing  a severe  prob- 
lem in  four.  The  six  patients 
with  widespread  organ  involve- 
ment all  had  a significant  febrile 
episode  during  the  period  of  ill- 
ness, but  this  often  was  of  less 
diagnostic  importance  than  as- 
sociated organomegaly,  hemato- 
logic abnormalities,  or  jaundice. 
Despite  persistent  fever,  physi- 
cian perseverence  in  seeking  a 
diagnosis  of  tuberculosis  was 
variable.  Since  most  reviewers 
dealing  with  fevers  of  obscure  or 
unknown  origin  have  found  tu- 
berculosis one  of  the  most  fre- 
quent explanations,  infection 


with  the  tubercle  bacillus  must 
remain  suspect  until  the  actual 
diagnosis  is  proven.1516  It  is  easy 
to  think  tuberculosis  has  been 
excluded  by  a negative  skin  test, 
chest  x-ray,  and  negative  sputum 
examinations.  These  11  cases 
stress  the  importance  of.  contin- 
ued efforts  when  undiagnosed 
fever  is  present  and  also  call  at- 
tention to  the  not  rare  occur- 
rence of  active  tuberculous  lym- 
phadenitis in  the  absence  of 
fever. 

In  all  these  cases  the  problems 
of  diagnosis  were  usually  funda- 
mental, relating  to  such  things 
as:  1.  consideration  of  the  possi- 
bility of  tuberculosis  in  patients 


with  any  clinical  syndrome  with- 
out obvious  cause— especially  if 
associated  with  either  fever,  lym- 
phadenopathy,  abnormal  blood 
cells  or  liver  dysfunction,  2.  ex- 
amination of  lymph  nodes,  biop- 
sy material  from  bone  marrow, 
liver  biopsy,  tracheal  aspirate, 
and  sediment  of  urine. 

It  is  reasonable  to  suspect 
that  more  and  more  cases  of 
reactivation  of  tuberculosis  in 
middle-aged  and  elderly  persons 
will  bring  to  the  physician  an 
increasing  number  of  patients 
with  a variety  of  clinical  syn- 
dromes. Most  patients  with  pri- 
mary7 conversion  to  positive  skin 
test  receive  therapy  for  a time, 
as  do  patients  with  minimal  pul- 
monary disease.  When  these  pa- 
tients receive  steroids,  develop 
diabetes  mellitus,  undergo  gas- 
tric resection,  or  receive  im- 
muno-suppressive  drugs,  reacti- 
vation of  tuberculosis  may  oc- 
cur. The  11  cases  included 
herein  indicate  that  patients  can 
present  with  any  one  of  a va- 
riety7 of  clinical  problems  as  a 
result  of  infection  with  the  tu- 
bercle bacilli.  Such  patients  re- 
main a challenge.- 

Department  of  Internal  Medicine 
University  of  California 
School  of  Medicine  95616 
(Dr.  Benner ) 

Chemical  Nomenclature 


Generic 

Trade 

isoniozid 

Di-lsopacin 

Hyzyd 

Isoniozid 

para-aminosalicylic 

acid 

Aminosalicylic 

Acid 

Di-lsopacin 

Neopasalate 

Neopasalate-K 

predisone 

Deltasone 

Deltra 

Meticorten 

Paracort 

spironolactone 

Aldactazid-A 

Aldactone-A 

streptomycin 

Strep-Combiotic 

vincristine 

Oncovin 
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When  it’s  time  for  Thorazine  chiorpnmwme 


...can  you  depend  on  less? 


For  profound  calming  effect  in  moderate  to  severe  mental  and 
emotional  disturbances  of  everyday  practice. 

Before  prescribing,  see  complete  information,  including  adverse 
effects  reported  with  phenothiazines  and  symptoms  and  treatment 
of  overdosage,  in  SK&F  literature  or  PDR.  The  following  is  a 
brief  precautionary  statement. 

Contraindications:  Comatose  states  or  the  presence  of  large 
amounts  of  C.N.S.  depressants. 

Precautions:  Potentiation  of  C.N.S.  depressants  may  occur 
(reduce  dosage  of  such  agents  when  used  concomitantly).  Use 
with  caution  in  patients  with  chronic  respiratory  disorders. 
Antiemetic  effect  may  mask  overdosage  of  toxic  drugs  or  obscure 
other  conditions.  Administer  in  pregnancy  only  when  necessary. 
Because  of  possible  drowsiness  use  cautiously  and  warn  patients 
who  operate  vehicles  or  machinery. 

Adverse  Reactions:  Drowsiness;  dry  mouth;  nasal  congestion; 


constipation;  amenorrhea;  miosis;  mild  fever;  weight  gain; 
hypotensive  effects,  sometimes  severe  with  I.M.  administration; 
epinephrine  effects  may  be  reversed;  dermatological  reactions; 
parkinsonism-like  symptoms  on  high  dosages  (in  rare  instances, 
may  persist);  lactation  and  moderate  breast  engorgement 
(in  females  on  high  dosages);  and  less  frequently,  cholestatic 
jaundice  (use  cautiously  in  patients  with  liver  disease).  Adverse 
reactions  occurring  rarely,  include:  mydriasis;  agranulocytosis; 
skin  pigmentation;  epithelial  keratopathy;  lenticular  and 
corneal  deposits  (after  prolonged  substantial  doses). 

Available:  Tablets,  10  mg.,  25  mg.,  50  mg.,  100  mg.  and  200  mg. 
Spansule®  capsules,  30  mg.,  75  mg.,  150  mg.,  200  mg.  and  300  mg 
Injection,  25  mg./cc.;  Syrup,  10  mg./5  cc.;  Suppositories,  25  mg. 
and  100  mg. 


©1967,  1968  Smith  Kline  4 French  Laboratories 

Smith  Kline  & French  Laboratories,  Philadelphia 
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You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
antieholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm.  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP  ® Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

< WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP  Ty-Med s (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage : One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision, 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  leve 
Precautions:  Administer  wii 
caution  to  patients  with  incipie 
glaucoma  or  urinary  bladder  ne 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrai 
dicated  in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hype 
sensitivity  to  anyoftheingrediei^ 
Caution:  Federal  law  prohil  i 
dispensing  without  prescriptio: 
How  supplied:  Available  in 
bottles  of  100  and  1000  tablets. 


BRAND  OF  PHEN08ARBITAL  AND  BELLADONNA  EXTRACT 


HAACK  LABORATORIES.  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMP 
PORTLAND.  OREGON  97208 


THE  OREGON  MEDICAL  ASSOCIATION 


DEDICATES  THE 

94th  ANNUAL  SESSION 

TO 


ROSCOE  K.  MILLER 

Executive  Secretary 


OMA  ANNUAL  MEETING  . OCTOBER  1-4,  1968  • MEMORIAL  COLISEUM,  PORTLAND 
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PRESIDENTS  INVITATION 


Glenn  M.  Gordon,  M.D. 

EUGENE 

President 


Oregon  physicians  can  be  proud  of  the  quality 
program  offered  at  our  Association’s  94th 
Annual  Session. 

Under  the  chairmanship  of  Huldrick  Kammer,  the 
Committee  on  Annual  Session  has  developed  an  out- 
standing program  of  a wide  interest.  Included  are 
the  46th  Sommer  Memorial  Lecture  Series,  presen- 
tation of  scientific  papers  by  members  of  the  Asso- 
ciation, and  section  meetings  on  Pediatrics,  Public 
Health  and  Preventative  Medicine,  Radiology,  and 
Otolaryngology. 

Opening  session  of  the  House  of  Delegates  will  be 
Tuesday  evening,  October  1.  Numerous  reports, 
resolutions  and  recommendations  will  be  introduced 
at  this  and  the  following  session,  early  Wednesday 
morning.  Each  will  be  considered  individually  by 
the  three  reference  committees,  Wednesday  and 
possibly  Thursday  morning.  Final  action  will  be 
taken  on  all  items  of  business  at  the  Friday  morning 
session. 

A number  of  special  events  are  scheduled,  and 
are  listed  on  the  following  pages.  Also  of  interest 
are  the  many  and  varied  technical  exhibits,  without 
which  our  annual  meetings  would  not  be  possible. 
All  members  of  the  Association  are  urged  to  view 
these  exhibits  and  to  let  the  exhibitors  know  of  their 
continuing  interest. 

This  year’s  annual  session  is  dedicated  entirely  to 
one  of  Oregon’s  most  faithful  and  selfless  friends  of 
the  medical  profession,  Mr.  Roscoe  K.  Miller.  Mr. 
Miller  will  be  retiring  as  executive  secretary  of  the 
Association  on  December  31.  In  recognition  of  his 
21  years  of  unfailing  service  to  medicine,  a Roscoe 
K.  Miller  Appreciation  Night  will  be  held  Thursday 
evening,  October  3,  at  the  Hilton  Hotel  in  Portland. 
For  those  of  us  to  whom  Roscoe  has  given  im- 
measurable assistance  this  event  will  provide  an 
opportunity  to  express  personally  our  sincere  grati- 
tude. 

The  new  president  of  the  Association,  J.  Richard 
Raines,  will  be  installed  at  a special  Awards  and 
President’s  Installation  Luncheon  on  Friday,  Octo- 
ber 4.  All  of  us  look  forward  to  this  event  as  a 
highlight  of  the  Annual  Session.  We  hope  you  can 
be  there. 

Your  participation  in  our  1968  Annual  Session  will 
help  to  make  it  one  of  the  best  yet. 
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Oregon  Medical  Association 
94th  Annual  Session 

October  1-4 , 1968 


Memorial  Coliseum  will  serve  as  headquarters  of  the  OMA  94th  Annual  Session. 


Committee  on  Annual  Session 

Huldrick  Kammer,  Chairman,  Portland 

Stanley  A.  Boyd,  eugene 

Ralph  P.  Christenson,  eugene 

John  G.  Chillrud,  grants  pass 

\1.  Roberts  Grover,  Portland 

Peter  DeWitt,  Portland 

John  W.  Bussman,  Portland 

Harvey  M.  Baker,  Portland 

Arthur  L.  Rogers,  Portland 


Huldrick  Kammer,  M.D. 

PORTLAND 

Chairman,  Committee  on 
Annual  Session 
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Oregon  Medical 
Association 
Officers , 1968 


J.  Richard  Raines,  M.D. 

PORTLAND 

President-Elect 


Max  H.  Parrott,  M.D. 

PORTLAND 

AM  A Trustee 


Clinton  S.  McGill,  M.D. 

PORTLAND 

Speaker  of  the  House 
Delegate  to  AM  A 


Huldrick  Kammer,  M.D. 

PORTLAND 

Vice  President 


Blair  J.  Henningsgaard,  M.D. 

ASTORIA 

Delegate  to  AM  A 
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Neel  B.  Rawls,  M.D. 

ASTORIA 

Secretarij-T  reasurer 


Ernest  T.  Livingstone,  M.D. 

PORTLAND 

Delegate  to  the  AM  A 


SOMMER  MEMORIAL  LECTURES 


VICTOR  RICHARDS,  M.D. 

CHIEF  OF  SURGERY 
PRESBYTERIAN  MEDICAL 
CENTER 

San  Francisco 

PROFESSOR  AND  HEAD 
PRESBYTERIAN  MEDICAL 
CENTER 

San  Francisco 


LOUIS  JOLYON  WEST,  M.D. 

PROFESSOR  AND  HEAD 
DEPARTMENT  OF 
PSYCHIATRY 

UNIVERSITY  OF  OKLAHOMA 
MEDICAL  CENTER 

Oklahoma  City 


RICHARD  V.  EBERT,  M.D. 

PROFESSOR  AND  HEAD 
DEPARTMENT  OF 


MEDICINE 

UNIVERSITY  OF  MINNESOTA 
MEDICAL  SCHOOL 

M inneapolis 


John  E.  Tysell,  M.D. 

EUGENE 

Alternate  Delegate 
to  AM  A 


Daniel  K.  Billmeyer,  M.D. 

OREGON  CITY 

Alternate  Delegate 
to  AM  A 
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Augustus  M.  Tanaka,  M.D. 

ONTARIO 

Alternate  Delegate 
to  AM  A 


94th  Annual  Session 
of  the 

Oregon  Medical  Association 
DAILY  CALENDAR 


Tuesday,  October  J 

Opening  Session  of  the  House  of  Delegates 

6:00  pm  Social  Hour— fountain  room 
6:45  pm  Dinner— u.  s.  plywood  room 


Wednesday,  October  2 

7:00  am  Breakfast  Meeting  of  the  House  of  Delegates— u.  s.  plywood  room 
8:30  am  General  Registration— exhibit  hall 


Morning  Scientific  Session— Georgia  Pacific  Room 


9:30  am  Sommer  Memorial  Lecture 

The  Effect  of  Treatment  on  the  Longevity  of  Patients 

Who  Have  Had  a Myocardial  Infarction— richard  v.  ebert,  m.d., 

Minneapolis 

10:30  am  Recess  to  Visit  Technical  and  Scientific  Exhibits 


11:00  am  Sommer  Memorial  Lecture 

Youth,  Conformity,  and  Rebellion— louis  j.  west,  m.d.,  Oklahoma  City 
12:00  noon  Luncheon— fountain  room— sponsored  by  the  Committee  on  Medicine 
and  Religion 

12:00  noon  OMPAC  Luncheon— convention  hall 


Attend 

The  Medicine  and  Religion 
Luncheon 
Guest  Speaker 

John  C.  Ballin,  Ph.D. 

Director,  Department  of  Human  Reproduction 
American  Medical  Association 

Wednesday,  October  2 $3.50  per  plate  fountain  room 

12:00  NOON  MEMORIAL  COLISEUM 
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Afternoon  Scientific  Session— Georgia  Pacific  Room 

1:30  pm  Induced  Abortion  by  Saline  Uterine  Injection— j.  oppie  mc  call,  m.d.,  and 
richard  allen,  m.d.,  Portland 


2:00  pm 

3:00  pm 
3:30  pm 

5:15  pm 


Sommer  Memorial  Lecture 

The  Lymphocyte  and  the  Surgeon— Surgical  Immunology— 
victor  Richards,  m.d.,  San  Francisco 
Recess  to  Visit  Technical  and  Scientific  Exhibits 
Intestinal  Fistulas  (Panel  Discussion)— a.  b.  shields,  m.d..  Moderator, 

VICTOR  RICHARDS,  M.D.,  WILLIAM  W.  KRIPPAEHNE,  M.D., 

WILLIAM  GARNJOBST,  M.D. 

(Following  presentations  by  each  panelist,  questions  from  the  floor  will 
be  entertained.  Physicians  are  invited  to  submit  questions  in  advance  on 
specially  prepared  forms.) 

Social  Hour,  Honoring  Exhibitors— fountain  room 


RECEPTION 

Honoring  Technical  Exhibitors 

6:30  PM  MAYFAIR  ROOM  — HOTEL  BENSON 


Thursday , October  3 

8:00  am  General  Registration— exhibit  hall 


Morning  Scientific  Session — Georgia  Pacific  Room 

9:00  am  Sommer  Memorial  Lecture 

The  Marijuana  Problem  and  the  Physician— louis  j.  west,  m.d., 
Oklahoma  City 

9:50  am  Recess  to  Visit  Scientific  and  Technical  Exhibits 


10:20  am  Sommer  Memorial  Lecture 

Desirable  Relationships  of  Community  Hospitals  to  Universities— 
victor  richards,  m.d.,  San  Francisco 


11:10  am  Sommer  Memorial  Lecture 

Cor  Pulmonale— richard  v.  ebert,  m.d.,  Minneapolis 
12:00  noon  Luncheon  Recess 
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Afternoon  Meetings  of  Scientific  Sections 

Section  on  Otolaryngology— Georgia  Pacific  Room 

2:00  pm  A —Benign  Cysts ; B— A Metastatic  Node  of  Unknown  Origin;  C— Carcinoma 
of  Larynx  (Panel  Discussion)— Patrick  j.  doyle,  m.d.,  moderator,, 

DONALD  G.  METTLER,  M.D.,  J.  ROBERT  LEE,  M.D.,  ALEXANDER  J. 
SCHLEUNING  II,  M.D. 

(Following  presentations  by  each  panelist,  questions  from  the  floor  will 
be  entertained.  Physicians  are  invited  to  submit  questions  in  advance 
on  specially  prepared  forms.) 

3:00  pm  Recess  to  Visit  Technical  and  Scientific  Exhibits 
3:30  pm  Bell’s  Palsy— david  d.  de  weese,  m.d.,  Portland 

3:50  pm  Diagnosis  and  Treatment  of  Croup— edward  l.  korn,  m.d.,  Portland 
4:10  pm  Tracheotomy— Alfred  j.  schroeder,  m.d.,  Portland 

4:30  pm  Dizziness— j.  donald  imbrie,  m.d.,  Portland 


Scientific  Section  on  Pediatrics— Weyerhaeuser  Room 

2:00  pm  Guest  Lecture: 

Recognition  and  Treatment  of  Serious  Infections  During  Infancy— 


3:00  pm 
3:30  pm 


4:10  pm 
4:40  pm 


BENJAMIN  M.  KAGAN,  M.D. 

Recess  to  Visit  Technical  and  Scientific  Exhibits 

Antibiotic  Use  and  Abuse  in  the  Pediatric  Patient  (Panel  Discussion)  — 
john  w.  bussman,  m.d.,  Moderator,  benjamin  m.  kagan,  m.d.,  Oliver 

N.  MASSENGALE,  M.D.,  MICHAEL  J.  MILLER,  M.D., 

(Following  jDresentations  by  each  panelist,  questions  from  the  floor  will 
be  entertained.  Physicians  are  invited  to  submit  questions  in  advance  on 
specially  jorepared  forms.) 

Apnea  Neonatorum  and  Respiratory  Distress — 

ROBERT  E.  THORNFELDT,  M.D.,  Portland 

Etiology  of  Mental  Retardation  in  Oregon— peggy  j.  copple,  m.d.,  Portland 


Section  on  Public  Health  and  Preventative  Medicine— International  Paper  Room 

1:30  pm  The  Intoxicated  Driver— How  Much  Is  Too  Much ? 

john  h.  donnelly,  m.d.,  Portland;  Multnomah  County  Health  Officer 
2:00  pm  Some  Public  Health  Problems  in  Costa  Rica 

alton  l.  alderman,  m.d.,  Pendleton,  Umatilla  County  Health  Officer 
2:30  pm  Investigation  of  The  Battered  Child  Case 

russell  c.  henry,  m.d.,  Portland,  Oregon  Chief  Medical  Investigator 
3:00  pm  Recess  to  Visit  Technical  and  Scientific  Exhibits 

program  continued  on  page  881 
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each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


:yamine  sulfate  0.1037  mg. 
>ine  sulfate  0.0194  mg. 

■>ne  hydrobromide  0.0065  mg. 
obarbital  (14  gr.)  16.2  mg. 
ning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(V>  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredient 


the  spasm 
reactors 
your  practice 
deserve 


/H+ROBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


TWO  WAYS 
TO  GIVE 

YOUR  PATIENTS 
A MONTH’S 
SUPPLY  OF 
THERAPEUTIC 
VITAMIN  C: 

45  CABBAGES  OR 
30  ALLBEE  WITH  C 


Your  patient  would  have  to  eat  45  cabbages  a month 
(1-1/2  a day)  to  get  as  much  vitamin  C as  is  contained  in 
just  one  bottle  of  30  Allbee  with  C capsules  (taken  one 
capsule  daily).  In  addition,  each  capsule  provides  full 
therapeutic  amounts  of  the  B-complex  vitamins.  For 
example,  as  much  niacin  as  2 pounds  of  sirloin  steak. 
Write  30  for  B and  C deficiencies.  This  handy  bottle  of 
30  Allbee  with  C capsules  gives  your  patient  a month's 
supply  at  a very  reasonable  cost  Also  the  economy  size 
of  100  Available  at  pharmacies  on  your  prescription  or 
recommendation 

A H Robins  Company.  Richmond.  Va  23220. 
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3:30  pm  Prevention  of  Pulmonary  Emboli  by  Surgical  Means— A City  Wide  Survey 
paul  m.  brown,  m.d.,  Portland 
4:00  pm  Odonigenic  Changes  in  Teeth 

david  m.  witter,  d.d.s.,  Portland;  Director,  Dental  Health  Section, 
State  Board  of  Health 

4:30  pm  The  Physician’s  Responsibility  in  Tuberculosis— Prevention  and  Treatment 
james  t.  speros,  m.d.,  Portland,  Tuberculosis  Control  Director 
5:00  pm  Environmental  Sanitation  Factors  in  Rural  and  Urban  Communities  with 
Certain  Personal  Relationships 

thomas  l.  meador,  m.d.,  Portland,  Portland  City  Health  Officer 
james  h.  steward,  m.d.,  Hillsboro,  Washington  County  Health  Officer 


Section  on  Radiology— Dwyer  Room 


2:00  pm 

2:30  PM 

3:00  pm 
3:15  pm 

3:45  pm 
4:05  PM 
4:20  pm 


Hypertension  Studies  by  Renal  Vein  Catheterization 
owen  martin,  m.d.,  Radiologist 

St.  Francis  Xavier  Cabrini  Hospital,  Seattle,  Washington 
Angiography  and  Stroke 

vincent  hinck,  m.d.,  Radiology  Department, 

University  of  Oregon  Medical  School 
Discussion  jieriod 
Practical  Pediatric  Pearls 

byron  ward,  m.d..  Chief  of  Radiology,  Children’s  Orthopedic  Hospital; 
Associate  Professor  Radiology,  University  of  Washington  Medical 
School 

Percutaneous  T rans-hepatic  Cholangiography 

seymour  haber,  m.d..  X-ray  Department,  St.  Vincent’s  Hospital, 
Portland,  Oregon 

Hypotonic  Duodenography— film  prepared  by  drs.  bilboa,  rosch,  frisch 
and  dotter,  Radiology  Department,  University  of  Oregon  Medical 
School 
Discussion 


6:30  pm  Special  Recognition  Banquet 
Social  Hour  and  Reception 
7:00  pm  Dinner  and  Program 


PLAN  TO  ATTEND 
ROSCOE  K.  MILLER 
APPRECIATION  NIGHT 

Thursday,  October  3 
6:30  PM  Social  Hour 

MEMORIAL  COLISEUM -CONVENTION  HALL 


881 

Northwest  Medicine,  September,  1968 


Friday,  October  4 

7:00  am  Breakfast  Meeting  of  the  House  of  Delegates— u.  s.  plywood  room 
8:00  am  General  Registration— exhibit  hall 


Morning  Scientific  Session— Georgia  Pacific  Room 


9:00  am 

10:00  am 
10:30  am 

11:00  am 

11:30  am 
12:00  noon 

2:00  pm 

3:00  pm 
3:30  pm 


Sommer  Memorial  Lecture 

Changing  Concepts  in  our  Understanding  of  Cancer— 
victor  richards,  m.d.,  San  Francisco 
Recess  to  Visit  Scientific  and  Technical  Exhibits 
Chronic  Renal  Failure— Another  Therapeutic  Approach— 

Joseph  h.  eusterman,  m.d.,  Albany 

Oregon  Physicians:  A Study  of  their  Age,  Sex,  Specialty,  and  Location 
of  Practice—s.  spence  meighan,  m.d.,  Portland,  and  by  invitation, 
morris  weitman,  ph.d.,  and  mr.  richard  berg,  Portland 
Annual  Business  Meeting  and  Election  of  Officers 
Inaugural  Ceremony  and  Awards  Luncheon 

Sommer  Memorial  Lecture 

The  Immoderate  Drinker— louis  j.  west,  m.d.,  Oklahoma  City 
Recess  to  Visit  Scientific  and  Technical  Exhibits 

Sommer  Memorial  Lecture 


The  Treatment  of  Pulmonary  Emphysema— richard  v.  ebert,  m.d., 
Minneapolis  _ „ 


PRESIDENT'S  INSTALLATION  AND  AWARDS  CEREMONY 

12:00  NOON  — Convention  Hall 

Honoring  OMA  President  J.  Richard  Raines,  M.D. 
and  Award  Winners 

Doctor-Citizen  of  the  Year 
Press  Awards 


Saturday,  October  5 

7:30  AM  Oregon  Medical  Gold  Tournament-MERiwETHER  country  club,  Portland 
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SPECIAL  EVENTS 


House  of  Delegates 

This  is  the  major  policy-forming  body  of  the 
Oregon  Medical  Association  and  is  composed  of 
delegates  from  each  of  its  component  societies  and 
members  of  the  Board  of  Trustees.  Clinton  S.  McGill 
of  Portland,  Speaker  of  the  House,  invites  all  mem- 
bers of  the  Association  to  attend  its  meetings  and 
to  participate  in  the  deliberations  of  its  Reference 
Committees. 

The  House  will  convene  first  at  a dinner  on  Tues- 
day, October  1,  in  the  U.  S.  Plywood  Room  of  the 
Memorial  Coliseum.  It  will  also  hold  breakfast 
meetings  on  October  2 and  4.  Its  Reference  Com- 
mittees will  meet  on  Wednesday  and  Thursday  in 
conference  rooms  at  the  Memorial  Coliseum,  Port- 
land. 

Medicine  and  Religion  Luncheon 

Trends  in  modern  thinking  relative  to  the  prob- 
lem of  abortion  will  be  explored  at  this  luncheon, 
sponsored  by  the  Association’s  Committee  on  Medi- 
cine and  Religion.  John  C.  Ballin,  Ph.D.,  Secretary 
of  the  Committee  on  Human  Reproduction,  will 
be  special  guest  speaker  and  will  exchange 
views  with  a panel  of  distinguished  representatives 
of  the  medical  profession,  the  clergy  and  the  lay 
public.  The  luncheon  will  be  held  on  Wednesday, 
October  2,  at  12:00  noon,  in  the  Memorial  Coli- 
seum’s Fountain  Room. 

Little  Scientific  Theatre 

A unique  dimension  to  the  Annual  Session  will 
be  a series  of  video  presentations  on  various  scien- 
tific subjects.  Check  the  registration-information 
center  for  the  schedule  of  the  Little  Scientific 
Theatre,  to  be  held  in  the  Simpson  Room,  all  day 
Wednesday,  Thursday  and  Friday. 

O MPAC  Luncheon 

Robert  W.  Packwood,  Republican  candidate  for 
the  U.S.  Senate  seat  presently  occupied  by  Wayne 
Morse,  will  be  the  featured  speaker  at  this  annual 
affair.  The  luncheon  will  be  held  in  the  Memorial 
Coliseum’s  Convention  Hall,  12:00  noon,  Wednes- 
day, October  2. 

Elected  to  the  Oregon  Legislature  in  1962,  Repre- 
sentative Packwood  is  credited  with  developing  the 
plan  to  capture  the  Oregon  House  of  Representatives 
for  the  Republicans  in  1964.  His  remarks  promise 
to  be  timely  and  challenging.  This  event  is  open  to 
all  physicians,  their  wives  and  friends. 


Roscoe  K.  Miller  Appreciation  Night 

Consistent  with  the  resolution  unanimously 
adopted  at  the  Midyear  Meeting  of  the  Association’s 
House  of  Delegates,  the  1968  Annual  Session  will 
be  dedicated  entirely  to  Roscoe  K.  Miller.  Mr. 
Miller,  who  has  served  the  medical  profession  in 
Oregon  for  21  years,  will  be  retiring  as  Executive 
Secretary  of  the  Association  on  December  31.  Recog- 
nition of  his  long-standing  dedication  to  the  pro- 
fession will  be  given  at  the  Roscoe  K.  Miller 
Appreciation  Night,  Thursday  evening,  October  3, 
in  the  Coliseum’s  Convention  Hall.  All  physicians, 
physicians’  wives  and  friends  of  medicine  are  in- 
vited to  participate  in  this  important  event. 

President's  Installation  and 
Awards  Luncheon 

The  Association’s  new  president,  J.  Richard 
Raines,  will  be  installed  at  an  awards  luncheon, 
scheduled  for  the  Coliseum’s  Convention  Hall,  Fri- 
day, October  4 at  12:00  noon.  Awards  to  be 
presented  at  this  time  include  the  “Doctor-Citizen 
of  the  Year,”  press  awards  for  both  editorial  and 
news  reporting,  and  several  other  acknowledgments. 
Plan  to  attend  this  special  event  and  salute  the 
Association  leadership  and  those  who  have  made 
outstanding  contributions  to  the  medical  community 
in  the  1967-1968  year. 

Exhibits 

Plan  to  see  the  many  technical  and  scientific  ex- 
hibits. These  exhibits  are  a valuable  segment  of 
the  postgraduate  education  opportunity  provided  at 
the  annual  session.  Through  the  scientific  exhibits, 
Association  members  present  medical  facts  and  pro- 
cedures which  lend  themselves  better  to  display  than 
to  formal  lectures. 

The  Eighth  Annual  Physicians  Art  Exhibit  will 
feature  paintings,  watercolors,  sculptures  and  ce- 
ramics by  physicians  and  members  of  their  families. 
You  will  not  want  to  miss  this  display  of  artistic 
talent. 

Oregon  Medical  Golf  Tournament 

All  self-styled  par-shooters  are  encouraged  to 
apply  for  the  Annual  Golf  Tournament,  scheduled 
for  Saturday,  October  5.  Watch  your  mail  for  appli- 
cation forms  and  the  announcement  of  course  and 
tee  times.  Foursomes  may  be  arranged  ahead  of 
time  or  can  be  arranged  on  the  first  tee.  The  low 
net  winner  carries  off  the  Association  trophy,  but 
numerous  other  prizes  will  also  be  awarded. 

program  concluded  on  page  886 
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a comprehensive  hematinio 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  Bt!  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appre  ale 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  ade  ate 
vitamin  B .2  therapy  may  result  in  hematologic  remission  bu'  3u- 
rological  progression.  Adequate  doses  of  vitamin  B.?  (pare:  '3' 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [herr  nic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  h;  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resisflO* 
may  develop  in  some  cases  of  pernicious  anemia  to  the  po-i'*‘ 
tion  of  absorption  of  physiological  doses  of  vitamin  B :.  If  'sr 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-'JJ 
massive  doses  of  vitamin  B>?,  may  be  necessary.  No  single  !0W 
men  fits  all  cases,  and  the  status  of  the  patient  observ  j* 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Ped"- 


You  can  treat  combined 
deficiencies  with 


mk 


1 al  and  laboratory  studies  are  considered  essential  and  are 
ecj  nmended. 

d rse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
r<-ices  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
a n.  Reducing  the  dose  and  administering  it  with  meals  will 
ni  nize  these  effects. 

I extremely  rare  instances,  skin  rash  suggesting  allergy  has 
'I  ved  oral  administration  of  liver-stomach  material.  Instances 
* iparent  allergic  sensitization  have  also  been  reported  after 
r:  idministration  of  folic  acid. 

o ge:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
a lard  response  in  the  average  uncomplicated  case  of  perni- 
ic  anemia.) 

o Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
nt -sic  factor,  Lilly),  in  bottles  of  60  and  500.  [oaj.es] 


Trinsicon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 


Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 


$ 


Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


SCIENTIFIC  EXHIBITORS 


The  Surgical  Management  of  Coronary  Artery  Disease:  Internal  Mammary  Artery 
Implantation 

Paul  m.  brown,  m.d.,  Portland 

A Basic  Science  Rather  Than  a Statistical  Approach  to  Fluorine  Metabolism 

ROY  E.  HANFORD,  M.D.,  RoSeburg 

New  Procedures  in  Stereotaxic  Surgery 

john  c.  misko,  m.d.  and  joel  l.  seres,  m.d.,  Portland 

Accurate  CVP  (Central  Venous  Pressure)  Monitoring 

MELVIN  M.  REEVES,  M.D.  and  FRED  C.  SHIPPS,  JR.,  M.D. 

Suicide  Prevention  in  Oregon 

Paul  h.  blachly,  m.d.,  Department  of  Psychiatry,  University  of  Oregon  Medical 
School,  Portland 

Transluminal  Angioplasty  in  Peripheral  Vascular  Stenosis 

Charles  t.  dotter,  m.d.  and  melvin  p.  judkixs,  m.d.,  Department  of  Radiology, 
University  of  Oregon  Medical  School,  Portland 

A Simplified  Method  for  the  Study  of  Cerebrovascular  Insufficiency 

Vincent  c.  hinck,  m.d..  Department  of  Radiology,  University  of  Oregon  Medical 
School,  Portland 

Histochemistry  in  Cardiac  Surgery 

nelson  r.  niles,  m.d.  and  mrs.  j.  r.  zavin.  Department  of  Pathology7,  University 
of  Oregon  Medical  School,  Portland 

Medical  Library  Service 

miss  Margaret  e.  hughes,  Librarian,  University  of  Oregon  Medical  School, 
Portland 

Chemotherapy  for  Prevention  and  Control  of  Tuberculosis 

Oregon  Thoracic  Society7,  mr.  m.  donald  harman,  Executive  Director,  Portland 

Glucose  and  D.N.A.  Metabolism  in  Lymphocytes 

r.  a.  mac  haffie,  m.d.,  Student  Health  Service  and  Science  Research  Institute, 
Oregon  State  University,  Corvallis 

Medicine  and  Religion 

Committee  on  Medicine  and  Religion,  richard  n.  bolton,  m.d.,  O.M.A.,  Portland 
and  mr.  Robert  f.  etheridge,  A.M.A.,  Chicago 

Oregon  Immunization 

mr.  Joseph  H.  pierre,  sr.,  Oregon  State  Board  of  Health,  Portland 

Myasthenia  Gravis  Diagnosis  and  Treatment 

Myasthenia  Gravis  Association,  mrs.  evans  mclean.  Executive  Director,  Portland 


SCIENTIFIC  THEATRE 

Medical  motion  pictures  will  be  shown  in  the  Coliseum's  Simpson 
Room.  The  Annual  Meeting  program  will  carry  a schedule  of  the  films 
to  be  included. 
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OREGON 


Oregon  Medical  Association- 2164  s.w.  park  place,  Portland,  Oregon  97205 


president  Glenn  M.  Gordon,  M.D.,  Eugene 

secy.-treas.  Noel  B.  Rawls,  M.D.,  Astoria 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Oct.  1-4,  1968,  Portland 


Comprehensive  Health  Planning  In  Oregon 


Speakers  at  the  Medford  meeting:  John  E.  Tysell,  M.D.,  Mr.  S.  Charles  Bocci,  Forrest  E.  Rieke, 
M.D.,  Glenn  M.  Gordon,  M.D.,  Mr.  S Clair  Siddall,  J Richard  Raines.  M.D.,  Noel  B.  Rawls,  M.D.. 
Mr.  M Ronald  Parelius  and  Donald  E.  Poage,  M.D. 


Comprehensive  health  planning  in  Oregon  made 
progress  at  a conference  at  Medford,  July  28.  The 
meeting  was  sponsored  by  the  OMA  Committee  on 
Public  Law  89-749.  All  sections  of  the  state  were 
represented.  The  meeting  was  devoted  to  practical 
discussion  of  planning— what  it  is,  what  is  needed, 
what  is  to  be  done,  and  what  benefits  are  to  be 
obtained.  Many  questions  were  answered  and  many 
misconceptions  were  dispelled. 

J.  Richard  Raines,  chairman  of  the  Committee, 
opened  the  meeting  by  stating  that  most  confer- 
ences on  planning  had  been  devoted  to  the  task 
of  convincing  people  that  planning  is  necessary— 


not  many  had  presented  ideas  on  how  it  is  done. 
The  Medford  conference  was  devoted  to  how,  not 
why.  A well  prepared  statement  on  planning  in 
Oregon  was  presented  by  Mr.  S.  Charles  Bocci. 
Complete  text  of  his  discussion  is  published  below. 

Noel  B.  Rawls  reported  the  problems  met  in  Clat- 
sop County  and  the  manner  in  which  they  were 
solved.  First  action  was  to  call  a meeting  of  repre- 
sentatives of  all  governmental  health  agencies.  This 
was  followed  by  creation  of  a planning  commission, 
ordered  by  the  County  Commissioners.  This  be- 
came the  sponsoring  agent.  The  Comprehensive 

continued  on  page  892 
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No  one 
should  be  cold 
on  a Caribbean 
cruise 


To  those  with  peripheral  vascular  disease,  a balmy  ocean  breeze  can 
become  a limb-chilling  wind  ...  a stroll  on  the  deck  a painful, 
stop-and-go  chore. 

Priscoline  can  help.  It  dilates  peripheral  blood  vessels,  increases  blood  flow 
to  extremities.  Relieves  numbness.  Makes  hands  and  feet  less  prone  to  chill. 
Makes  patients  more  comfortable.  Helps  them  get  around. 

Nothing  magic  about  Priscoline.  But  people  with  peripheral 
vascular  disease  might  think  so. 

See  following  page  for  prescribing  information. 


(tolazoline) 

peripheral  vasodilator 

' I 2/3851 


C I B A 


Priscoline' 

hydrochloride 
(tobzoline  hydrochloride) 


Indicotions  Spastic  peripheral  vascular  disorders. 

Precautions  Tolazoline  stimulates  gastric  activity  and  increases 
hydrochloric  acid  content  of  the  stomach;  use  cautiously  in 
patients  with  gastritis  or  peptic  ulcer  or  in  those  with  suspected 
peptic  ulcer.  Give  cautiously,  if  at  all,  to  patients  with  known 
or  suspected  coronary  artery  disease. 

Adverse  Reactions  Occasional:  nausea,  epigastric  discomfort, 
tachycardia,  flushing,  slight  rise  or  fall  in  blood  pressure,  in- 
creased pilomotor  activity  with  tingling  or  chilliness.  Rare: 
vomiting,  diarrhea.  Symptoms  are  generally  mild  and  frequently 
disappear  with  continued  therapy,  regardless  of  dosage. 
Administration  and  Dosage  Careful  individualization  of  dosage 
is  required. 

Oral  Tablets:  Usually  25  mg  4 to  6 times  daily  is  sufficient.  If 
necessary,  dosage  may  be  increased  gradually  up  to  50  mg 
6 times  daily. 

Lontabs:  Generally,  1 Lontab  every  12  hours  will  achieve  the 
same  effect  as  one  25-mg  regular  tablet  every  4 hours  16  times 
a day).  Thus,  continuous  action  throughout  the  night  is  achieved 
without  the  need  for  arising  to  take  additional  medication. 
Parenteral  Subcutaneously,  Intramuscularly,  or  Intravenously:  10  to 
50  mg  4 times  daily.  Start  with  low  doses,  increasing  with  patient 
under  close  observation  until  optimal  dosage  (as  determined  by 
appearance  of  flushing)  is  established.  Keeping  patient  warm 
will  often  increase  effectiveness  of  drug. 

Supplied  Tablets,  25  mg  (white,  scored);  bottles  of  100  and  1000. 
Lontabs,  80  mg  (bright  yellow);  bottles  of  100.  Multiple-dose 
Vials,  10  ml,  each  ml  containing  25  mg  tolazoline  hydrochloride, 
0.65%  sodium  citrate,  0.65%  tartaric  acid,  and  0.5%  chlorobutanol 
as  preservative  in  water,-  cartons  of  1. 

Lontabs®  (long-acting  tablets  CIBA) 

Consult  complete  literature  before  prescribing.  t/sesi 

CIBA  Pharmaceutical  Company,  Summit,  NJ.  CIBA 


Blessed  event? 


Not  entirely,  when  nausea  and 
vomiting  occur  in  early  pregnancy. 

Emetrol  offers  prompt  and  safe 
relief.  Local  rather  than  systemic 
action  provides  emesis  control  on  contact  with  the  hy- 
peractive G.I.  tract.*  In  a study  of  123  pregnant  women, 
the  drug  produced  measurable  improvement  in  79%  of 
patients  in  controlling  vomiting.1 


*As  shown  by  in  vitro  studies. 

1.  Crunden.  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst.  & Gynec. 
65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 
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Picture  of 
torticollis 


treated  with 
Parafon  Fortews 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


3arafon  Forte  helps  to  relieve  pain, 

•estore  mobility. . . stop  pain-spasm  feedback 

Sere  is  why.  Parafon  Forte  provides : 

i nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
)f  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
jastric  mucosa  so  often  associated  with  salicylate 
herapy3 

md  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
3-hour  span  of  action4... to  retain  effectiveness  even 
)n  continued  administration4... but  not  likely  to  have 
-he  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
md  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders, 
four  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14: 316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
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Health  Planning  Commission  must  include  repre- 
sentatives from  all  organizations  concerned  in  any 
way.  Representing  governmental  organizations  there 
should  be  members  from  county  and  city  govern- 
ments, welfare  commissions,  health  departments, 
extension  service,  community  colleges,  schools,  port 
authorities  and  planning  and  zoning  commissions. 
Professional  organizations  should  include  county- 
medical  societies,  dental  societies,  nurses’  associa- 
tions, optometrist  groups,  pharmaceutical  associa- 
tions, mental  health  groups,  hospital  associations, 
and  nursing  home  organizations.  Voluntary  health 
organizations  to  be  represented  include  heart  asso- 
ciations, tuberculosis  associations,  cancer  societies, 
the  polio  organization,  and  Red  Cross  committees. 


lished  with  58  members.  The  executive  committee  is 
made  up  of  one  county  commissioner,  the  County' 
Health  Director  (Dr.  Rawls),  a member  of  Clatsop 
County  Medical  Society,  a representative  from  the 
Port  of  Astoria  Authority,  and  a hospital  adminis- 
trator. 

Priorities  are  ranked  according  to:  1.  Urgent 

need  2.  Desirable  plan  but  not  urgent  3.  Matter 
that  can  be  deferred  4.  Matter  deferred  for  a spe- 
cial reason. 

Those  who  have  participated  in  the  planning 
operation  in  Clatsop  County'  are,  for  the  first  time, 
getting  an  overview  of  health  care  that  would  never 
have  been  obtained  in  any  other  way.  People  are 
finding  that  doctors  are  not  as  unapproachable  as 
they  thought,  and  doctors  are  discovering  that  there 


Drs.  Rawls,  Poage,  Tysell  and  Rieke  participated  in  a panel  discussion. 


The  law  requires  that  consumer  representation 
be  greater  than  organizational  representation  and 
that  consumer  members  of  the  advisory'  committee 
are  not  to  be  chosen  from  those  earning  a substantial 
part  of  their  livelihood  in  health  care. 

This  creates  a large  and  unwieldy  committee 
that  functions  best  through  an  executive  commit- 
tee of  five  members. 

The  comprehensive  health  planning  commission 
is  charged  with  planning  in  the  areas  of  health  care 
facilities,  health  manpower,  environmental  health 
problems,  and  health  care  systems.  It  operates 
through  subcommittees  on  hospitals  and  related  in- 
stitutions, mental  health,  environmental  health, 
health  manpower,  voluntary  health  agencies,  re- 
gional medical  program,  emergency  hospital  trans- 
portation, and  special  health  care  problems. 

The  health  planning  commission  must  identify 
problems  as  seen  from  each  professional  and  gov- 
ernmental unit  within  the  subcommittees,  attempt  to 
identify  solutions,  estimate  costs,  and  assign  priori- 
ties. 

In  Clatsop  County,  the  Commission  was  estab- 


are  local  problems  in  which  they  can  be  helpful. 
Planning  would  have  been  beneficial,  even  if  no 
money  had  been  involved. 

Mr.  A.  Clair  Siddall,  executive  director  of  the 
Health  Planning  Council  for  the  Portland  Metropoli- 
tan Area,  discussed  planning  as  it  applies  to  an 
urban  community,  bringing  in  a number  of  general 
questions  and  observations.  From  several  indications, 
he  believes  that  physicians  will  become  more  di- 
rectly involved  in  hospital  management.  Signs  also 
point  to  more  government  participation  in  planning 
and  purchase  of  health  care.  There  is  increasing 
concern  about  the  rise  in  costs  of  medical  and 
hospital  care.  He  summarized  his  discussion  as 
follows: 

Regional  comprehensive  health  planning  will  be 
most  productive  and  successful  if: 

Health  planning  activities  are  carried  out  on  a 
voluntary  basis. 

Regional  autonomy  is  maintained. 

There  is  strong  local  and  regional  initiative  to 
plan  for  community  health  services  and  health 
facilities. 
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Mr.  Siddall  reported  planning  for  the  Portland  area. 


There  is  full  and  enthusiastic  participation  in 
health  planning  by  physicians. 

Strong  leadership  for  planning  is  provided  by 
physicians. 

There  is  consumer  participation  in  the  plan- 
ning process. 

Comprehensive  regional  health  planning  is  rap- 
idly becoming  a fact  of  life  in  the  health  service  in- 
dustry. Organized  medicine,  therefore,  has  a real 
stake  in: 

How  comprehensive  health  planning  is  organ- 
ized in  each  community. 

How  effectively  the  comprehensive  health  plan- 
ning process  functions  in  the  community. 

State  and  local  medical  societies  should  definitely 
establish  standing  committees  on  comprehensive 
health  planning  in  order  to: 

Study  the  emerging  implications  of  comprehen- 
sive health  planning. 


Study  state  and  federal  health  planning  and 
reimbursement  legislation. 

Keep  abreast  of  new  federal,  state  and  local 
developments  in  health  planning. 

Develop  sound  organizational  policies  relative 
to  comprehensive  regional  health  planning. 

State  and  local  medical  societies  should  make 
certain  that  physicians  are  well  represented  on  the 
boards  of  state  and  regional  comprehensive  health 
planning  agencies. 

Local  medical  societies  should  provide  substan- 
tial leadership  in  local  community  health  planning. 

Physicians  should  develop  much  closer  working 
and  planning  relationship  with  local  hospitals. 

Organized  medicine  should  develop  positive  plan- 
ning policies  and  constructive  programs  in  order  to 
deal  with  the  future  changes  in  health  affairs  on  an 
orderly  and  progressive  basis. 

Mr.  M.  Ronald  Parelius,  Director  of  Research 
Services,  University  of  Oregon,  presented  detailed 
instruction  on  preparation  of  grant  applications. 


Health  Planning  in  Oregon 

S.  CHARLES  BOCCI 


The  comprehensive  health  planning  law,  89-749, 
was  directly  derived  from  the  concepts  and  recom- 
mendations of  the  task  force  of  the  National  Com- 
mission on  Community  Health  Services.  This  law 
and  the  “Partnership  for  Health”  amendments  of 
1967  aim  at  what  is  referred  to  in  the  jargon  of 
planners  as  horizontal  planning  or  communitywide 
planning.  It  embraces  all  health  activities,  services, 
manpower,  facilities,  both  private  and  public.  It 


Mr.  Bocci  is  director  of  Oregon  Comprehensive  Health 
Planning. 

Presented  at  a health  planning  meeting  sponsored  by 
the  Oregon  Medical  Association,  in  Medford,  Oregon, 
July  28,  1968. 


does  not  supplant  vertical  or  specialized  planning, 
but  it  does  attempt  to  relate  this  type  of  planning 
or  activity  to  other  health  needs  and,  in  general,  to 
overall  needs. 

Public  law  89-749  provides  block  grants  to  states 
for  community  health  services  in  place  of  the  former 
federally  controlled  specialized  grants.  These  block 
grants  are  provided  states  and  communities  through 
the  State  Health  Department  and  the  State  Mental 
Health  Department.  Under  the  provisions  of  the 
1967  amendments,  70  per  cent  of  the  money  given 
to  the  Department  of  Public  Health  and  the  Depart- 
ment of  Mental  Health  is  to  be  allocated  for  com- 

continued  on  page  896 
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Today’s  physician 
sees  more 
on  NCME  TV. . . 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York.  N.Y.  10017 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 


for  prescribing  Mellaril 

* ° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HCI) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 
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continued  from  page  893 
munity-level  services. 

Prior  to  the  enactment  of  the  law  in  November 
1966,  the  State  of  Oregon,  as  all  states,  received 
from  the  Federal  Government,  grants  intended  and 
dedicated  for  specific  program  areas.  For  example, 
in  Fiscal  Year  1967,  which  was  the  last  year  of 
the  categorical  or  specialized  grants,  the  Oregon 
State  Board  of  Health  received  approximately 
$26,500  for  Tuberculosis  control,  and  made  use 
of  it  all.  On  the  other  hand,  although  the  State 
Board  of  Health  had  available  8121,000  for  pro- 
grams in  heart  disease,  they  were  able  to  spend 
only  $108,000;  the  remainder  reverted  to  the  Fed- 
eral Government.  Of  the  $35,000  available  for 
cancer  programming,  only  $21,600  was  spent,  with 
the  remainder  returned  to  the  Federal  Government. 

Under  a block  grant  concept,  these  monies  that 
in  Fiscal  Year  1967  were  returned  to  the  Federal 
Government,  could  have  been  spent  in  other  pro- 
gram areas  for  which  money  was  either  not  avail- 
able or,  at  best,  scarce. 

Prior  to  Fiscal  Year  1968,  states  were  not  allowed 
the  privilege  of  transferring  money  from  one  ac- 
count to  another.  As  you  can  see,  this  could  result 
in  states  being  inadequately  funded  in  certain  criti- 
cal area  and,  on  the  other  hand,  being  over-funded 
in  areas  where  the  health  problems  were  not  so 
great  and  where  the  need  was  not  so  critical.  State 
officials  repeatedly  asked  for  some  relief  from  this 
dilemma  and  from  these  overly  restrictive  proce- 
dures. They  asked  for  the  prerogative  of  spending 
their  state’s  allocation  of  health  funds  as  the  needs 
of  the  state  dictated.  Congress  responded  by  passing 
what  we  now  know  to  be  Public  Law  89-749. 

Public  law  89-749  has  three  major  purposes: 

First,  it  is  designed  to  stimulate  and  support  the 
process  of  comprehensive  health  planning  with  par- 
ticipation by  both  providers  and  consumers  of  health 
sendees. 

Second,  it  encourages  the  establishment  of  priori- 
ties for  health  programs  based  on  local  needs,  rather 
than  broadly  conceived  national  goals. 

Third,  it  provides  new  flexibility  in  the  use  of 
federal  grant  funds  for  public  health  sendees  re- 
lated to  the  locally-determined  priorities  rather  than 
to  rigid  categorical  compartments. 

The  law  contains  the  following  provisions: 

First,  it  calls  for  the  designation  or  creation  in  each 
state  of  a single  state  agency  to  be  responsible  for 
administering  the  state’s  comprehensive  health  plan- 
ning program.  The  Act  does  not  give  this  agency 
direct  authority,  but  rather  assigns  to  it  the  job  of 
examining  the  needs  of  the  state  and  recommending 
priorities  for  meeting  those  needs  with  the  available 
resources. 

Second,  the  Act  requires  that  this  agency  be 


advised  b\  a state  planning  council  representing 
state  and  local  agencies  and  various  groups  con- 
cerned with  health.  Significantly,  a majority  of  its 
members  must  represent  consumers  of  health  serv- 
ices as  opposed  to  those  engaged  in  the  delivery  of 
health  sendees. 

In  order  to  receive  funds,  a state  must  have  a 
health  planning  agency  and  a health  planning  coun- 
cil to  advise  and  assist  the  planning  agency. 

There  are  also  funds  available  for  areawide  plan- 
ning. Section  (b)  funds,  as  these  monies  are  called, 
are  for  the  purpose  of  providing  financial  support, 
on  a one-to-one  matching  basis,  to  community'  agen- 
cies dedicated  to  areawide  health  planning.  This  pro- 
vision is  designed  to  assure  that  regional  or  local 
planning  is  related  to  the  state  comprehensive  plan- 
ning program. 

Two  types  of  grants  under  Section  314(b)  are 
available  to  any  qualified  public  or  private  non- 
profit agency.  One  type  is  referred  to  as  an  organi- 
zational or  developmental  grant.  The  purpose  of 
this  type  of  grant  is  to  aid  in  developing  the  compre- 
hensive areawide  health  planning  organization,  and 
formulating  working  relationships  and  agreements 
preliminary'  to  undertaking  a comprehensive  health 
planning  program.  These  grants  have  a maximum 
duration  of  two  years. 

A second  type  is  called  an  operational  grant.  Its 
purpose  is  to  support  the  actual  comprehensive 
areawide  health  planning  activity.  These  grants 
have  a maximum  period  of  support  of  five  years; 
however,  they  can  be  renewed. 

For  1967,  Oregon  had  the  opportunity  to  share 
in  a national  pool  of  monies  amounting  to  $7.5 
million  for  the  purpose  of  establishing  areawide 
planning  groups.  It  is  anticipated  that  for  1968, 
this  amount  will  be  increased  to  approximately  $10 
million.  Although  applications  have  been  submitted 
by  two  communities,  the  Metropolitan  Portland  Area 
Planning  Council  and  the  Southwestern  Oregon 
Comprehensive  Planning  Council,  only  the  Portland 
application  has  been  approved  and  funds  awarded. 

Another  large  segment  of  funds  is  awarded  to 
states  on  a project-by-project  basis.  Agencies,  both 
public  and  private,  can  apply  for  funds  to  finance 
special  projects  or  activities  or  to  implement  new 
programs  or  improve  current  services.  These  are 
referred  to  as  Section  314  (e)  monies. 

In  addition  to  this,  the  Act  deals  with  the  so- 
called  formula  grants  to  states  for  public  health 
services  normally  administered  by  state  and  local 
health  departments  and  mental  health  authorities. 
In  the  past  these  grants  were  rather  rigidly  compart- 
mentalized into  categorical  program  areas  based 
upon  nationally  determined  disease  control  priori- 
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the 

line. 


(New  TUBEX  are  constantly  being  added) 


Only 

/ ® 

TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 

and 
it's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages: 
• accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 


• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity  — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 


• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 


• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX 

sterile  cartridge-needle  unit 

Wyeth  Laboratories  Philadelphia,  Pa. 
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ties.  Now,  each  state  will  be  free  to  plan  its  use 
of  these  funds  so  as  to  concentrate  on  objectives 
of  special  importance  to  that  state. 

In  Oregon,  Governor  McCall  established  the 
health  planning  agency  in  his  office  as  part  of  an 
overall  planning  effort.  He  appointed  a Compre- 
hensive Health  Planning  Committee  of  12  mem- 
bers, which  is  soon  to  be  expanded  to  17,  and 
named  Mr.  Lloyd  Hammel  Jr.  chairman  and  Mr. 
Marko  Haggard  vice  chairman.  This  committee  (to 
be  composed  of  17  members)  meets  each  month. 
They  consider  health  planning  matters  and  make  de- 
termination on  priorities  relative  to  applications 
for  special  project  support  requested  from  the  Pub- 
lic Health  Service.  These  are  the  funds  that  are 
provided  for  under  Section  314  (e)  of  the  Act.  The 
Committee  also  reviews  and  approves  applications 
requesting  support  of  areawide  planning  groups 
applied  for  under  Section  314  (b). 

It  is  important  to  understand  that  here  in  Oregon 
the  health  planning  staff  is  part  of  a larger  planning 
staff  in  the  Governor’s  Office.  This  means  that 
health  planning  is  being  tied  into  and  coordinated 
with  social  planning,  educational  planning,  natural 
resources  planning,  and  other  types  of  planning.  In 
other  words,  health  planning  is  part  of  a compre- 
hensive planning  effort  being  implemented  by  the 
Governor’s  Office. 

If  health  planning  is  going  to  succeed,  the  chances 
are  fantastically  better  that  it  will  succeed  in  this 
kind  of  organizational  and  political  context  as  op- 
posed to  a more  isolated  one.  I believe  that  past 
attempts  to  promote  on-going  programs  of  health 
planning  have  failed  largely  because  the  programs 
were  implemented  in  a political  vacuum.  They  were 
not  related  to  other  functional  areas  in  our  society; 
they  were  not  tied  into  the  budgeting  process;  they 
did  not  figure  significantly  into  the  Chief  Execu- 
tive’s policies. 

In  short,  it  is  my  belief  that  health  planning,  to 
be  functional,  effective,  and  relevant,  must  first 
find  a place  in  the  power  structure.  I think  that 
this  has  been  done  effectively  in  Oregon. 

However,  although  the  staff  is  administratively 
responsible  to  the  Governor’s  Office,  our  primary 
function  is  to  provide  staff  services  to  the  Compre- 
hensive Health  Planning  Committee.  Our  Com- 
mittee includes  the  administrators  of  the  Public 
Welfare  Department,  the  Public  Health  Depart- 
ment, the  Mental  Health  Division,  and  the  dean 
of  the  Medical  School. 

These  gentlemen  are  ably  assisted  by  Dr.  John 
Tysell,  Mr.  Glosenger,  a Columbia  County  Com- 
missioner representing  local  government;  Mr.  Labbe 
and  Mr.  Kreider,  representing  their  respective  Con- 


When  eating  fads 
of  teens  or  tots 


Lead  to  a sudden 
case  of  “trots” 

.* 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 


In  children,  Parepectolin  may  be  used  to  control 
diarrhea  promptly  and  prevent  dehydration, 
until  etiology  has  been  determined.  In  some 
cases,  Parepectolin  may  be  all  the  therapy  nec- 
essary. 


Parepectolin 


Each  fluid  ounce  of  creamy  white  suspension  contains: 

♦Paregoric  (equivalent) (1.0  dram)  3.7  ml. 

Contains  opium  ( Vi  grain)  15  mg.  per  fluid 
ounce. 

warning:  may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


R 

O 

RORER 

R 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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gressional  Districts;  and  Mr.  Wilkinson,  of  the  De- 
partment of  Finance. 

Now,  what  are  we  doing  toward  developing  a 
comprehensive  health  plan?  To  begin  with,  we 
have  grouped  Oregon’s  counties  into  14  regions. 
These  regions,  hopefully,  represent  or  correspond 
to  commuting  districts,  health  service  areas,  and 
major  centers  of  community  services.  We  anticipate, 
or  at  least  hope,  that  these  regions  will  give  us  a 
convenient  way  of  comparing  the  various  areas  of 
the  state  with  respect  to  a number  of  health  indices. 
We  then  hope  to  be  able  to  recommend  the  direc- 
tion of  resources,  both  public  and  private,  so  as  to 
focus  on  these  areas  for  the  purpose  of  coming  to 
grips  with  the  problems  and  making  the  most  of 
the  resources  available. 

In  an  effort  to  identify  the  problem  areas,  we 
have  asked  agency  administrators  to  report  to  the 
Governor’s  Office  problem  areas  they  have  identi- 
fied and  the  significance  or  priority  they  place  on 
each  problem. 

At  the  same  time,  my  staff  has  been  analyzing 
data,  collected  from  whatever  source  available,  in 
an  atempt  to  determine  which  indices  we  might 
look  to  as  a guide  in  selecting  areas  needing  atten- 
tion and  deserving  expanded  or  intensified  services. 

We  are  striving  for  a set  of  indices  that  are 
meaningful  and  for  which  data  can  be  collected 
on  an  on-going  basis.  We  hope  to  be  able  to  use 
these  indices  as  a kind  of  barometer  to  gauge  the 
trend  of  the  problem,  whether  it’s  becoming  more 
severe  or  whether  it’s  a declining  problem. 

During  the  next  several  months,  we  shall  develop 
regional  profiles  based  on  the  information  we  are 
gathering.  We  shall  do  this  not  only  for  health,  but 
for  a number  of  other  functional  areas,  including 
education,  social  services,  public  safety,  commerce 
and  consumer  sendees,  and  others. 

We  are  looking  forward  to  the  usefulness  of 
regions  for  another  purpose— the  establishment  of 
regional  health  planning  councils.  These  we  will 
recognize,  irrespective  of  whether  they  have  applied 
for  a 314  (b)  grant,  as  long  as  they  are  truly 
representative  of  the  region  and  as  long  as  they 
are  committed  to  health  planning. 

The  reason  we  are  encouraging  some  form  of  a 
regional  planning  group  is  that  this  kind  of  a plan- 
ning body,  with  its  attendant  task  forces  and  com- 
mittees, constitutes  for  us  an  important  source  of 
in-put  to  the  State  Comprehensive  Health  Planning 
Committee.  Also,  this  may  be  an  excellent  source 
of  feed-back  on  whether  our  programs  are  reaching 
the  target  populations  and  whether  our  programs 
are  being  judged  effective.  It  seems  to  be  an  ex- 
cellent way  to  get  the  community  involved  in  health 
problems,  health  programming,  and  health  financ- 
ing. 


Although  we  are  making  progress,  we  admittedly 
have  some  serious  hang-ups.  The  one  that  most 
concerns  Oregon  Medical  Association  is  the  ques- 
tion of  how  we  can  best  get  in-put  from  the  private 
practitioner. 

We  think  an  indispensible  component  of  our  pro- 
file of  counties  and  regions  is  an  understanding  of 
the  problems  encountered  by  the  private  practitioner 
in  his  everyday  practice  of  medicine.  Somehow  we 
need  to  find  a convenient  and  effective  way  to  get 
this  kind  of  information  before  the  Comprehensive 
Health  Planning  Committee.  We  need  to  include  it 
in  our  health  planning.  This  is  what  we  will  be 
working  on  during  the  coming  months.  We  hope 
we  can  look  to  you  for  some  of  the  answers. 

In  summary,  Comprehensive  Health  Planning,  as 
a program  concept,  replaces  some  16  different  pro- 
grams of  federal  grants  (each  for  a specific  purpose) 
with  a single  grant  for  each  state,  to  use  as  it  sees 
fit,  in  order  to  best  meet  the  needs  of  its  citizens. 

The  importance  of  Public  Law  89-749  centers  on 
the  public  policy  shift  from  specialized  to  compre- 
hensive planning  and  on  a shift  from  federal  priority- 
setting to  state  priority-setting. 

Explicitly,  the  comprehensive  concept  includes 
health  care  services  in  the  private  as  well  as  the 
public  health  sector,  with  respect  to  identifying 
needs  and  resources  and  establishing  priorities. 

We  all  need  to  realize  that  the  federal  government 
has  provided  the  opportunity  for  states  and  com- 
munities to  take  the  leadership  role  in  health  plan- 
ning. The  Congress  hopes  that  each  county,  or 
group  of  counties,  in  every  state,  will  develop  plans 
to  meet  its  own  special  health  problems. 

I think  it’s  obvious  that  one  of  the  principal 
functions  of  the  Comprehensive  Health  Planning 
Agency  is  to  stimulate  strong  agency,  interagency, 
and  especially  local  planning  within  the  framework 
of  the  Comprehensive  Health  Planning  Act. 

The  Surgeon  General  includes  in  his  listing  of 
eight  characteristics  of  a planning  process,  these 
two  points  that  I believe  are  worthy  of  mention: 

First,  the  planning  process  should  have  the  broad- 
est possible  base  of  in-put.  It  should  represent  not 
only  the  private  individual  and  public  and  private 
institutions  involved  in  providing  health  care,  but 
it  should  also  include  individuals  and  institutions 
involved  in  receiving  it  and  in  relating  health  to 
other  activities  in  our  society.  This  breadth  of  par- 
ticipation has  two  important  and  somewhat  obvious 
virtues:  It  improves  planning,  and  it  enhances  the 
likelihood  of  implementation. 

Second,  planning  should  be  done  and  decisions 
made  where  the  problems  are— as  close  to  the  people 
as  is  possible.  State  and  Regional  Planning  are  im- 
portant in  establishing  meaningful  priorities  and 
producing  workable  alternative  actions;  but  local 
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planning  becomes  the  most  relevant  of  all,  at  least 
for  the  practical  application  of  resources  to  the 
solving  of  genuine  problems. 

There  has  been  made  every  attempt  to  place  pri- 
mary responsibility  for  decision-making  close  to  the 
people  affected,  at  the  state  and  local  levels.  And 
it  has  been  stressed  that  there  needs  to  be  full 
participation  by  the  private  sector,  on  an  equal 
basis  with  the  public  sector,  in  establishing  public 
policy. 

This,  then,  is  the  new  context  for  statewide  health 
planning.  For  the  first  time,  there  is  in  Oregon  a 
council  of  dedicated  and  competent  people  charged 
with  the  responsibility  for  examining  all  the  health 
needs  and  all  the  resources  we  in  Oregon  have  avail- 
able to  us,  and  then  determining  the  priorities  and 
the  direction  the  State  must  take  to  improve  health 
care  in  Oregon.  I know  these  persons,  and  I am 
confident  that  they  will  produce  imaginative  and 
effective  alternative  solutions  to  many  of  our  prob- 
lems. Their  task  is  an  enormous  one,  but  I am  also 
confident  that  you  will  respond  with  enthusiasm 
when  they  look  to  you  for  assistance.  ■ 


To  fight  TB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

* (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 

330—8/6135 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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JAMES  A.  BROOKS,  M.D. 

James  A.  Brooks,  now  a pediatrics  resident  at  the 
University  of  Oregon  Medical  School,  was  awarded 
a two-year  Fellowship  in  Pediatrics  from  the  Wyeth 
Fund  for  Postgraduate  Education. 

Dr.  Brooks  was  awarded  one  of  15  fellowships  of 
$4,800  by  the  Wyeth  Fund  toward  the  expenses 
of  undertaking  advanced  training  in  the  medical 
care  of  children. 

This  is  the  11th  group  of  Fellows  to  be  honored 
in  the  program  established  in  1958  by  Wyeth 
Laboratories,  manufacturer  of  pharmaceuticals  and 
infant  formulas.  The  recipients  are  chosen  from 
among  physician-applicants  on  the  basis  of  evidence 
of  good  character,  academic  achievement,  perform- 
ance of  duties,  and  need  for  financial  assistance. 
Each  is  free  to  choose  his  or  her  place  of  residency 
from  the  institutions  accredited  by  the  Residency 
Review  Committee  of  the  AMA,  the  American 
Board  of  Pediatrics  and  the  American  Association 
of  Pediatrics. 


OBITUARIES 

dr.  paul  sHEOHicK  wolfe,  64,  of  The  Dalles,  Ore- 
gon, died  June  21,  1968.  Born  in  Lima,  Ohio,  he 
graduated  from  the  University  of  Texas  Medical 
Branch,  Galveston,  in  1928.  He  received  his  license 
in  psychiatry  in  1943.  Cause  of  death  was  acute 
heart  failure  due  to  arteriosclerotic  heart  disease. 

dr.  Alexander  c.  crank,  97,  a World  War  I veteran 
of  Clatskanie,  Oregon,  died  June  8,  1968.  Dr.  Crank 
graduated  from  Keokuk  Medical  College  at  the  Uni- 
versity of  Iowa  in  1895  and  received  his  license  in 
1920.  Death  teas  due  to  cardiovascular  renal  disease 
and  uremia. 
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PRESIDENTS  page 


GLENN  M.  GORDON,  M.D. 


Dear  Fellow  Members- 


In  this  last  president’s  page  I would  like  to  express 
appreciation  to  the  many  persons  who  have 
made  this  a memorable  year  for  me. 

First,  to  my  esteemed  partner,  Julius  H.  Hessel, 
who  has  patiently  and  without  complaint,  filled  in 
for  patient  care  during  the  many  necessary  absences 
this  office  has  required.  I have  had  the  satisfaction 
of  knowing  my  patients  have  received  superior  care 
while  I was  away. 

Second,  to  my  wife  Sue  who  has  contributed 
immeasurably  in  untold  ways— not  only  in  keeping 
a busy  household  together,  including  seven  active 
youngsters,  but  also  attending  numerous  social  func- 
tions, and  being  a counselor,  as  needed,  to  keep  a 
man  in  his  place. 

Last,  to  the  staff  at  the  OMA  office:  Roscoe 
Miller,  Bob  Bissell  and  Dave  Talbott.  Although 
geography  has  kept  us  at  a distance,  the  phone  has 
served  to  keep  communications  open  and  was  used 
liberally.  These  three  have  been  most  helpful 
throughout  the  year,  and  I am  very  grateful. 

This  writing  also  serves  to  announce  that  Robert 
O.  Bissell  has  been  chosen  as  the  new  executive 
secretary  of  the  OMA.  He  will  begin  his  duties  on 
January  1,  1969,  and  I am  certain  that  our  organi- 
zation will  continue  to  thrive  under  his  staff  and 
office  leadership. 

The  annual  meeting  of  the  OMA,  October  1-4  at 
the  Portland  Coliseum  has  been  dedicated  to  Roscoe 
E.  Miller,  and  I trust  each  of  you  will  personally 


be  in  attendance  to  give  Roscoe  the  recognition 
and  thanks  he  merits.  Personally,  my  life  has  been 
made  richer  through  the  influence  of  Roscoe.  And 
I know  we  all  wish  him  well  in  future  years. 

A special  word  of  thanks  to  the  Woman’s  Auxil- 
iary to  the  OMA  which  has  this  last  year,  under  the 
leadership  of  Mrs.  Jo  Lehman,  continued  to  be  of 
great  service  both  locally  and  nationally.  I am 
seriously  proud  of  the  many  contributions  the  indi- 
vidual members  have  made  across  the  state,  as  well 
as  the  truly  spectacular  acclaim  nationally  with  the 
“Doctor’s  Wife”  rose  project. 

Finally,  a special  word  of  thanks  to  the  physicians 
who  have  accepted  responsibility  by  serving  as 
officers,  trustees,  delegates,  committee  chairmen  and 
members,  and  county  officers  during  the  year.  Many 
hours  of  work  have  been  given  by  physicians  to 
mold  medicine  in  our  state  to  its  present  position. 
I wish  to  thank  each  one  for  his  personal  effort— and 
challenge  all  of  us  to  even  further  interest  and  effort 
in  years  ahead. 

I am  grateful  for  the  opportunity  of  representing 
you. 

Fraternally, 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with  _ 

Tetrex-F 

tetracycline  phosphate 
complex-nysta" 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  w ith  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components,  learnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
.atotoxicily  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HC1  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin  5 ml..  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98ns 

president  Charles  D.  Muller,  M.D.,  Bremerton 
secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  22-25,  1968,  Seattle 


Laws  Heads  Harborview  Medical  Department 

E.  Harold  Laws,  Seattle,  who  has  practiced  in- 
ternal medicine  in  Seattle  since  1945,  has  been 
appointed  Medical  Director  of  Harborview  Hospital, 
Seattle. 

He  assumed  responsibilities  of  the  position  July 
1.  Dr.  Laws  became  Clinical  Instructor  in  Internal 
Medicine  when  the  faculty  of  the  new  medical 
school  was  formed  and  now  retains  his  title  of 
Clinical  Professor  of  Medicine.  Although  he  has 
discontinued  his  practice  in  downtown  Seattle,  he 
continues  to  attend  an  outlying  clinic  where  he 
sees  private  patients.  His  teaching  emphasis  at  Har- 
e.  harold  laws,  m.d.  borview  will  be  on  clinical  practice. 


Orthopedic  Symposium 


“Orthopedic  Disease:  Practical  Approach  to  Clin- 
ical Management”— a post-graduate  symposium- 
will  be  presented  by  the  Virginia  Mason  Medical 
Center,  October  25-26. 

The  course  is  designed  to  explore  the  cause  of 
common  orthopedic  diseases  and  to  formulate  a 
sensible  approach  to  treatment.  Carefully  selected 
representative  patients  will  be  presented.  The  prac- 
tical aspects  of  treatment  will  be  emphasized  and 


illustrated. 

Registrants  are  invited  to  bring  with  them  x-rays 
or  a photograph  of  any  of  their  difficult  or  problem 
cases.  These  will  be  reviewed  with  the  faculty 
each  day  for  discussion. 

Faculty  members  have  had  extensive  experience 
in  the  treatment  of  musculo-skeletal  and  related  dis- 
orders; it  is  their  aim  to  emphasize  the  practical 
management  of  common  orthopedic  diseases. 
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Physician's  Art  Winner 


This  sculpture,  in  Carrara  marble,  was  judged  Best  in 
Show  at  the  AMA  Physician’s  Art  Exhibit,  San  Francisco, 
last  June.  Edward  V.  Johnston,  Spokane,  spent  all  avail- 
able spare  time  for  nearly  a year  in  creating  this  figure. 
At  San  Francisco  he  carried  a small  album  showing 
progress  of  his  work  from  the  time  the  imported  marble 
block  came  out  of  the  crate  until  the  final  polishing  had 
been  completed.  This  is  his  second  sculpture.  The  first, 
using  native  Washington  marble,  was  exhibited  at  the 
WSMA  Physician’s  Art  Exhibit  last  year. 


PROGRAM 

Friday,  October  25 

10:30-11:30  Common  Orthopedic  Manifestations 
of  Systemic  Disease,  Kenneth  wilske,  m.d. 
11:30-12:30  The  Painful  Shoulder  and  Elbow. 
Etiology,  Diagnosis,  Treatment,  Robert  stack, 
m.d. 

1:30  -2:30  The  Conservative  Treatment  of  Low 
Back  Pain,  Robert  stack,  m.d. 

2:30-3:30  Cervical  Spondylosis,  Thoracic  Outlet 
Syndrome,  and  Other  Upper  Extremity  Radi- 
culopathies, JOHN'  tytus,  m.d. 

3:30-4:30  The  Diagnosis  and  Treatment  of  Hip 

Pain,  DAVID  GRAINGER,  M.D. 

Saturday,  October  26 

8:00-9:00  The  Office  Approach  to  Common 
Knee  Problems,  david  andersox,  m.d. 
9:00-10:00  Bunions,  Corns,  and  Painful  Feet. 
The  Treatment  of  Static  Foot  Deformities, 

JAMES  MILLER,  M.D. 

10:00-11:00  The  Indications,  Limitations,  and 
Techniques  of  Injection  Therapy,  david  axder- 
sox,  M.D. 

11:00-12:00  Uses  and  Abuses  of  Physical  Therapy, 

DAVID  GRAIXGER,  M.D. 

For  further  information  contact  K.  R.  Wilske,  M.D.,  Director, 
Continuing  Education,  Virginia  Mason  Medical  Center,  1118  9th 
Avenue,  Seattle,  Washington  98101. 


LIFESAVING  BRACELETS 

More  than  170,000  Ameri- 
cans have  their  lives  pro- 
tected by  the  bracelet.  The 
nonprofit  Medic  Alert  Foun- 
dation of  Turlock,  California 
provides  the  signaling  device 
for  the  one  person  in  five 
who  has  a special  or  "hid- 
den" medical  problem.  The 
American  Medical  Association 
estimates  that  forty  million 
Americans  should  be  wearing 
some  sort  of  medical  warn- 
ing device. 

One  side  of  the  emblem  has  the  words  "Medic  Alert" 
and  the  staff  of  Aesculapius  to  warn  emergency 
personnel  that  a special  medical  problem  exists.  On 
the  back  is  engraved  the  member's  medical  problem, 
such  as  "Diabetes",  "Allergic  to  penicillin",  et  cetera. 

A 24-hour  a day  collect  telephone  number  and  an 
individual  serial  number  also  engraved  on  each  emblem 
provides  an  additional  link  with  life  for  the  member. 

A one-time  basic  fee  of  $5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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Washington  State  Medical  Assistants 
Association  Becomes  Reality 

After  three  years  of  organizational  work,  the 
Washington  State  Medical  Assistants  Association  be- 
came a reality  on  July  27,  1968,  when  the  WSMAA 
became  a constituent  chapter  of  the  American 
Association  of  Medical  Assistants  and  officers  were 
elected.  Approximately  100  medical  assistants,  phy- 
sicians and  guests  were  present  during  the  inaugural 
program  when  Mrs.  Shirley  Raymond,  of  Seattle, 
was  installed  as  President.  Charles  D.  Muller,  presi- 
dent, Washington  State  Medical  Association,  was 
guest  speaker  at  the  historic  event. 

The  objectives  of  the  newly  formed  WSMAA 
are  patterned  after  the  national  organization.  These 
objectives  are:  To  inspire  its  members  to  render 
honest,  loyal  and  more  efficient  service,  to  the  pro- 
fession and  to  the  public  which  they  serve;  to  strive 
at  all  times  to  cooperate  with  the  medical  profession 
in  improving  public  relations;  to  render  educational 
services  for  the  self-improvement  of  its  members  and 
to  stimulate  a feeling  of  fellowship  and  cooperation 
among  its  societies;  to  encourage  and  assist  all  un- 
organized medical  assistants  in  forming  local  and 
state  societies.  The  WSMAA  constitution  declares 
that  the  Association  is  non-profit,  and  that  it  is  not, 
nor  shall  it  ever  become,  a trade  union  or  collective 
bargaining  agency. 

It  was  early  in  1965  that  the  Washington  State 
Medical  Association  reviewed  the  aims  and  objec- 
tives of  the  American  Association  of  Medical  As- 
sistants which  has  twice  received  accolades  from 
the  American  Medical  Association.  The  1965  WSMA 
House  of  Delegates  approved  a recommendation 
that  the  WSMA  assist  in  establishing  a state  chap- 
ter of  the  AAMA  in  Washington. 

One  of  the  more  outstanding  programs  of  the 
AAMA  and  its  constituent  chapters  is  the  program 
of  certification  examination  for  medical  assistants, 
both  administrative  and  clinical.  The  purposes  of 
the  certifying  program  are:  To  help  physicians 
identify  those  qualified  as  top-level  office  assistants, 
administrative  or  clinical;  to  establish  professional 
standards  and  goals  for  medical  assistants;  to  assist 
schools  and  colleges  in  developing  training  pro- 
grams for  medical  assistants;  to  prepare  and  ad- 
minister an  annual  examination;  and  to  certify  those 
who  successfully  complete  the  examination. 

The  charter  officers  elected  to  serve  the  WSMAA 
in  its  initial  year  include:  Mrs.  Shirley  Raymond, 
president,  Seattle;  Mrs.  Jody  Aubin,  first  vice  presi- 


Serving  the  Washington  State  Medical  Assistants  Associa- 
tion in  its  initial  year  are  (left)  Mrs.  Nancy  Fortin,  presi- 
dent-elect; Dr.  Charles  Muller,  WSMA  president  who  was 
guest  speaker  at  the  first  inaugural  program;  and  Mrs. 
Shirley  Raymond,  president. 


dent,  Kennewick;  Mrs.  Patricia  Jessup,  second  vice 
president,  Seattle;  Mrs.  Nancy  Fortin,  president- 
elect, Seattle;  Mrs.  Daisy  Felt,  secretary,  Seattle; 
Mrs.  Thelma  Britton,  treasurer,  Rremerton;  Mrs. 
Carole  “Andy”  Morgan,  speaker  of  the  house,  Se- 
attle; and  Mrs.  Betty  Boomer,  vice  speaker,  Seattle. 
Physicians  serving  on  the  advisory  board  are  Neil 
D.  Adams  of  Bellingham,  Robert  K.  Kramer  of 
Pasco  and  Eric  Sanderson  of  Seattle.  Constituent 
societies  of  the  WSMAA  include  the  King  County 
Chapter  which  was  organized  in  1966,  the  Olympic 
Peninsula  Chapter,  the  Whatcom  County  Chapter, 
the  Tri-Cities  Chapter  and  the  Lincoln  County 
Chapter. 

The  future  of  an  organization  lies  in  the  enthusi- 
asm and  ability  of  its  officers  and  members.  If  the 
past  record  of  the  many  chapter  officers  is  any 
indication,  the  future  of  the  WSMAA  and  its 
chapters  appears  bright.  While  support  was  pro- 
vided by  physician  advisors  and  the  Washington 
State  Medical  Association,  the  major  effort  was 
made  by  the  members  of  the  organization  them- 
selves. 

Physicians  with  medical  assistants  interested  in 
becoming  members  of  the  constituent  chapters  and 
the  state  organization  may  obtain  information  by 
writing  to:  Mrs.  Nancy  Fortin,  president-elect, 

WSMAA,  2200  First  Avenue  North,  Seattle  98109. 
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19th  Annual  Strauss  Lecture 


MICHAEL  E.  DE  BAKEY,  M.D. 


“Assisted  Circulation:  Problems  in  Development 
of  Mechanical  Devices”  will  be  presented  by  Mi- 
chael E.  DeBakey  as  the  19th  Annual  Strauss  Lec- 
ture Friday,  October  11,  1968,  4:30  pm  in  the 
Health  Sciences  Auditorium,  University  of  Wash- 
ington. 

Dr.  De  Bakey  is  professor  and  chairman  of  the 
Department  of  Surgery  at  Baylor  University  College 
of  Medicine,  Houston,  Texas.  In  addition,  the  du- 
ties of  chief  executive  officer  of  the  College  of 
Medicine  and  vice  president  for  medical  affairs  for 
the  University  were  given  him  earlier  this  year. 

This  year’s  Strauss  Lecturer  was  born  in  Lake 
Charles,  Louisiana,  in  1908.  He  received  his  B.S. 
degree  in  1930  and  M.D.  degree  in  1932  from 
Tulane  University  in  New  Orleans.  After  com- 
pleting his  internship  at  Charity  Hospital  in  New 
Orleans  in  1933,  he  remained  as  a surgical  resident 
until  1935.  In  the  meantime  he  fulfilled  the  re- 
quirements for  an  M.S.  degree  at  Tulane.  At  the 
conclusion  of  his  residency  term  he  went  to  Europe 
for  additional  surgical  training  at  the  Universities  of 
Strasbourg  and  Heidelberg.  On  his  return  from 
Europe  in  1937  Dr.  De  Bakey  joined  the  Depart- 
ment of  Surgery  at  Tulane  as  an  instructor  and  rose 
to  the  rank  of  associate  professor  in  1946.  On 
October  1,  1948,  he  was  appointed  to  his  present 
position  as  professor  and  chairman  of  the  Depart- 
ment of  Surgery  of  Baylor  University  College  of 
Medicine. 

At  the  outbreak  of  World  War  II,  Dr.  De  Bakey 
joined  the  U.S.  Army  Reserve  and  was  assigned 
to  the  Office  of  the  Surgeon  General  as  chief  of  the 
General  Surgery  Branch  of  the  Surgical  Consultant’s 
Division.  He  later  became  assistant  director,  acting 


director  and  finally  director  of  the  Surgical  Consul- 
tant’s Division.  He  was  awarded  the  Legion  of 
Merit  in  1945.  Now  he  is  a consultant  to  Brooke 
Army  General  Hospital,  Fort  Sam  Houston,  Texas, 
and  Walter  Reed  Army  Hospital,  Washington,  D.C. 

His  writings  include  over  700  publications;  84 
chapters  in  books  by  others.  He  is  author,  co- 
author or  co-editor  of  six  textbooks  and  he  is  editor 
or  on  the  editorial  board  of  11  publications. 

A much  honored  man,  Dr.  De  Bakey  has  received 
numerous  awards,  medals  and  recognitions.  A few 
of  his  honors  include  a Distinguished  Service  Award 
from  the  AMA  (1959),  The  Albert  D.  Laskar 
Award  (1963),  The  Centennial  Medal,  Albert  Ein- 
stein Medical  Center  (1966),  the  Gold  Scapel 
Award  from  the  International  Cardiology  Founda- 
tion (1966),  the  Hunterian  Medal,  St.  George’s 
Hospital  Medical  School,  London  (1966),  and  the 
Annual  Horatio  Alger  Award  from  the  American 
Schools  and  Colleges  Association  (1967). 

He  has  served  the  National  Institutes  of  Health 
on  the  National  Advisory  Health  Council,  Heart 
Council,  and  the  General  Medical  Sciences  Council. 
He  served  the  Board  of  Regents  of  the  National 
Library  of  Medicine  (1957-60)  and  served  as  chair- 
man in  1959.  He  is  a member  of  the  Civilian  Health 
and  Medical  Advisory  Council  in  the  Office  of 
Assistant  Secretary7  of  Defense  (Manpower).  And 
in  1964,  Dr.  De  Bakey  served  as  chairman  of  the 
President’s  Commission  on  Heart  Disease,  Cancer 
and  Stroke.  The  report  of  this  committee  resulted  in 
the  Regional  Medical  Program  concept. 

At  recent  count  Dr.  De  Bakey  belongs  to  61 
surgical  and  medical  societies;  19  are  either  inter- 
national or  foreign  societies.  In  1959  he  was  elected 
president  of  the  American  Association  for  Thoracic 
Surgery.  He  has  also  served  as  president  of  the 
International  Cardiovascular  Society,  the  National 
Association  on  Standard  Medical  Vocabulary,  the 
Society  for  Vascular  Surgery  and  the  Southwestern 
Surgical  Congress.  In  addition,  he  was  a founding 
member  of  the  Council  on  Cerebrovascular  Diseases 
of  the  American  Heart  Association. 

Dr.  De  Bakey  has  had  a great  impact  on  medi- 
cine and  surgery  as  a surgeon,  investigator,  teacher, 
public  servant  and  good  will  ambassador-at-large 
for  this  country.  While  his  scientific  and  scholarly 
works  have  encompassed  the  broad  areas  of  general 
and  thoracic  surgery,  his  major  contributions  have 
been  in  the  cardiovascular  field.  Many  operations 
on  the  major  and  peripheral  arterial  structures  were 
either  innovated  or  popularized  by  Dr.  De  Bakey 
and  his  colleagues.  In  addition  to  the  promulgation 
of  operative  approaches  and  procedures,  prosthetic 
devices  and  instruments  have  been  devised  as  well. 
More  recently,  his  researches  on  the  implantable 
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artificial  heart  and  left  ventricular  assist  devices 
have  stimulated  the  interest  of  others. 

in  honor  of  the  sponsor 

The  continuing  Strauss  Lectureship  reflects  the 
character  of  its  sponsor— a remarkable  scientist- 
surgeon— Alfred  A.  Strauss.  In  June,  1950,  Dr. 
Strauss,  well-known  University  of  Washington  alum- 
nus, now  of  Chicago,  endowed  a surgical  lecture- 
ship for  the  Department  of  Surgery.  This  lectureship 
was  subsequently  named  by  the  Department  in 
honor  of  Dr.  Strauss. 

Well-remembered  for  his  influence  and  interest 
in  the  founding  of  the  School  of  Medicine  at  the 
University  of  Washington,  Dr.  Strauss  was  born  in 
Germany  in  1883  and  came  to  the  United  States  at 
the  age  of  ten  to  live  in  Colville,  Washington.  An 
honor  graduate  of  the  University  of  Washington  in 
1904  and  outstanding  member  of  the  alumni,  he 
received  the  singular  honor  of  Alumnus  Summa 
Laude  Dignatus  in  1951. 

He  graduated  from  Rush  Medical  College  in  1908 
and  then  interned  for  two  years  at  Michael  Reese 
Hospital  in  Chicago.  Dr.  Strauss  spent  his  entire 
medical  career  in  Chicago,  except  for  a brief  period 
of  study  under  Enderlen  in  Heidelberg,  Germany. 

In  1912,  Dr.  Strauss  devised  a direct  syringe- 
cannula  technique,  in  which  warm  blood  was  trans- 
ferred from  donor  to  recipient.  The  work  was 
reported  in  Surgery,  Gynecology  and  Obstetrics  in 
1925.  And  in  World  War  II  the  method  was  ex- 
tensively applied  by  physicians  in  the  Army  and 
Navy.  Military  medical  men  demonstrated  during 
that  period  that  in  the  process  of  giving  blood  trans- 
fusions, something  more  than  blood  cells  and  hemo- 
globin was  transferred;  namely,  vital  proteins  and 
plasma. 

The  “Stomach  Group”  was  founded  and  organized 
at  Michael  Reese  Hospital  in  1914  by  Dr.  Strauss, 
its  chairman.  This  group  was  composed  of  special- 
ists in  various  fields  of  medicine  and  surgery— men 
who  were  dedicated  to  the  study  of  clinical  and 
experimental  research  on  gastric  and  duodenal 
ulcer,  ulcerative  colitis,  and  terminal  ileitis. 

During  the  period  of  his  internship  and  through- 
out the  intervening  years,  Dr.  Strauss  has  devoted 
a great  deal  of  time  to  the  pursuit  of  experimental 
research. 

At  the  present  time,  Dr.  Strauss  is  a member  of 
the  Strauss  Surgical  Group,  attending  surgeon  at 
Louis  A.  Weiss  Memorial  Hospital  of  which  he  was 
a founding  member  in  1953,  and  senior  attending 
surgeon  at  Michael  Reese  Hospital,  and  Mount  Sinai 
Hospital,  Chicago.  He  is  also  clinical  professor  of 
surgery  at  the  University  of  Washington. 

Dr.  Strauss  is  known  as  a true  general  surgeon. 
As  reflected  in  his  writing,  most  of  his  important 


contributions  are  related  to  abdominal  surgery,  in- 
cluding pediatric  abdominal  surgery.  His  publica- 
tions also  demonstrate  that  he  was  an  early  advocate 
of  blood  transfusion.  In  addition  he  has  made  nota- 
ble contributions  to  existing  knowledge  of  immunity 
to  cancer,  particularly  cancer  of  the  colon. 

He  has  made  original  observations  on  the  use  of 
ileostomy  and  on  the  treatment  of  hypertrophic 
pyloric  stenosis,  carcinoma  of  the  colon.  Also  noted 
for  his  early  advocacy  of  gastric  resection  for  the 
surgical  treatment  of  duodenal  ulcer,  Dr.  Strauss 
presented  this  concept  at  a meeting  of  the  Chicago 
Surgical  Society  in  1915. 

Dr.  Strauss  was  the  honored  guest  at  a ceremony 
held  at  the  Louis  A.  Weiss  Memorial  Hospital  in 
Chicago  on  October  23,  1963,  commemorating  50 
years  in  the  field  of  medicine.  In  1963,  he  was 
honored  with  the  highest  award,  the  Golden  Key 
of  the  University  of  Vienna,  for  his  presentation  of 
his  paper  on  cancer  immunity  at  the  meeting  of 
the  American  Medical  Society  of  Vienna. 

Most  recently,  Dr.  Strauss  was  presented  with 
the  1967  Distinguished  Service  Award  of  the  Ameri- 
can Society  of  Abdominal  Surgeons,  in  recognition 
of  his  notable  accomplishments  in  abdominal  sur- 
gery, including  pediatric  abdominal  surgery  on  April 
12,  1967,  in  Washington,  D.C. 


ACCURATE  - EASY  - SIMPLE 
NO  STETHESCOPE  - NO  GUESSING 


Read  blood  pressure  electronically 
with  SPHYGMOSTAT  ELECTRONIC 
BLOOD  PRESSURE  METER 

Precise  indication,  systolic  and  diastolic  by  sight 
or  by  sound  or  both.  Lifetime  guarantee 

MODERN  - EFFICIENT  - RELIABLE 

Write  for  information: 

Name - 

Address  

Z'P 

CHARLES  B.  KRAUSI 

Route  1,  Box  313 
Graham,  Washington  98338 
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PRESIDENTS  page 


The  AM  A — 

A Forward  Thrust 


As  practitioners  of  medicine  and  surgery,  we  can 
agree  that  the  passage  of  time  proves  that  not 
all  truisms  are  eternal.  A few  years  ago  we  heard 
remarks  that  with  the  passage  of  Medicare  the  AM  A 
“was  being  dragged,  kicking  and  screaming  into  the 
20th  century.”  The  long-established  belief  that  the 
AMA  is  a conservative  monopolistic  organization 
is  not  reflective  of  the  actions  of  the  117th  Annual 
Meeting  of  the  AMA’s  policy  making  House  of 
Delegates.  The  notion  that  a conservative  is  indif- 
ferent to  human  problems  is  fiction.  Historic  moves 
were  taken  to  project  policy  positions  in  anticipation 
of  social  legislative  action.  This  required  leadership 
and  guidance  by  AMA  officers,  trustees,  and  staff. 
The  House  of  Delegates  appreciated  the  oppor- 
tunities for  this  forward  look  and  responded.  With 
greased  gears  the  machinery  functioned  as  if  it  were 
part  of  today’s  knowledge  and  technology. 

From  the  AMA  News  one  can  read  the  details  of 
such  captions  as:  “AMA  Backs  Tax  Credits  for 
Insurance  Premiums,”  “Infant  Mortality  Decline 
Sought,”  “Delegates  Vote  Anti-Bias  Rule,”  “AMA 
Backs  Active  P.R.  Program,”  “M.D.s  Must  Take 
Lead,  Doctor  Wilbur  Warns,”  “Screening  Test 
Guides  Adopted.”  These  are  current  issues  with 
current  action  rather  than  defensive  reaction.  Mod- 
ern medicine  and  a modern  profession  share  a 
prominent  role  in  modern  society. 

As  a component  of  this  great  society,  the  medical 
profession  has  common  ambitions  with  the  populace. 
We  want  a free  society— freedom  of  speech,  to  vote, 
to  politic,  and  free  choice  of  physician,  hospital  and 
health  financing.  We  want  a prosperous  society- 
prosperous  enough  to  care  for  the  poor,  aged,  and 
ill.  And  we  want  a human  society,  to  provide  and 
insure  kindness,  consideration,  and  care  for  the  un- 
fortunate, the  needy,  the  sick. 


Health  care  has  changed.  It  has  spread  beyond 
the  concept  of  health  services.  These  AMA  actions 
recognized  the  concept  of  social  medicine  which 
views  man  as  an  integral  part  of  his  environment 
wherein  the  physician  atempts  to  treat  the  whole 
man  rather  than  a specific  disease.  In  a particular 
ailment,  the  physician  may  find  it  necessary  to 
consider  the  effects  of  housing,  occupational  and 
family  relations  as  these  affect  the  patient’s  physical 
and  mental  health.  The  development  of  the  concept 
of  social  medicine  promotes  a greater  emphasis  on 
health  planning  as  a constituent  of  good  health  care, 
in  addition  to  adequate  nutrition,  exercise  and  good 
health  habits.  Positive  and  enlightened  attitudes 
toward  health  and  the  habits  needed  to  promote  it 
are  part  of  individual  responsibility'  which  cannot 
be  replaced  by  compulsion  or  by  public  health 
measures.  Scientific  research  is  expected  to  estab- 
lish the  casual  relationships  between  health,  per- 
sonal habits,  and  environment.  This  indicates  a new 
emphasis  in  the  physician’s  efforts  directed  towards 
minimizing  the  health  hazards  of  every  day  living 
and  on  new  areas  of  research.  In  a period  of  rapid 
social  change,  the  questions  society'  has  to  answer 
are  constantly  changing  in  dimension  and  kind. 
These  are  for  society  to  answer— not  just  the  medical 
profession. 

However,  this  progress  and  rapid  change  should 
be  in  concert  with  fiscal  responsibility.  If  most  of 
us  keep  on  getting  what  we  want  regardless  of  the 
consequences,  we  can  wreck  this  wonderful,  rich 
country.  Our  system  of  priorities  for  education, 
health,  highways,  and  industry  is  less  than  ideal. 
Physicians  knew  this  when  Medicare  was  passed. 
America  has  the  resources  to  conduct  a major  war 
and  produce  a lot  of  automobiles.  But  can  we 
produce  guns,  food,  television  sets,  automobiles  and 
champagne,  too? 
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It  will  be  difficult  to  expect  fiscal  integrity  from 
our  lawmakers  if  we  as  physicians  and  voters  punish 
them  for  it.  We’d  better  begin  by  having  the  sense 
to  support  men  in  public  office  who  have  the  cour- 
age to  say:  “No!  You  can’t  have  it— not  all  of  it, 
not  right  now,  and  you  can’t  put  it  on  the  cuff.” 
The  AMA  is  our  organization.  We  can  be  proud 
of  its  progress  because  it  is  ours.  Not  only  was  it 
designed  to  serve  our  particular  needs,  but  it  has 
grown  and  matured  as  a direct  result  of  our  con- 
tinued participation  and  support.  The  AMA  has 
helped  to  extend  the  level  of  physician  knowledge 
and  promote  a better  understanding  between  the 
physician  and  the  public  he  serves.  Today’s  phy- 
sician is  a more  flexible,  adjustable,  adaptable  social 
being  because  of  the  national  awareness  of  the 
AMA,  and  our  specialty  organizations.  We  need  to 
identify  ourselves  with  any  one  or  all— otherwise  we 
are  unheard  and  uninformed. 

The  AMA  has  blasted  into  orbit  surrounded  by 
a dense  socio-economic-health  atmosphere.  AMA 
President  Dwight  Wilbur,  says:  “Emphasize  steer- 
ing instead  of  the  brake.” 

Forward  thrust,  AMA!  ■ 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  J 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg  ; Dextromethorphan  hydrobromide,  7.5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  2^220 


AH  ROBINS 


a 

12001  Ambawm  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 


lei 
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IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


committee  appointments 

The  1968-69  committee  appointments  made  by 
President  O.  D.  Hoffman,  Rexburg,  are  nearing 
completion.  Each  member  will  receive  a copy  of 
a brochure  containing  the  names  of  the  committees. 
Officers  and  Councilors,  and  other  information  soon. 

hearings 

Public  hearings  have  been  held  by  the  Idaho 
Medical  Education  Study  Commission  on  the  report 
prepared  by  the  Economics  Research  Associates, 
Los  Angeles  on  the  “Evaluation  of  Idaho’s  Need  for 
Medical  Education  and  Health  Facilities.’’  Hearings 
were  held  as  follows:  Pocatello,  Thursday,  August 
8;  Boise,  Tuesday,  August  13;  Lewiston,  Thursday, 
August  15. 

Copies  of  the  E.R.A.  report  have  been  supplied 
to  the  presidents  of  the  Component  Medical  So- 
cieties and  the  officers  and  councilors.  Copies  of 
a synopsis  of  the  report  are  available  from  the 
Idaho  Medical  Association,  407  West  Bannock, 
Boise,  Idaho  83702,  for  the  asking. 

bureau  officers 

The  annual  meeting  of  South  Idaho  Medical  Serv- 
ice Bureau,  Inc.,  was  held  at  Sun  Valley  during 
the  76th  annual  meeting  of  the  Idaho  Medical  Asso- 
ciation. New  officers  are:  President  Kenneth  E. 


Droulard,  Nampa;  Vice  President  Asael  Tall,  Rigby; 
and  Secretary-Treasurer  Maurice  E.  Scheel,  Wen- 
dell. Elected  to  the  Board  of  Directors  were  Glenn 
E.  Talboy,  Boise;  Asael  Tall,  Rigby  and  David  C. 
Miller,  Pocatello. 

Other  members  of  the  Board  of  Directors  are: 
P.  Blair  Ellsworth,  Idaho  Falls;  Keith  A.  Taylor, 
Boise;  Russell  Tigert,  Jr.,  Soda  Springs;  Ralph  G. 
Goates,  Blackfoot;  F.  Wayne  Schow,  Twin  Falls, 
and  C.  R.  McWilliams,  Twin  Falls,  chairman  of 
the  Idaho  Medical  Association’s  Medical  Economics 
and  Fee  Schedule  Committee. 

Ex-Officio  members  are  O.  D.  Hoffman,  Rexburg, 
and  William  R.  Tregoning,  Boise.  Lay  members  of 
the  Board  are  Edward  G.  Jenkins,  Caldwell;  James 
A.  Henderson,  Burley;  and  Delmer  Simpson,  Idaho 
Falls. 

state  board  of  medicine 

The  regular  meeting  of  the  Idaho  State  Board 
of  Medicine  was  held  in  Boise,  July  8-10,  1968. 
Members  attending  were  Charles  A.  Terhune,  Bur- 
ley, chairman;  Charles  E.  Kerrick,  Caldwell,  vice 
chairman;  Orland  B.  Scott,  Kellogg;  Robert  E. 
Lloyd,  Boise;  G.  Curtis  Waid,  Idaho  Falls,  and 
Dan  E.  Stipe,  Lewiston. 

During  the  meeting  five  physicians  who  had  re- 
ceived temporary  licenses  since  the  January  session 
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received  permanent  licensure.  They  were:  Victor 
R.  Scarano,  Orangeville;  Charles  E.  Reed,  Caldwell; 
Clifford  J.  Kindred,  Idaho  Falls;  John  B.  Flume, 
Spokane,  and  James  J.  Martin,  Pocatello. 

The  following  fifteen  physicians  were  granted 
licensure  on  the  basis  of  endorsement  from  states 
maintaining  standards  comparable  to  Idaho. 

Robert  H.  Maier,  Twin  Falls.  Graduate  Univer- 
sity of  Colorado  School  of  Medicine,  Denver,  June 
1961.  Internship  Bernalillo  County  Indian  Hospital, 
Albuquerque,  New  Mexico,  1961-62.  Residency, 
Pathology,  Penrose  Hospital,  Colorado  Springs, 
1964-68.  Pathology. 

Ronald  E.  Dunn,  Moscow.  Graduate  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.C.,  June  1961.  Internship,  William  Beau- 
mont General  Hospital,  El  Paso,  1961-62.  Resi- 
dency, Ophthalmology,  University  Hospital  of 
Cleveland,  1964-67.  Ophthalmology. 

Robert  D.  Hill,  Orofino.  Graduate  University  of 
Colorado  School  of  Medicine,  Denver,  June  1966. 
Internship,  Sacramento  County  Hospital,  Sacra- 
mento, 1966-67.  Residency  Sacramento  County 
Hospital,  1967-68.  General  Practice. 

Samuel  J.  Hammond,  Paul.  Graduate  University 
of  Oregon  Medical  School,  Portland,  June  1963. 
Internship  Sacramento  County  Hospital,  Sacra- 
mento, 1963-64.  Residency  Tulare  County  Hospital, 
Tulare,  1964-65.  General  Practice. 

John  H.  Truksa,  Nampa.  Graduate  University  of 
Texas  Medical  Branch,  Galveston,  May  1961.  In- 
ternship Indiana  University  Medical  Center  Hos- 
pitals, Indianapolis,  1961-62.  Residency,  Radiology, 
Indiana  University  Medical  Center,  1965-68.  Radi- 
ology. 

Novell  M.  Wells,  Mountain  Home.  Graduate 
University  of  Oregon  Medical  School,  Portland, 
June  1965.  Internship,  Hennepin  County  General 
Hospital,  Minneapolis,  1965-66.  General  Practice. 

Charles  L.  Whetstone,  Martinsburg,  Pennsylvania. 
Graduate  University  of  Pittsburgh  Medical  School, 
Pittsburgh,  June  1957.  Internship,  Lancaster  Gen- 
eral Hospital,  Lancaster,  Pennsylvania,  1957-58. 
Genera)  Practice. 

Jerome  L.  Bettag,  Port  Hueneme,  California. 
Graduate  Chicago  Medical  School,  Chicago,  June 
1964.  Internship,  Cook  County  Hospital,  Chicago, 
1964-65.  Residency,  Surgery,  Hines  VA  Hospital, 


Columbus  Hospital,  Chicago,  Cook  County  Hospital, 
1965-67.  General  Surgery. 

Evert  C.  Beaty,  Parsons,  Kansas.  Graduate  Uni- 
versity of  Kansas  School  of  Medicine,  Lawrence, 
Kansas,  January  1944.  Internship,  U.S.  Navy  Hos- 
pital, San  Diego,  1944.  General  Practice. 

Gerald  R.  Moress,  Salt  Lake  City.  Graduate  Uni- 
versity of  Rochester  School  of  Medicine,  Rochester, 
New  York,  June  1962.  Internship,  Salt  Lake  County 
General  Hospital,  Affiliated  Hospitals,  1962-63. 

Residency,  Neurology,  University  of  Utah  Affiliated 
Hospitals,  Salt  Lake  City,  1965-68.  Neurology. 

Richard  H.  McLaren,  Helena,  Montana.  Grad- 
uate University  of  Oregon  Medical  School,  Portland, 
June  1954.  Internship,  Highland  Hospital  of  Ro- 
chester, Rochester,  New  York,  1954-55.  Residency, 

Radiology,  Strong  Memorial  Hospital,  Rochester, 

1965-68.  Radiology. 

Hans  I.  Orup,  Los  Gatos,  California.  Graduate 
Washington  University  School  of  Medicine,  St. 
Louis,  Missouri,  June  1956.  Internship,  St.  Luke’s 
Hospital,  Chicago,  1956-57.  Residency,  Obstetrics 

and  Gynecology,  St.  Louis  Maternity  Hospital,  St. 
Louis,  1957-60.  Obstetrics  and  Gynecology. 

Mary  D.  Kamberos,  Oak  Lawn,  Illinois.  Graduate 
Hahnemann  Medical  College,  Philadelphia,  June 
1951.  Internship  Cook  County  Hospital,  Chicago, 
1951-52.  Residency,  Pediatrics,  Cook  County  Hos- 
pital, 1953-56.  Pediatrics. 

Henry  E.  Lestmann,  Anaheim,  California.  Grad- 
uate University  of  Southern  California  School  of 
Medicine,  Los  Angeles,  July  1950.  Internship  Santa 
Fe  Hospital,  Los  Angeles,  1951-52.  Residency, 
Chest  Diseases,  Barlo  Sanatorium,  Santa  Fe  Coast 
Lines  Hospital,  Los  Angeles,  1950-53.  Chest  Dis- 
eases, Surgery. 

Clay  N.  Wells,  Idaho  Falls.  Graduate  Louisiana 
State  University  School  of  Medicine,  New  Orleans, 
March  1946.  Internship  University  Hospital,  Medi- 
cal College  of  Alabama,  Birmingham,  1946-47. 
Clinical  Assistant  Professor,  OB-GYN,  1957  to  date, 
at  Medical  College  of  Alabama,  Birmingham.  Ob- 
stetrics and  Gynecology. 

Jane  Bell  McKewan,  Towson,  Maryland  (Boise). 
Graduate  Johns  Hopkins  Medical  School,  Baltimore, 
1951.  Internship  Johns  Hopkins  Hospital,  Balti- 
more, 1952.  Residency,  Anesthesiology,  Johns  Hop- 
kins Hospital  and  Doctor’s  Hospital,  Washington, 
D.C.,  1953-56.  Anesthesiology. 
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The  following  physician  successfully  completed 
the  Idaho  Written  Examination  and  was  granted 
licensure. 

Irmgard  M.  H.  Riml,  Boise,  Graduate  University 
of  Graz  Medical  School,  Graz,  Austria,  November 
1931.  Internship  Grace  General  Hospital,  Winni- 
peg, Canada,  1958-59,  Victoria  General  Hospital, 
Winnipeg,  1959-60. 

The  Board  of  Medicine  granted  licensure  on  the 
basis  of  endorsement  to  the  four  following  physical 
therapists. 

George  G.  Griffeth,  R.P.T.,  Rexburg;  Margaret 
C.  Bremer,  R.P.T.,  Sun  Valley;  Lee  C.  Shellman, 
R.P.T.,  Coeur  d’Alene,  and  Sandra  M.  Cowden, 
R.P.T.,  Twin  Falls. 

A temporary  license  was  issued  in  July  to: 

Harry  Roger  Gilcrest,  Pocatello.  Graduate  Wash- 
ington University  School  of  Medicine,  St.  Louis, 
June  1962.  Internship,  St.  Louis  County  Hospital, 
1963.  Residency,  Ophthalmology,  Department  of 
Ophthalmology,  Washington  University  Hospital, 
Homer  G.  Phillips  Hospital,  1963-66.  U.  S.  Naval 
Hospital,  San  Diego,  1966  to  present.  Ophthal- 
mology. 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— "The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation.  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept., 
Lederle  laboratories.  Pearl  River.  New  York  10965  4 06-8 


r A\ 


Cp]asy  on 
thec^ud^et... 

cJ7'Jasy  on 
the  other 

Q\(o\Tablets  ElixirVdVd 
cpor  CJ„ ron  CJ^)eficiency  Qy^riemia 


FAMOUS 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 


FERROUS 


on 

GLUCONATE 
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ertensive 


A simplified  approach 
to  the  practica  management 
of  hypertension 
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Enduron:  (methyclothiazide)  A basic 
building  block  for  mild  hypertensives 


Excellent  day-long  Na+  output, 
yet  easy  on  the  K+ 

Enduron  provides  an  excellent  starting  therapy.  Your  patien, 
sodium  excretion  is  greatly  enhanced.  Yet  potassium  loss  is  lo' 

The  therapeutic  action  is  smooth,  and  persists  for  a full  24  hour 
With  Enduron  you  can  prescribe  convenient  once-a-day  dosa : 
without  skimping  your  patients  on  day-long  thiazide  effectivene1. 

Of  course,  as  with  all  thiazides,  supplemental  dietary  potassiut 
should  also  be  considered. 

Use  Enduron  as  a basic  therapy  in  patients  with  mild  to  me 
erate  hypertension.  A single  5-mg.  tablet  each  day  is  ample  i 
most  cases. 


Once  a day,  every  day 

ENDURON 


METHYCLOTHIAZIDE 


MILD  TO  MODERATE  TO  SEVE  : 


See  Brief  Summary  on  final  page  of  advertisement 


Enduronyl:  Its  deserpidine  component 
adds  response  in  moderate  hypertension 


Less  frequent  rauwolfia  side 
effects  than  with  reserpine 

When  you  wish  to  build  further  response,  consider  shifting  to 
Enduronyl. 

Enduronyl  adds  a building  block  of  deserpidine.  This  is  a puri- 
fied rauwolfia  alkaloid  available  only  from  Abbott.  It  adds  good 
antihypertensive  and  tranquilizing  activity.  Yet  its  incidence  of 
untoward  effects,  particularly  lethargy  and  depression,  is  lower 
than  with  reserpine. 

Enduronyl  is  available  plain  or  Forte.  The  latter  provides  its 
variation  where  most  helpful,  by  doubling  the  deserpidine. 

Use  Enduronyl  for  patients  throughout  the  broad  range  of  mild 
to  moderately  severe  hypertension. 


)nce  a day,  every  day 

ENDURONYL 


ItTHYCLOTHIAZIDE  5 mg.with 
ESERPIDINE  0.25  mg.  or  (FORTE)  0.5  mg. 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement 
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Eutron:  A unique  combination  for  handlinc 
moderate  to  severe  cases 


Affords  almost  uniform  diastolic 
reduction  in  all  body  positions 

Eutron  lowers  diastolic  pressures  nearly  equally,  whether  you 
patient  is  standing  up  or  lying  down. 

Thus,  in  clinical  trials,  average  standing  diastolic  readings  wen 
reduced  from  1 12  pre-treatment  to  90  post-treatment;  sitting  fron 
115  to  95;  and  recumbent  from  112  to  94. 

Note  that  following  Eutron,  the  diastolic  reductions  were  nearl) 
alike  in  all  three  body  positions. 

Use  Eutron  for  managing  your  moderate  to  severe  cases.  Its 
building  blocks  enhance  each  other;  hence  lesser  doses  often  suffice 


MILD  TO  MODERATE  TO  SEVERE 


See  Brief  Summary  on  final  page  of  advertisement  soiw- 


Once  a day,  every  day 

EUTRON 

PARGVLINE  HYDROCHLORIDE  25  mg. 
with  METHYCLOTHIAZIDE  5 mg. 


ENDURON 

METHVCLOIHIAZIDE 


ENDURONYl! 

Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Edema  and  mild  to  moderate  hypertension 
(Enduron),  and  mild  to  moderately  severe  hypertension 
(Enduronyl).  More  potent  agents,  if  added,  can  be  given 
at  reduced  dosage. 

Contraindications:  Sensitivity  to  thiazides;  severe  renal 
disease  (except  nephrosis)  or  shutdown;  severe  hepatic 
disease  or  impending  hepatic  coma  (hepatic  coma  due  to 
hypokalemia  has  been  reported  in  patients  on  thiazides). 
Do  not  use  Enduronyl  in  severe  mental  depression,  sui- 
cidal tendencies,  active  peptic  ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  where  there  is 
history  of  allergy  or  asthma.  If  added  potassium  is  indi- 
cated, dietary  supplementation  is  recommended.  Reserve 
enteric-coated  potassium  tablets  for  cautious  use  only 
when  necessary,  as  they  may  induce  serious  or  fatal 
small  bowel  lesions  (stenosis  with  or  without  ulceration), 
cause  obstruction,  hemorrhage,  and  perforation  often 
requiring  surgery;  discontinue  them  immediately  if  ab- 
dominal pain,  distention,  nausea,  vomiting,  or  g.i.  bleed- 
ing occurs.  Neither  Enduron  nor  Enduronyl  contains 
added  potassium. 

Precautions:  Use  thiazides  cautiously  in  severe  renal 
dysfunction,  impaired  hepatic  function  or  progressive 
liver  disease;  also  in  pregnancy  (bone  marrow  depres- 
sion, thrombocytopenia,  and  altered  carbohydrate  me- 
tabolism have  been  reported  in  certain  newborn).  In 
surgery,  thiazides  may  reduce  response  to  vasopressors, 
and  increase  response  to  tubocurarine.  Antihypertensive 
response  may  be  enhanced  following  sympathectomy. 
Watch  for  electrolyte  imbalance  (e.g.,  hyponatremia)  in 
all  patients.  In  hypokalemia  (especially  in  digitalized  pa- 
tients) give  supplemental  potassium.  In  hypochloremic 
alkalosis,  give  supplemental  chloride. 

Use  rauwolfias  with  caution  in  patients  with  history  of 
peptic  ulcer.  Rauwolfias  with  anesthetics  may  produce 
hypotension  and  bradycardia.  Discontinue  Enduronyl  two 
weeks  before  elective  surgery.  Consider  vagal  blocking 
agents  during  emergency  surgery.  In  epilepsy,  adjust 
anticonvulsant  dosage.  In  electroshock,  shorten  stimulus 
strength  and  duration.  In  occasional  patients  with  de- 
pressive tendencies,  rauwolfias  may  precipitate  severe 
mental  depression  that  usually  disappears  when  drug  is 
stopped. 

Adverse  Reactions:  Thiazide  reaction  include  blood  dys- 
crasias  (thrombocytopenia  with  purpura,  agranulocytosis, 
aplastic  anemia);  elevation  of  BUN,  serum  uric  acid  or 
blood  sugar;  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  symtomatic  gout,  and  pancreatitis. 
Cutaneous  vasculitis  in  the  elderly  has  been  reported 
with  other  thiazides.  Adverse  effects  with  deserpidine  are 
qualitatively  similar  to  those  with  reserpine,  but  their  in- 
cidence is  lower.  These  include  nasal  stuffiness,  ab- 
dominal cramps  or  diarrhea,  nausea,  headache,  weight 
gain,  reduced  libido  and  potency,  peptic  ulcer  aggrava- 
tion, epistaxis,  skin  eruption,  asthma  in  susceptible  pa- 
tients, electrolyte  imbalance,  excessive  salivation,  and  a 
reversible  Parkinson’s  syndrome.  Excessive  drowsiness, 
fatigue,  weakness,  and  nightmares  may  signal  mental  de- 
pression. Thrombocytopenia,  purpura,  and  a symptom 
manifested  by  dull  sensorium,  deafness,  uveitis,  glaucoma, 
and  optic  atrophy  are  rare  allergic  reactions  to  other 
rauwolfias.  Hypotension  from  antihypertensive  agents 
may  precipitate  angina  attacks  in  susceptible  individuals. 
Usually  adverse  reactions  disappear  when  drug  is  with- 
drawn. 


EUTRON 


tm  Each  tablet  contains 

Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications—  Moderate  to  severe  hypertension. 
Contraindications— Pheochromocytoma,  paranoid  schizo- 
phrenia, hyperthyroidism  and  advanced  renal  failure.  Not 
recommended  in  malignant  hypertension,  children  under 
12,  pregnant  patients. 

Do  not  use  with:  centrally  or  peripherally  acting  sym- 
pathomimetic drugs;  foods  high  in  tyramine  (e.g.,  aged 
and  natural  cheeses);  parenteral  reserpine  or  guanethi- 
dine;  imipramine,  amitriptyline,  desipramine,  nortripty- 
line or  their  analogues;  other  monoamine  oxidase  inhib- 

TM-TRADEMARK 


itors;  methyldopa  or  dopamine;  separate  Eutron  and 
these  agents  by  two  weeks. 

Sensitivity  to  thiazides;  severe  renal  disease  (except 
nephrosis)  or  shutdown;  severe  hepatic  disease;  impend- 
ing hepatic  coma  from  thiazide-induced  hypokalemia. 

Warnings— Patients:  1.  No  other  drugs  (particularly  "cold 
preparations”  and  antihistamines),  cheese  or  alcohol 
without  physician’s  consent.  2.  Promptly  report  ortho- 
static symptoms,  severe  headache,  other  unusual  symp- 
toms. 3.  Angina  pectoris  or  coronary  artery  disease 
patients  must  not  increase  physical  activity  with  improved 
anginal  symptoms  or  well-being. 

Physicians:  1.  Use  antihistamines,  hypnotics,  sedatives, 
tranquilizers  and  narcotics  (meperidine  contraindicated) 
cautiously  in  reduced  doses.  2.  Stop  Eutron  two  or  more 
weeks  before  elective  surgery;  in  emergency  surgery  re- 
duce premedication  (narcotics,  sedatives,  analgesics, 
etc.)  to  1/4  to  1/5;  carefully  adjust  anesthetic  dosage  to 
patient  response.  3.  Use  cautiously  in  advanced  renal 
failure.  4.  Pargyline  may  induce  hypoglycemia.  5.  Con- 
sider possible  sensitivity  reactions  when  a history  of 
allergy  or  asthma  is  present.  6.  If  potassium  is  indicated, 
dietary  supplement  is  recommended;  enteric-coated  po- 
tassium tablets  may  induce  serious  or  fatal  small  bowel 
lesions  (stenosis  with  or  without  ulceration),  cause  ob- 
struction, hemorrhage,  and  perforation  frequently  re- 
quiring surgery;  discontinue  medication  immediately  if 
abdominal  pain,  distention,  nausea,  vomiting  or  gastro- 
intestinal bleeding  occurs;  Eutron  does  not  contain 
added  potassium.  7.  Possible  systemic  lupus  erythema- 
tosus has  been  reported  for  thiazides. 

Precautions—  Pargyline:  Use  cautiously  at  reduced  dosage: 
caffeine,  alcohol,  antihistamines,  barbiturates,  chloral 
hydrate,  other  hypnotics,  sedatives,  tranquilizers,  nar- 
cotics. Periodically  do  urinalyses,  blood  counts,  liver 
function  tests,  etc.  Use  with  caution  in  liver  disease. 
Watch  for  orthostatic  hypotension,  especially  in  impaired 
circulation  (e.g.,  angina  pectoris,  coronary  artery  dis- 
ease, cerebral  arteriosclerosis);  also,  augmented  hypo- 
tension in  concomitant  febrile  illnesses.  Reduce  or  dis- 
continue if  hypotension  is  severe.  In  impaired  renal 
function  watch  for  cumulative  drug  effects,  elevated  BUN 
and  other  evidence  of  progressive  renal  failure;  withdraw 
drug  if  these  persist.  In  surgery  increased  central  de- 
pressant response  (hypotension  and  increased  sedative 
effect)  can  be  controlled  by  (1)  discontinuing  at  least  two 
weeks  prior;  (2)  in  emergency  surgery  lowering  dose  of 
premedication;  (3)  when  necessary,  administering  a vaso- 
pressor. Do  not  use  in  hyperactive  and  hyperexcitable 
patients.  Pargyline  may  unmask  severe  psychotic  symp- 
toms where  emotional  problems  pre-exist.  Use  cautiously 
in  Parkinsonism,  especially  with  antiparkinsonian  agents. 
In  prolonged  therapy,  examine  for  change  in  color  per- 
ception, visual  fields,  fundi  and  visual  acuity.  Also,  pro- 
longed therapy  has  made  certain  patients  refractory  to 
nerve  blocking  effects  of  local  anesthetics. 

Methyclothiazide:  Use  cautiously  in  severe  renal  dys- 
function, impaired  hepatic  function  or  progressive  liver 
disease;  also  in  pregnancy  (bone  marrow  depression, 
thrombocytopenia,  and  altered  carbohydrate  metabolism 
have  been  reported  in  certain  newborn).  In  surgery  thia- 
zide may  reduce  vasopressor  response  and  increase  tu- 
bocurarine response.  Antihypertensive  response  may  be 
enhanced  following  sympathectomy.  Watch  for  electro- 
lyte imbalance  (e.g.,  hyponatremia).  Give  supplemental 
chloride  if  hypochloremic  alkalosis  occurs  and  supple- 
mental potassium  if  hypokalemia  occurs  (especially  in 
digitalized  patients).  Thiazides  may  decrease  serum 
P.B.I.  without  signs  of  thyroid  disturbance. 

Adverse  Reactions  — Pargyline:  Orthostatic  hypotension 
and  associated  symptoms,  mild  constipation,  fluid  reten- 
tion, edema,  dry  mouth,  sweating,  increased  appetite, 
arthralgia,  nausea,  vomiting,  headache,  insomnia,  diffi- 
cult in  micturition,  nightmares,  impotence,  delayed  ejac- 
ulation, rash,  purpura,  weight  gain,  hyperexcitability, 
increased  neuromuscular  activity  and  other  extrapy- 
ramidal  symptoms.  Drug  fever  is  extremely  rare.  Reduc- 
tion in  blood  sugar  and  hypoglycemic  effects  are  pos- 
sible. Congestive  heart  failure  has  been  reported  in  a 
few  patients  with  reduced  cardiac  reserve. 

Methyclothiazide:  Blood  dyscrasias  (thrombocytopenia 
with  purpura,  agranulocytosis,  aplastic  anemia);  eleva- 
tion of  BUN,  blood  sugar  or  serum  uric  acid  (gout  may 
be  induced);  anorexia,  nausea,  vomiting,  diarrhea,  head- 
ache, dizziness,  paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice  and  pancreatitis.  Cu- 
taneous vasculitis  in  elderly  patients  has 
been  reported  with  other  thiazides. 

If  side  effects  are  severe  or  persist,  re- 
duce dosage  or  withdraw  drug.  eo4«8R 
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GENERAL  NEWS 


AMA  Board  Reveals  Plans  for  Press  Relations 


At  San  Francisco,  last  June,  the  AMA  House  of 
Delegates  recommended  that  the  following  report 
he  published.  It  is  a statement  from  the  AMA  Board 
of  Trustees  to  the  House. 

The  Board  is  cognizant  of  the  great  increase  in 
attention  being  given  in  the  press  and  broadcast 
media  to  medicine  and  health  care.  Our  profession 
is  now  the  focus  of  one  of  America’s  greatest  inter- 
ests. It  will  constantly  be  in  the  spotlight,  ending 
the  professional  reticence  and  privacy  in  which 
medicine  functioned  most  of  the  time  in  the  past. 

Even  though  this  interest  is  a tribute  to  the  im- 
portance of  medicine  and  the  public’s  desire  for  its 
benefits,  it  brings  with  it  the  problems  facing  any 
person  or  organization  with  a key  public  position: 
much  of  the  coverage  is  critical  or  displays  a lack 
of  understanding. 

The  Board  of  Trustees  has  consulted  with  AMA 
staff  and  public  relations  counsel  on  this  increasingly 
important  situation.  The  conclusions  that  have  re- 
sulted from  this  intensive  and  thoughtful  consid- 
eration are  submitted  now: 

1.  When  statements  about  medicine  are  mis- 
guided or  unfair,  corrective  statements  will  be  issued 
promptly  when  the  facts  are  available  and  an  orderly 
response  is  possible. 

2.  We  must  recognize  that  the  prominence  and 
complexity  of  medicine  in  the  United  States  today 
result  in  many  litigations.  Medicine  is  a constant 
subject  of  news  and  comment,  much  of  which  can- 
not be  subject  to  a later  response.  Often  our  replies 
cannot  be  carried  by  the  broadcast  medium  or  publi- 
cation, or  at  best  will  be  much  less  prominent  than 


the  original  coverage.  Quite  often  a responsible 
statement  cannot  be  issued  until  the  facts  have  been 
obtained,  and  these  may  be  scattered  about  the 
country  or  involve  a local  situation  or  require  a 
great  deal  of  time. 

3.  The  frequency  and  complexity  of  these  matters 
have  increasingly  diverted  the  officers  and  staff  of 
AMA  to  reacting  to  what  others  do  and  say.  This 
decreases  the  ability  to  work  on  constructive,  on- 
going activities  that  are  vital  to  our  future. 

4.  Staff  is  developing  in  written  form  the  best 
possible  anticipatory  statements  regarding  all  fore- 
seeable circumstances.  By  having  such  matters 
thought  out  and  documented  when  a need  arises, 
we  will  be  able  to  reduce  the  instances  of  surprise, 
decrease  the  time  required  for  response,  and  assure 
consistency  in  AMA  statements  on  these  matters. 

5.  We  will  concentrate  on  building  a positive 
posture  by  getting  understanding  for  medicine’s 
functions  and  its  positions  on  various  considerations; 
and  by  educating  the  press,  broadcasters  and  opin- 
ion leaders.  This  will  help  forestall  much  misguided 
criticism  and  build  a favorable  climate  that  will 
inoculate  against  susceptibility'  to  unfair  criticism. 

6.  All  state  and  county  medical  societies  are  urged 
to  follow  these  same  procedures. 

You  will  see  many  instances  in  which  AMA  re- 
sponds to  public  comment,  many  in  which  we  have 
acted  but  our  effectiveness  will  be  in  correcting  the 
source  and  may  not  be  visible  immediately',  and  in- 
stances when  judgment  indicates  a response  should 
not  be  made.  In  each  case  the  best  judgment  and 
skills  will  have  been  applied  to  the  complexities  of 
the  situation. 


Nutrition  Lectures 


State  Medical  Associations  of  Idaho,  Oregon  and 
Washington,  in  cooperation  with  the  AMA,  are  co- 
sponsoring clinical  nutrition  lectures  at  ten,  or  possi- 
bly eleven  colleges  and  universities  in  the  three 
states  during  the  1968-69  academic  year. 

The  AMA  Council  on  Foods  and  Nutrition  ini- 
tiated the  clinical  nutrition  program  in  the  fall  of 
1964.  It  is  being  carried  out  on  a regional  basis 
with  several  distinguished  lecturers  participating. 

The  lectures  are  designed  to  stimulate  under- 
graduate students  to  consider  careers  in  the  health 
sciences,  as  well  as  to  inform  the  audience  of  recent 
developments  in  the  field  of  nutrition.  All  of  the 
lecturers  participating  in  the  fall  program  are  ac- 


tively engaged  in  nutrition  research  and  their  topics 
are  timely  and  should  prove  most  informative  to 
community  physicians. 

A total  of  42  lectures  are  being  scheduled  in  a 
13-state  area  which  includes  Arizona,  California, 
Colorado,  Idaho,  Montana,  Nevada,  New  Mexico, 
North  Dakota,  Oklahoma,  Oregon,  South  Dakota, 
Utah  and  Washington. 
lecturers 

Sheldon  Margen,  M.D.,  professor  of  human  nutri- 
tion, Department  of  Nutritional  Sciences,  University 
of  California,  will  speak  on  “Adaptation  of  Man  to 
Nutritional  Stress:  Responses  to  Maximum  and 

Minimum  Protein  Intake  at  the  following  schools: 
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Southern  Oregon  College,  Ashland— Thursday, 
October  17  at  8 pm;  Oregon  College  of  Education, 
Monmouth— Wednesday,  January  29  at  8 pm;  Wil- 
lamette University,  Salem— Thursday,  January  30 
at  4 pm;  and  Western  Washington  State  College, 
Bellingham— Wednesday,  May  7 at  8:00  pm. 

Ralph  A.  Nelson,  M.D.,  Ph.D.,  chairman,  Section 
of  Nutrition,  Mayo  Clinic,  Mayo  Graduate  School  of 
Medicine,  Rochester,  Minnesota,  will  speak  on  “A 
Three  Dimensional  Approach  to  Understanding 
Vitamins”  at  the  following  schools: 

Walla  Walla  College,  College  Place,  Washington— 
Monday,  January  27  at  9:30  am;  and  Central  Wash- 
ington State  College,  Ellensburg— Tuesday,  January 
28  at  7:30  pm. 

Malcolm  A.  Holliday,  M.D.,  professor  of  pedi- 
atrics, University  of  California  School  of  Medicine, 
San  Francisco,  will  speak  on  “Nutrition  and  Growth: 
Energy  Needs  and  Effects  of  Disease”  at  the  fol- 
lowing schools: 

University  of  Idaho,  Moscow— Thursday,  Novem- 
ber 7 at  7:30  pm,-  College  of  Idaho,  Caldwell— Fri- 
day, April  4 at  9:10  am;  Washington  State  Uni- 
versity, Pullman— Friday,  November  8;  and  Eastern 
Washington  State  College,  Cheney— Thursday,  April 
3.  No  specific  times  have  been  set  as  yet  for  the 
latter  two  institutions. 


REVIEWS 

Surgery  of  the  aged  and  debilitated  patient 

Edited  by  John  H.  Powers,  M.D.,  Surgeon-in-Chief  Emeritus, 
The  Mary  Imogene  Basset  Hospital,  Cooperstown,  New  York, 
611  pp.  illustrated.  Price  $19.00.  W.  B.  Saunders  Company, 
Philadelphia,  Pa.  1968. 

Education  of  surgeons  over  the  past  one  hundred 
years  has  passed  through  several  phases  beginning 
with  emphasis  on  anatomy  and  pathology  and  later 
emphasis  on  technique.  Current  stress  placed  on 
physiologic  changes  in  various  disease  states  has  led 
to  a marked  decrease  in  surgical  morbidity  and 
mortality.  Very  little  emphasis,  however,  is  given, 
in  the  major  surgical  texts,  to  the  pathophysiologic 
changes  that  occur  in  the  geriatric  age  group.  Editor 
John  H.  Powers  has  assembled  an  impressive  group 
of  collaborating  authors  to  overcome  this  shortage 
in  surgical  knowledge.  The  first  half  of  the  book 
essentially  covers  the  normal  physiology  of  aging  as 
well  as  the  pathogenesis  of  diseases  in  senescence. 
Specific  chapters  on  nutrition,  metabolism,  cardio- 
pulmonary disease  and  psychology  thoroughly  cover 
important  variations  observed  in  the  elderly  patient. 
Treatment  of  specific  surgical  diseases  is  included 


in  the  latter  half  of  the  volume.  Breakdown  into 
elective  and  emergent  surgery  is  both  convenient 
and  practical  as  mortality  rates  of  the  emergency 
group  are  directly  related  to  age  and,  therefore, 
require  special  attention.  A section  on  post  operative 
care  and  complications  is  especially  well  done  and 
includes  many  technical  details  which  are  often 
forgotten  in  dealing  with  the  elderly,  poor-risk 
individual.  In  summary,  this  book  should  be  a wel- 
come addition  to  any  surgeon’s  library. 

HOWARD  B.  KELLOGG,  JR.,  M.D. 

Studies  of  the  development  and  decay  of  the  human 
frame 

By  Joseph  Trueta,  M.D.,  F.R.C.A.,  F.A.C.S.,  Nuffield  Professor 
Emeritus  of  Orthopaedic  Surgery,  University  of  Oxford.  389  pp. 
Illustrated.  Price  $18.00.  W.  B.  Saunders  Company,  Philadelphia, 
Pa.  1968. 

This  book  covers  Professor  Trueta’s  lifetime  of 
experience  in  clinical  and  research  work  on  disorders 
of  the  skeleton.  Sections  of  the  book  are  devoted 
to  the  development  of  the  skeleton  and  to  the 
various  forces  which  play  a role  in  normnl  bone 
growth  and  repair.  In  particular,  the  author  empha- 
sizes circulation  of  the  bones  as  it  influences  patho- 
logical processes  and  their  treatment.  The  author’s 
immense  experience  in  the  field  of  the  circulation 
of  the  bones  makes  him  uniquely  qualified  to  sum- 
marize this  aspect  of  his  work.  Clinical  problems 
are  covered  in  chapters  which  include  simple  and 
compound  fractures,  chondro-dystrophies,  hemo- 
phia  and  osteomyelitis.  Other  subjects,  under  what 
the  author  calls  the  “decline”  of  the  human  frame, 
include  osteoporosis,  Paget’s  disease  and  degenera- 
tive arthritis.  The  variety  of  subjects  covered  make 
a summation  of  the  book  impossible.  However,  the 
orientation  of  the  book  is  of  particular  value  to  those 
who  have  studied  musculoskeletal  problems  in  depth. 
The  book  is  not  suitable  for  a starting  point  in  the 
study  of  the  diseases  of  the  skeleton  but  is  a very 
useful  adjunct  as  it  particularly  makes  use  of  the 
author’s  wide  experience  in  both  the  basic  research 
and  clinical  aspects  of  skeletal  disease.  While  many 
experts  will  disagree  with  some  aspects  of  the 
author’s  conclusions,  the  book  serves  as  a refresh- 
ing stimulus  to  thinking  about  some  the  problems 
in  the  field  of  orthopedics  which  have  become 
fossilized.  The  book  is,  in  that  sense,  most  useful 
as  a catalyst  in  the  process  of  rethinking  about  some 
of  the  unsolved  problems  of  musculoskeletal  path- 
ology and  physiology.  The  book  is  well  printed  and 
is  profusely  illustrated  with  many  examples  from 
the  author’s  extensive  clinical  experience. 

WAYNE  H.  AKESON,  M.D. 
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when  cough 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


Lobbying , Legislation  and  The  American  Medical  Association 

Team  Effort 


Legislative  Department,  American  Medical  Association 


Attention  is  sometimes  focused  on  the  legislative 
and  lobbying  activities  of  the  American  Medical 
Association  by  members  of  the  profession  and  by 
the  general  public.  In  order  to  avert  erroneous 
impressions  which  might  give  way  to  misunder- 
standings, the  following  information  has  been  culled 


lobbying 

Because  much  confusion  exists  as  to  what  lobby- 
ing is,  it  might  be  helpful  to  discuss  just  what  a 
lobbyist  is  and  is  not.  To  some  people  the  word 
“lobbyist”  has  a sinister  meaning.  It  seems  to  im- 
ply selfish  interests,  pressure  groups,  secret  meetings, 
and  the  untoward  influence  and  intimidation  of 
the  members  of  the  Congress.  Although  such  images 
of  influence  through  coercion  and  chicanery  are 
romantic,  they  are  far  from  being  accurate.  Lobby- 
ing is  a respectable,  forthright  and  legal  activity 
which  is  regulated  by  Federal  law.  The  Legislative 
Reorganization  Act  of  1946  requires  that  most 
lobbyists  register  with  the  Congress,  report  all  their 
lobbying  expenses  each  quarter,  and  reveal  the 
name  of  their  employers. 

The  right  of  individuals,  and  others,  to  engage 
in  legislative  activities  is  guaranteed  by  the  first 
amendment  to  the  United  States  Constitution.  Any 
individual  is  free  to  lobby  on  any  issue  which  is 
of  interest  to  him.  Only  those  persons  engaged  for 
pay  in  influencing  Federal  legislation  are  required 
to  register  with  the  Congress.  The  professional 
lobbyist  is,  in  fact,  merely  the  representative  of  a 
particular  industry,  consumer  organization  or  other 
group  whose  interests  require  a Washington  repre- 
sentative. 


from  the  records  of  the  AMA  and  from  other 
official  publications.  It  should  first  be  noted,  how- 
ever, that  while  legislative  activities  and  lobbying 
activities  are  often  thought  of  as  one  and  the  same, 
they  are  separate  activities  serving  separate  but 
related  functions. 


A lobbyist  serves  not  only  his  employer,  but  is 
just  as  often  of  service  to  the  members  of  Congress. 
He  is  almost  always  an  expert  in  his  particular  area 
of  interest.  His  effectiveness  is  dependent  upon 
this  expertise  and  upon  his  personal  reputation,  and 
that  of  his  employer,  for  honesty  and  dependability. 
He  must  maintain  a wide  acquaintanceship  among 
members  of  government  and  win  their  respect  for 
his  knowledge  and  integrity.  Often  a member  of 
Congress  will  call  upon  a lobbyist  in  order  to  ascer- 
tain all  the  facts  of  technical  information  concerning 
a pending  legislative  proposal  which  may  not  be 
otherwise  apparent  to  him  but  which  are  readily 
available  to  the  lobbyist.  Veteran  members  of  Con- 
gress maintain  that  the  presence  of  lobbyists  helps 
them  do  a better  job  for  their  constituency  and 
speeds  up  the  legislative  processes  of  the  Congress. 

the  AMA  lobbying 

The  American  Medical  Association  maintains  a 
Washington,  D.C.,  office  whose  staff  includes  six 
active  lobbyists  who  contact  the  535  members  of 
Congress.  Although  the  AMA  lobby  is  small,  it 
has  proved  its  effectiveness  in  aiding  the  passage 
of  many  bills,  through  the  years,  which  have  ad- 
vanced the  art  and  science  of  medicine. 

Unlike  many  lobbyists,  the  AMA  only  occasion- 
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ally  sponsors  legislation.  Most  often,  the  Association 
utilizes  its  Washington  office  to  follow  all  legislative 
proposals  of  medical  interest  which  are  introduced 
in  the  Congress,  and  to  provide  the  Federal  govern- 
ment with  a means  by  which  it  may  utilize  the 
counsel  and  assistance  of  the  American  Medical 
Association  on  matters  of  the  Nation’s  health. 

lobbying  expenses 

The  American  Medical  Association  is  sometimes 
singled  out  as  being  the  largest  lobby  in  terms  of 
expenditures.  This  comment  is  perhaps  made  in  the 
heat  of  a controversy  on  a federal  bill  or  program 
of  importance  to  medicine,  and  seeks  to  detract 
from  the  effectiveness  of  policy  statements  enun- 
ciated by  the  Association. 

To  the  contrary,  the  American  Medical  Associa- 
tion is  not  the  largest  single  lobby  in  Congress. 
While  it  is  always  difficult  to  draw  accurate  com- 
parisons of  lobbying  expenses  since  the  reported 
figures  must  be  examined  to  determine  what  they 
include,  the  Congressional  Quarterly’s  list  of  ex- 
penditures made  by  various  groups  for  lobbying 
reveals  some  interesting  facts. 

In  1958,  for  example,  the  AMA  spent  $51,000 
for  lobbying  activities  and  was  not  in  the  top  20, 
much  less  the  listed  top  ten  in  lobby  expenditures. 
The  AFL-CIO  led  the  lobbying  list  with  reported 
spending  of  $133,000.  In  1959,  the  American 
Medical  Association  spent  $48,000  and  again  was 
not  among  the  listed  “top  ten”  lobbies.  That  year, 
the  International  Brotherhood  of  Teamsters,  with  a 
reported  $243,000  for  lobbying  expenses,  led  the 
nation  with  the  AFL-CIO  National  Headquarters, 
spending  $132,000,  and  Machinists,  spending 
$91,000,  not  far  behind. 

In  1960,  the  AMA  spent  $72,000  for  lobbying 
and  again  was  not  among  the  top  ten  lobbyists. 
In  that  year,  the  Veterans  of  World  War  I of  the 
U.S.A.  Inc.  was  first,  having  spent  $200,000,  and 
was  followed  by  the  national  headquarters  of  the 
AFL-CIO  with  $129,000. 

In  1961,  the  American  Medical  Association  was 
first  among  the  Nation’s  lobbies,  having  spent 
$163,000  to  combat  the  then  current  Medicare 
bill.  The  AFL-CIO  headquarters  was  second  with 
almost  $140,000.  If  we  add  up  what  the  AFL-CIO 
unions  collectively  spent  for  lobbying  in  1961,  the 
total  is  $707,000  and  the  reported  expenditures  of 
all  labor  groups  exceeded  $1  million. 

In  1962,  the  American  Medical  Association  was 
again  not  among  the  “top  ten”  in  lobbying  expenses. 
The  National  Committee  for  Insurance  Taxation 
led  the  Nation  with  reported  expenses  of  almost 
$182,000.  The  AFL-CIO  headquarters  spent  $149,- 
000  and  was  second,  and  third,  with  expenditures 


of  nearly  $126,000,  was  the  United  Federation  of 
Postal  Clerks  (AFL-CIO).  The  AFL-CIO  and  its 
affiliates  spent  $828,000  lobbying  in  1962,  and  the 
total  for  all  labor  groups  that  year  exceeded  $1.1 
million. 

In  1963,  the  AMA  once  more  was  not  among 
the  “top  ten.”  The  leaders  were:  AFL-CIO,  $145,- 
000;  the  National  Farmers  Union,  $123,000;  and 
the  United  Federation  of  Postal  Clerks  (AFL-CIO), 
$202,000. 

In  1964,  the  Coordinating  Committee  for  Funda- 
mental American  Freedom,  Inc.  led  the  list  of 
reporting  lobbying  groups  with  $319,000,  the 
American  Medical  Association  was  24th  in  the  list 
reporting  a year’s  expenditure  of  $45,000.  In  1965, 
however,  AMA  undertook  a national  education 
campaign  to  support  its  “Eldercare”  program,  an 
alternative  to  Medicare,  with  the  cost  of  the  project 
placing  AMA  in  the  lead  for  only  the  second  time 
in  10  years,  in  reported  spending.  In  1966,  the 
Association  again  dropped  far  down  on  the  list  of 
lobbying  expenditures. 

When  comparing  lobbying  expenses,  it  should  be 
remembered  that  the  American  Medical  Associa- 
tion represents  all  of  medicine,  including  hundreds 
of  constituent  state  and  county  medical  societies, 
on  a variety  of  bills  and  issues,  while  the  national 
offices  of  some  groups  register  and  report  their 
expenses  individually.  For  example,  organized  labor 
maintains  many  separate  lobbying  activities  with 
each  reporting  a separate  lobby  expenditure.  When 
combining  all  organized  labor  lobbying  and  liken- 
ing the  total  to  the  amount  spent  by  organized 
medicine,  AMA’s  figure  is  often  dwarfed  by  com- 
parison. 

Interestingly,  organized  labor  will  also  expend 
its  funds  to  support  the  lobbying  efforts  of  seem- 
ingly unrelated  organizations.  The  August  12,  1966, 
issue  of  Congressional  Quarterly  reported  that 
AFL-CIO  in  1964  gave  $4,000  to  the  Physicians 
Committee  for  Health  Care  for  the  Aged  through 
Social  Security,  a group  working  for  the  passage  of 
medicare;  $10,000  to  the  Group  Health  Association 
of  America,  also  in  conjunction  with  labor’s  medicare 
campaign;  and  $29,000  to  the  National  Council  of 
Senior  Citizens.  The  latter  group,  organized  in 
1961  by  labor  to  work  for  a medicare  law,  also 
received  $25,000  in  1965. 

legislation 

The  AMA’s  interest  in  legislation  has  existed 
since  the  first  meeting  of  the  Association  in  1848 
when  it  recommended  to  Congress  that  it  enact 
legislation  providing  for  the  appointment  of  in- 
spectors at  ports  of  entry  to  examine  imported  drugs 
and  medicine.  Shortly  after  this  action,  Congress 
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enacted  a law  to  prevent  the  importation  of  adulter- 
ated and  spurious  drugs  and  medicines.  Although 
the  Association  passed  other  resolutions  concerning 
legislation  and  occasionally  appointed  special  com- 
mittees in  connection  with  specific  proposals,  it  was 
not  until  1898  that  the  formation  of  a permanent 
legislative  committee  was  suggested  to  the  AMA 
House  of  Delegates.  In  the  years  that  have  followed 
the  creation  of  a Committee  on  Legislation,  there 
has  been  a tremendous  growth  in  the  amount  of 
legislation  affecting  the  public  health  and  the 
medical  profession.  Recently,  of  some  20,000  bills 
introduced  in  each  Congress,  more  than  a thousand 
are  of  interest  to  Medicine. 

Through  the  years,  the  American  Medical  Asso- 
ciation has  been  a moving  force  in  the  passage  of 
constructive  legislation  in  the  health  field.  In  recent 
years,  the  Association  has  supported  the  Kerr-Mills 
Medical  Aid  for  the  Aged  Law;  Hill-Burton  Hos- 
pital Construction  Act;  the  passage  and  strengthen- 
ing of  the  pure  food  and  drug  laws;  medical 
school  construction;  drug  abuse  controls;  water 
and  air  pollution  laws;  civil  defense  programming 
and  medical  stock-piling;  proper  labeling  of  house- 
hold chemicals;  automobile  safety  standards;  con- 
struction of  mental  health  centers;  and  research 
grants— to  mention  but  a few.  Although  medicine  has 
a vital  interest  in  legislation,  the  AMA  spends  less 
than  1 per  cent  of  its  annual  budget  on  these 
activities. 


Examination  of  the  Association’s  testimony  be- 
fore Congressional  Committees  reveals  that  the  AMA 
supports  far  more  legislation  than  it  opposes,  and 
that  when  it  is  in  opposition  it  often  suggests 
amendments  which  would  remove  this  opposition. 
During  the  88th  Congress  (1963-1964)  the  AMA 
submitted  41  statements  to  committees  of  Congress. 
The  statements  concerned  26  subjects  on  which 
legislation  had  been  submitted.  Of  the  26  subjects, 
the  Association  favored  fourteen,  opposed  nine, 
and  partially  opposed  three.  Interestingly,  eight  of 
the  subjects  opposed  by  the  AMA  were  also  opposed 
by  the  Kennedy-Johnson  Administration.  In  the 
87th  Congress,  the  Association  presented  testimony 
or  submitted  statements  to  Congressional  Com- 
mittees on  ten  subjects.  Of  the  ten  subjects,  the 
Association  favored  six,  and  opposed  four.  Two  of 
the  subjects  opposed  by  the  Association  were  also 
opposed  by  the  Administration.  In  the  89th  Con- 
gress, which  covered  1965  and  1966,  AMA  spoke 
out  on  33  legislative  proposals.  The  Association 
favored  21,  opposed  7,  and  voiced  partial  support 
or  suggested  an  alternative  approach  to  the  re- 
maining five. 


legislative  policy 

Each  bill  of  medical  interest  is  studied  by  the 
AMA’s  13-member  physician  Council  on  Legislative 
Activities.  The  Council  reviews  legislation  and 
makes  its  recommendations  to  the  AMA  Board  of 
Trustees.  All  AMA  statements  to  the  Congress  on 
pending  legislation,  or  other  matters,  are  based 
upon  the  policies  established  by  its  Board  of 
Trustees  and  its  physician-elected  242-man  House 
of  Delegates.  The  Delegates  are  elected  on  the 
basis  of  one  delegate  for  every  thousand,  or  fraction 
thereof,  of  AMA  members  in  a state.  The  House 
of  Delegates,  as  a highly  representative  group, 
reflects  through  its  resolutions  the  continuing 
evolution  of  the  practice  of  medicine  and  medical 
thought. 

Occasionally  the  question  arises  as  to  how  the 
individual  physician  can  influence  the  policy  of  the 
American  Medical  Association.  This  may  be  ac- 
complished in  a variety  of  ways.  For  example,  he 
has  several  methods  by  which  he  can  make  his 
position  known  to  the  House  of  Delegates.  The 
most  usual  method  is  to  present  his  views  through 
his  local  medical  society.  He  may  also  contact 
directly  the  physicians  representing  his  society  in 
the  House  of  Delegates.  Or  the  individual  physician 
can,  if  he  so  desires,  personally  appear  before  a 
“reference  committee”  of  the  House  of  Delegates 
when  it  is  considering  the  matter  of  particular 
interest  to  him.  Finally,  the  physician  may  choose 
to  seek  his  own  election  to  the  House  of  Delegates 
where  he  will  have  a direct  voice  in  the  policy  of 
the  Association.  The  215,000  physician-members 
of  the  AMA  hold  opinions  that  cover  the  entire 
spectrum  of  thought  on  any  legislative  proposal 
or  question  of  policy.  It  is  through  the  House  of 
Delegates  that  these  diverse  opinions  are  combined 
into  the  single  voice  of  AMA  policy. 

When  considering  AMA  policy,  whether  it  is  in 
regard  to  a legislative  question  or  some  other 
matter,  it  is  important  to  remember  that  the  AMA 
is  a scientific  organization  whose  primary  purpose 
is  to  advance  the  art  and  science  of  medicine.  The 
AMA  has  felt  a long  and  continuing  sense  of  re- 
sponsibility to  physicians  and  to  the  patients  which 
they  serve.  The  Association  measures  all  proposals, 
legislative  or  otherwise,  as  to  their  probable  effect 
on  the  physician’s  ability  to  render  the  highest  pos- 
sible level  of  medical  care  and  to  determine  such 
care  solely  on  the  basis  of  his  considered  medical 
judgment.  The  American  Medical  Association  feels 
that  it  is  incumbent  on  it  to  oppose  stridently 
schemes  which  would  adversely  affect  medical  care, 
and  to  support  with  equal  vigor  proposals  which 
will  lead  to  better  medical  care  of  the  American 
people.  ■ 
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with  so  many  other 
thyroid  hormones 
to  choose  from... 


why  Synthroid? 

sodium  levothyroxine,  flint 

animal  gland  products  are  still  widely  used  today. 
Synthroid  (sodium  levothyroxine ),  however , offers 
important  advantages  in  the  treatment  of 
thyroid  deficiency  and  related  conditions. 


CHECK  OUR  REASONS  AND  YOU'LL  AGREE: 

full  therapeutic  value 

SYNTHROID  (sodium  levothyroxine)  is  100%  pure  thyroid 
hormone ...  a drug  of  definite  and  uniform  composition, 
more  soluble  in  body  fluids  and  more  readily  absorbed  than 
desiccated  thyroid.  Each  batch  is  assayed  by  chemical  and 
physical  measurement.  There  is  no  need  for  biologic  stand- 
ardization because  SYNTHROID  (sodium  levothyroxine)  is 
pure,  fully  potent,  and  does  not  deteriorate  in  storage  or  in 
humid  conditions.  Your  patients  consistently  receive  the 
dosage  you  prescribe. 

predictably  smooth  response 

With  SYNTHROID  (sodium  levothyroxine),  there  is  little 
possibility  of  a metabolic  surge  that  can  compromise  cardiac 
function.  After  absorption  and  protein  binding,  SYNTHROID 
(sodium  levothyroxine)  is  released  at  a physiologic  rate  assuring 
a smooth  response  with  a higher  degree  of  safety.  Expect  PBI  readings 
in  the  range  of  6-10  meg. %.  Count  on  these  and  other  param- 
eters to  be  predictable  in  relation  to  dosage.  Levothyroxine 
has  a high  binding  capacity  for  serum  proteins.  Other 
thyroid  medicaments  may  contain  varying  amounts  of 
L-triiodothyronine  which  has  a low  binding  capacity. 

competitively  priced 

Patient  costs  are  competitive  with  the  cost  of  animal  gland 
products.  And  in  comparison  to  the  other  synthetic  thyroid 
hormone,  SYNTHROID  (sodium  levothyroxine)  costs  ap- 
proximately half  as  much. 

Precautions:  As  with  other  thyroid  preparations,  an  overdose  may  cause 
diarrhea  or  cramps,  nervousness,  tremors,  tachycardia,  vomiting  and  con- 
tinued weight  loss.  Medication,  in  such  cases,  should  be  stopped  for  2—6 
days,  then  resumed  at  a lower  dose  level.  In  patients  with  diabetes  mellitus, 
careful  observations  should  be  made  for  changes  in  insulin  or  other  anti- 
diabetic drug  dosage  requirements.  In  cases  of  adrenal  insufficiency,  the 
dysfunction  must  be  corrected  prior  to,  and  during  SYNTHROID  (sodium 
levothyroxine)  administration.  It  should  be  administered  with  caution  to 
patients  with  heart  disease. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 

Side  Effects:  Side  effects,  when  they  do  occur,  are  secondary  to  increased 
rates  of  body  metabolism:  sweating,  palpitations,  leg  cramps,  and  weight 
loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been  observed.  Myxede- 
matous patients  with  heart  disease  have  died  from  abrupt  increases  in  dos- 
age of  thyroid  drugs.  Reduction  in  dosage  followed  by  a more  gradual  up- 
ward adjustment  will  usually  result  in  a more  accurate  indication  of  the 
patient's  dosage  requirements  without  the  dosage  side  effects. 

Dosage  and  Administration:  Administer  tablets  as  a single  daily  dose, 

FLINT  LABORATORIES 

DIVISION  OF  TRAVENOl  LABORATORIES  INC 

Morton  Grove,  Illinois  60053 


indications 

SYNTHROID  (sodium  levothyroxine)  tablets  are  specific  re- 
placement therapy  in  diminished  or  absent  thyroid  function 
when  indicated  by  diagnostic  test  criteria  in  primary,  hypo- 
pituitary,  pediatric,  and  geriatric  hypothyroidism,  and  for 
reproductive  disorders  associated  with  hypothyroidism. 
SYNTHROID  (sodium  levothyroxine)  is  especially  useful  in 
confirming  your  diagnosis  when  a diminished  level  of 
thyroid  is  implicated,  because  it  precludes  variability  in 
response  often  encountered  with  desiccated  thyroid. 

unexcelled  dosage  flexibility 

Available  in  six  strengths.  T ablets  are  scored  and  color-coded 
for  dosage  convenience.  SYNTHROID  (sodium  levothy- 
roxine) INJECTION  is  also  available. 

EASY  TO  PRESCRIBE-EASY  TO  USE 

0.1  mg.  SYNTHROID  (sodium  levothyroxine) 

APPROXIMATELY  EQUIVALENT  TO  1 gr.  THYROID  U.S.P. 

Synthroid8 

sodium  levothyroxine,  FLINT 

preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every 
30  days  until  proper  metabolic  balance  is  attained.  Final  maintenance  dosage 
will  usually  range  from  0.2— 0.4  mg.  daily.  In  adult  myxedema,  starting  dose 
should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two 
weeks  and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be 
further  increased  at  two  month  intervals  by  0.1  mg.  until  the  optimum  main- 
tenance dose  Is  reached  (0.1— 1.0  mg.  daily).  The  initial  dose  for  children 
with  cretinism  or  severe  hypothyroidism  is  the  same  as  for  adult  myxedema, 
but  all  intervals  of  change  should  be  made  every  two  weeks. 
SYNTHROID  (sodium  levothyroxine)  Injection  may  be  administered  intra- 
venously utilizing  200—400  meg.  of  a solution  containing  100  meg.  per  ml. 
If  significant  improvement  is  not  shown  the  following  day,  a repeat  injection 
of  100—200  meg.  may  be  given. 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg., 
scored  and  color-coded,  in  bottles  of  100  and  500.  Injection:  500  meg., 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol,  N.F.  in  10  ml.  single- 
dose vial,  with  5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.  as  a diluent. 


We  turn  common  materials 
into  uncommonly  fine  sutures 


Here  are  some  of  the  reasons  why  you  might  like  them: 


SUREL®  Surgical  Gut  is  exceptionally 
strong  . . . unusually  resistant  to  fraying  . . . 
and  a pleasure  to  work  with. 

SUREL®  Braided  Silk  is  tightly  braided  and 
lightly  coated  to  give  it  an  excellent  “hand” 
and  knot  security  second  to  none. 

SUREL®  Braided  Dacron*  has  a body  and 
feel  many  doctors  find  comparable  to  silk 
. . . ties  without  slipping  . . . and  holds  a 
knot  remarkably  well. 


SUREL®  Monofilament  Nylon  doesn’t  coil 
and  tangle  like  ordinary  nylon  . . . it’s 
uniquely  packaged  to  make  it  easier  to  work 
with  in  surgery.  Has  good  knot  security  for 
a monofilament,  too! 

SUREL®  Monofilament  Stainless  Steel  is 

the  finest,  purest  surgical  steel  available 
today.  And  it’s  specially  packaged  to  mini- 
mize coiling  and  kinking. 

★ Trademark  of  E.  I.  du  Pont  de  Nemours  & Co. 


Want  to  try  SUREL  Sutures  in  your  practice?  Ask  for  them  at  your  hospital — or  write  for  our 
catalog  and  complimentary  trial  supply  request  forms.  We  think  you’ll  be  uncommonly 
pleased  with  the  results! 

SUREr 

A subsidiary  of  Smith  Kline  & French  Laboratories 
2005  Lincoln  Avenue,  Pasadena,  California  91103 

Dependable  Sutures  • Dependable  Service 
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To  help  you  manage 
patients  with 
circulatory  disorders 


Initiate  therapy  with  Hydromox  Quinethazone 
100  mg.  (two  50  mg.  tablets)  daily  for  15  days 


Many  patients  with  circulatory  disorders  (essential  and  benign  hypertension, 
congestive  heart  failure)  may  obtain  the  greatest  benefit  from  HYDROMOX 
Quinethazone  when  it  is  given  in  a single  daily  a.m.  dose  of  100  mg.  (two  50  mg. 
tablets) . This  dosage  usually  relieves  edema  by  effective  diuresis,  and  reduces  diastolic 
and  systolic  pressure.  We  suggest  continuing  clinical  evaluation  over  a 1 5-day  period 
of  therapy.  If  results  are  satisfactory,  a reduction  to  50  mg.  ( 1 tablet)  daily  will 
usually  be  adequate  for  maintenance. 


Precautions:  Electrolyte 
abnormalities  may  be  aggravated 
or  produced.  Caution  is 
important  during  prolonged  or 
intensive  therapy  and  when  salt 
intake  is  restricted.  Hypokalemia 
has  been  mild  and  infrequent, 
and  other  electrolyte 
abnormalities  rare.  The 
possibility  of  potassium 
depletion  and  its  toxic  sequelae 
must  be  kept  in  mind, 
particularly  in  cirrhotics  and 
patients  receiving  digitalis.  As  a 
preventive  measure  the  use  of 
foods  rich  in  potassium,  such  as 
orange  juice,  may  be  desirable. 
Although  not  a thiazide, 
HYDROMOX  may  possess 
certain  characteristics  of  the 


thiazides.  They  have  been  known 
to  cause  jaundice  with  liver 
involvement  and  pancreatitis: 
hematological  complications 
such  as  purpura  with  or  without 
thrombocytopenia  and 
leukopenia  (neutropenia); 
increases  of  serum  uric  acid; 
decreased  glucose  tolerance  as 
evidenced  by  hyperglycemia  and 
glycosuria  thus  aggravating  or 
provoking  diabetes  mellitus  and 
azotemia  in  patients  with  renal 
disease;  photoallergy. 
Discontinue  use  a few  days  prior 
to  elective  surgery.  When  added 
to  a regimen  that  includes 
ganglionic-blocking  agents,  the 
dosage  of  these  latter 
preparations  should  be  reduced. 


Also  reduce  dosage  when  one 
or  more  of  these  antihypertensive 
agents  is  added  to  an  established 
HYDROMOX  regimen. 
Contraindicated  in  anuria. 
Observe  for  possible  hematologic 
complications. 

Side  Effects:  Skin  rash; 
gastrointestinal  disturbances 
(chiefly  nausea),  weakness, 
dizziness.  These  seldom  require 
cessation  of  therapy,  and  can  be 
relieved  by  reducing  dosage  or 
correcting  electrolyte  imbalance. 
Warning:  Enteric  coated 
potassium  tablets  have  been 
implicated  in  small  bowel  lesions 
and  should  be  used  only  when 
adequate  dietary 
supplementation  is  not  practical. 


LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York  10965 


"Reg.  U S.  Pat.  Off. 


402-8 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  21-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
68-man  clinic  of  specialists  associated  with  250-bed  hospital; 
8-man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Per- 
manente  Clinic,  5055  N.  Greeley  Ave„  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrators,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


UROLOGIST— The  Permanente  Clinic  seeks  a third  urologist 
Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $24,000 
Walter  Berlin,  M.D.  The  Permanente  Clinic,  5055  N.  Gree- 
ley, Portland,  Ore.  97217. 


SALEM,  OREGON— Applications  invited  for  1st  and  2nd  yr 
psychiatric  residencies  beginning  July  1969.  Training  ac- 
credited for  3 yrs,  each  with  separate  dynamic  program. 
Emphasis  on  community  psychiatry  with  individual  super- 
vision. $12,360,  1st  yr;  $12,840,  2nd  yr;  $13,320,  3rd.  Also 
4 NIMH  Fellowships  in  basic  psychiatric  training  plus  4th 
yr  in  community  psychiatry  available.  Write  N.  B.  Jet- 
malani,  M.D.,  Dir.  Ed.  & Research,  Oregon  State  Hospital, 
Salem,  Ore.  97310. 


ORTHOPEDIST— For  65-man  clinic  serving  the  Kaiser  Health 
Plan  in  Oregon.  Starting  income  $30,000;  substantial  in- 
creases for  10  years.  Insurance  benefits,  retirement  pro- 
gram. N.  W.  Frink,  M.D.,  The  Permanente  Clinic,  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hospital,  Cle  Elum;  or  F.  J.  Rogalski, 
M.D.,  Cle  Elum.  Wash.  98922. 


OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


NEUROSURGEON— For  68-man  Permanente  Clinic  serving 
the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic.  5055  N.  Greeley,  Portland,  Ore.  97217. 


WELL  ESTABLISHED  ORTHOPEDIC  PRACTICE— For  sale.  Moving 
to  academic  work.  About  55  minutes  to  downtown  Seattle. 
Write  Box  23-A.  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— Very  pleasant  small 
town  in  western  Washington.  Green  forest  country  all 
year.  Good  hunting  and  fishing.  Modern  office  with  equip- 
ment. Half  mile  to  colonial  home  on  large  lot  if  package 
deal  desired.  Both  office  and  area  could  use  two  physicians. 
Any  arrangements  within  reason.  Available  now.  Write  or 
call  James  A.  Moore,  M.D.,  112  E.  Broadway,  Montesano. 
Wa.  98563,  phone  (206)  249-4111  or  4144. 

GFNERAL  PRACTITIONER  & INTERNIST— For  suburban  clinic. 
Call  two  nights  per  week  and  every  fourth  weekend.  Four 
weeks  vacation  per  year.  Salary  open.  Write  Box  15-A. 
Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


UROLOGIST— Seeking  an  associate  or  clinic  practice  in 
Washington  or  Oregon.  Desire  a community  of  50,000  or 
greater.  Presently  in  last  year  of  residency  at  University 
of  Cincinnati  Medical  Center.  Available  July  1,  1969.  Mili- 
tary obligation  fulfilled.  Write  Box  24.  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 


OPENING  FOR  TWO  GPS',  INTERNIST  & PEDIATRICIAN-To 

join  established  GP  in  new  Med. -Dent.  Center.  Located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Additional  GP’s  and  specialists  added  as  needed.  Write 
Box  12-A,  Northwest  Medicine,  500  Wall  St..  Seattle, 
Wa.  98121. 


OPENING  FOR  GENERAL  PRACTITIONER— Established  GP  (18- 
years)  in  N.W.  Washington  near  Tacoma  and  Seattle  needs 
2nd  GP.  Adequate  office  space.  Lab,  x-ray,  EKG,  and  phy- 
siotherapy in  office.  Ob  necessary,  minor  and  intermediate 
surgery  desirable.  150-bed  open  staff  hospital,  new  hospital 
under  construction.  Partnership  opportunity.  Write  Box 
10-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa.  98121 


GENERAL  PRACTICE  NORTH-END  SEATTLE— Complete  office 
equipment  including  x-ray  for  sale.  Solo  practice.  Gross 
$60,000  a year.  Four  hospitals  near  by.  Retiring  when  new 
physician  fully  introduced.  Write  Box  16-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


EXCELLENT  OPPORTUNITY— To  practice  in  prime  Seattle 
location — Northgate.  Share  office  expenses.  Available  full 
time  use  in  6 months  if  desired.  Call  EM  3-2727. 


SERVICE 


PROFESSIONAL  OFFICE  SERVICE— Billing  and  handling  of 
accounts,  insurance,  and  related  work.  Reliable,  capable, 
confidential.  Routine  office  work  handled  by  our  com- 
petent staff  at  a saving.  References.  General  Business 
Services,  Inc.,  324  S.W.  153rd. , Seattle.  Wa.  98166.  246-4313. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle.  Wash.,  AL  2- 
3157.  Medical  Dental  Bldg.,  Everett.  Wash 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg.. 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


930 

Northwest  Medicine,  September,  1968 


63  YEARS 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE Located  at  3601  So.  McClellan  Street. 

Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash 
98104. 


SHORTAGE  OF  PEDIATRICIANS  & INTERNISTS,  SUNNYSIDE, 
WASH.— Suite  will  be  made  available.  Contact  Mr.  John 
C.  Reith,  P.  O.  Box  180,  Sunnyside,  Wa.  98944,  phone  (509) 
837-4601. 


SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 

Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 


NEW  EMPHASIS  ON  INTENSIVE  PSYCHOTHERAPY 
and 

DIAGNOSIS  DEVELOPED  IN  NORTH  SHORE  HOSPITAL  ADOLESCENT  SERVICE 


An  expanded  adolescent  treatment 
service  for  emotionally  disturbed  young 
people  has  opened  at  North  Shore  Hos- 
pital. The  core  of  the  reorganized  service 
is  intensive  psychotherapy  and  medical 
management  offered  in  a structured  milieu 
in  which  education,  recreation,  occupa- 
tional and  group  therapy  involve  young 
patients  in  an  intensive  effort  at  psycho- 
logical growth  and  social  adjustment. 
Recreational  activity  includes  the  use  by 
adolescent  patients  of  the  hospital  lake 
front  beach,  opened  for  the  first  time  in 
the  hospital's  history  for  the  purpose. 

Intensive  diagnostic  testing  and  evalu- 
ation is  obligatory  for  all  patients  as  a 
prelude  to  formal  enrollment  in  the  pro- 
gram. In  addition  to  psychodynamic  evalu- 
ation of  character  structure,  perceptual 


disorders,  neurological  and  organic  disease 
and  primary  reading  disabilities  receive 
special  attention.  A search  for  inborn  dis- 
orders not  amenable  to  orthordox  psycho- 
therapy is  made. 

Evaluation  is  based  on  a multi-disci- 
plined, in-depth  survey  conducted  from 
the  point  of  view  of  adolescent  psychi- 
atry, clinical  psychology,  psychiatric  social 
work,  pediatrics,  education  and  the  hos- 
pital milieu.  Admission  to  the  treatment 
program  is  based  upon  this  diagnosis. 

An  attending  or  hospital  psychiatrist 
provides  individual  psychotherapy  and  re- 
mains in  charge  of  the  patient.  A certified 
special  education  teacher  conducts  daily 
classes  and  works  with  counselors  and 
teachers  from  the  patients'  home  schools 


so  that  school  credit  is  not  lost  during 
hospitalization.  As  indicated,  families  will 
participate  in  planning  and  treatment, 
working  with  the  hosptal's  department 
of  social  service. 

Day  and  night  hospital  care  may  be 
required,  with  a wide  latitude  in  living 
arrangements  available.  Post-hospitaliza- 
tion, counseling  in  vocational,  social  and 
pedogogical  matters  may  be  arranged  by 
the  hospital.  A child  psychiatrist  is  Con- 
sulting Clinical  Director  of  the  program. 

Information  about  the  program  may  be 
obtained  from  Charles  H.  Jones,  M.D., 
Superintendent  and  Psychiatrist-in-Chief, 
North  Shore  Hospital,  225  Sheridan  Road, 
Winnetka,  Illinois  60093,  Telephone:  (312) 
446-8440. 

PAID  ADVERTISEMENT 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago. 


AMA  Clinical — Dec.  1-4,  1968,  Miami 
Beach;  Nov.  30-Dec.  3,  1969,  Denver; 
Nov.  29-Dec.  2,  1970,  Boston. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Oct.  1-4,  1968,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
—Sept.  22-25,  1968,  Sept.  14-17,  1969, 
Seattle;  Sept.  13-16,  1970,  Spokane; 
Sept.  19-22,  1971,  Seattle. 


Idaho  Medical  Association — July  2-5, 
1969,  Sun  Valley;  July  1-5,  1970, 
Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Annual  Meeting,  Nov.  6-9, 
1968,  Mazatlan,  Mexico. 

Sec..  Virginia  Bryant.  Phoenix, 
Ariz. 


North  Pacific  Pediatric  Society — March 
5-8,  1969,  Hilton  Hotel,  Portland. 

Pres.,  Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  17-18,  Wash.  Athletic 
Club,  Seattle. 

F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  1968,  San  Fran- 
cisco. 

Pres.,  Albert  G.  Corrado.  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto,  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Jack  B.  Miller,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  II.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — 3rd 
Monday  (Sept. -May)  Congress  Ho- 
tel, Portland. 

Pres.,  Ira  Clary,  Portland 
Sec.,  David  Sellers.  Portland 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec..  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday,  Jan. -May,  Sept. -Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout.  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec..  Leonard  Nevler,  Seattle 


932 

Northwest  Medicine,  September,  1968 


Puget  Sd.  Acad.  Ophth  & Oto. — 3rd 
Tues.  (Oct.-Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc. — Annual  Fall  Assem- 
bly, Sept.  13,  14;  3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynnwood 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec..  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May). 

Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin.  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair,  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly,  Annual  Meeting,  Sept., 
Seattle. 

Pres.,  Richard  L.  Pokorny,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May). 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr.,  Yakima 
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FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 


Located  at  9010  13th  Ave.  N.W. 

Accredited  by  the  Joint  Commission 
Member  of  the  American  Hospital  Association 

Washington  Psychiatric  Hospital 


Phone:  SU  4-0781 

of  Accreditation 

Approved  for  Medicare 
License  No.  3 
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THE  RESTLESS  DUODENUM... 


DUODENUM-(Conventionai  X-ray)  The  restless  duo- 
denum makes  radiographic  diagnosis  difficult,  uncer- 
tain and  often  unproductive.  Is  this  duodenum  normal? 


Pro-Banthine' 

brand  of  III*  I 'I 

propantheline  bromide 


For  fifteen  years  Pro-Banthme  has  been 
the  most  widely  used  anticholinergic 
agent  in  disorders  of  gastrointestinal 
motility  and  gastric  hypersecretion.  More 
recently  Pro-Banthine  has  reestablished 
its  pharmacologic  effectiveness  in  fa- 
cilitating diagnostic  procedures  using 
intragastric  fibroscopy  and  hypotonic 
roentgenography. 

How  the  X-rays  were  taken 

In  the  hypotonic  duodenograph1’2  repro- 


duced above,  the  gastrointestinal  tract 
was  relaxed  with  Pro-Banthine.  The  duo- 
denum was  intubated.  Pro-Banthine  in 
a dose  of  60  mg.  intramuscularly  was 
used  to  assure  prompt  aperistalsis,  and 
double-contrast  visualization  was 
achieved  with  ordinary  barium  and  air. 

The  same  pharmacologic  efficiency 
has  proved  of  pronounced  value  in  such 
conditions  as:  peptic  ulcer,  pylorospasm, 
biliary  dyskinesia,  functional  hypermo- 
tility and  irritable  colon. 
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...AT  REST 


SAME  DUODENUM-(Hypotonic  X-ray)  Pro-Banthine- 
induced  duodenal  calm  permits  full  anatomic  appraisal 
in  the  same  patient.  Duodenal  normality  is  now  evident. 


calms  the  gastrointestinal  tract 


Contraindications:  Glaucoma  jseverecardiac  disease. 
Precautions:  Since  varying  degrees  of  urinary  hesi- 
tancy may  occur  in  elderly  males  with  prostatic 
hypertrophy,  this  should  be  watched  for  in  such 
patients  until  they  have  gained  some  experience 
with  the  drug.  Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur  with  possible 
loss  of  voluntary  muscle  control.  Such  patients 
should  receive  prompt  and  continuing  artificial  res- 
piration until  the  drug  effect  has  been  exhausted. 
Side  Effects:  The  more  common  side  effects,  in  or- 
der of  incidence,  are  xerostomia,  mydriasis,  hesi- 
tancy of  urination  and  gastric  fullness. 

Dosage:  The  maximal  tolerated  dosage  is  usually 
the  most  effective.  For  most  adult  patients  this  will 
be  four  to  six  15-mg.  tablets  daily  in  divided  doses. 
In  severe  conditions  as  many  as  two  tablets  four  to 
six  times  daily  may  be  required.  Pro-Banthine  (brand 


of  propantheline  bromide)  is  supplied  as  tablets  of 
15  mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg.  The 
parenteral  dose  should  be  adjusted  to  the  patient’s 
requirement  and  may  be  up  to  30  mg.  or  more  every 
six  hours,  intramuscularly  or  intravenously. 

(1)  Bilbao,  M.  K.;  Frische,  L.  H.;  Rosch,  J.,  and  Dot- 
ter,  C.  T. : Hypotonic  Duodenography,  Scientific 
Exhibit,  Radiological  Society  of  North  America, 
Chicago,  Nov.  27— Dec.  2,  1966. 

(2)  Bilbao,  M.  K.;  Frische,  L.  H.;  Dotter,  C.  T.,  and 
Rosch,  J.:  Hypotonic  Duodenography,  Radiology 
89:438-443  (Sept.)  1967. 

See  also:  Liotta,  D.:  Pour  le  diagnostic  des  tumeurs 
du  pancreas:  La  duodenographie  hypotonique,  Lyon 
chir.  50:445-460  (May-June)  1955. 
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Alternatives  to 
Stored  Pooled  Plasma 


PLASMANATE 

Plasma  Protein  Fraction 
(Human)  5%  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na  — 110  mEq  L 
Cl  — 50  mEq  L 

K -0.25  mEq  L 

Na  — 1 54  mEq  L 
Cl  - 124  mEq  L 
K — .03  to  .05  mEq  L 

Na  — 142  mEq  L 
Cl  - 103  mEq  L 
K — 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  — 88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  — 57% 

Alpha  Globulin  —14% 
Beta  Globulin  — 1 7% 

Gamma  Globulin  — 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4y2% 

Plasmanate" 

Plasma  Protein  Fraction 
(Human),  5%  Solution,  U.S.P. 


Plasmanate"  is  available  in  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  set. 


World  Leader  in  Human  Plasma  Fractions 

CUTTER  Inc.,  Berkeley,  Calif.  94710 
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heavenly  relief 
for  unearthly  cough 

Beiiylin 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYLIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
helps  break  down  tenacious  mu- 
cous secretions ...  tends  to  inhibit 
cough  reflex... soothes  irritated 
throat  membranes . . . reduces 
congestion  in  the  bronchial  tree. 
And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
16  oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,1,2,3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6,7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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NOTE 

Please  remove  pages  between  987  and 
992  from  this  issue.  Use  them  to  replace 
pages  848-851  in  the  September  issue. 
If  the  magazine  is  opened  and  pressed 
firmly  on  a flat  surface,  pages  may  be 
removed  easily  without  tearing.  This  re- 
publication corrects  errors  in  the  Septem- 
ber printing.  Ed. 


asm 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobaiamin  7.5  meg. 

(The  total  vitamin  Bu  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  appropri 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequ: 
vitamin  Bu  therapy  may  result  in  hematologic  remission  but  ne 
rologicai  progression.  Adequate  doses  of  vitamin  Bu  (parenter| 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematir  | 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt, 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistan 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potent  i 
tion  of  absorption  of  physiological  doses  of  vitamin  Bu.  If  resi 
ance  occurs,  parenteral  therapy,  or  oral  therapy  with  so-call 
massive  doses  of  vitamin  Bu,  may  be  necessary.  No  single  re< 
men  fits  all  cases,  and  the  status  of  the  patient  observed 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Period 


You  can  treat  combined 
deficiencies  with 


Trinslcon 

— the  multifactor  hematinic 


* 

$ 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B,2  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


inical  and  laboratory  studies  are  considered  essential  and  are 
licommended. 

dverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
r ation.  Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
Jbllowed  oral  administration  of  liver-stomach  material.  Instances 
f apparent  allergic  sensitization  have  also  been  reported  after 
! ral  administration  of  folic  acid. 

osage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
andard  response  in  the  average  uncomplicated  case  of  perni- 
ous  anemia.) 

ow  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
I j itrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [052.6.] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 

Experimental  DMSO 
Allowed 

This  correspondence  was  received  from  the  Food 
and  Drug  Administration,  September  9,  1968.  Ed. 

Editor,  NORTHWEST  MEDICINE: 

Broader  clinical  studies  with  the  experimental 
drug  DMSO  (dimethyl  sulfoxide)  will  be  allowed 
under  new  guidelines  announced  today. 

“Tests  with  human  volunteers  have  now  estab- 
lished that  short-term  use  of  DMSO  is  reasonably 
safe,”  said  Herbert  L.  Ley,  Jr.,  M.D.,  Commissioner 
of  Food  and  Drugs.  “DMSO  is  still  an  investiga- 
tional drug,  however,  and  any  clinical  uses  must  be 
closely  monitored.” 

Since  December  1966,  the  Food  and  Drug  Ad- 
ministration has  permitted  investigational  uses  of 
DMSO  only  for  serious  conditions  for  which  no 
satisfactory  therapy  was  available.  Prior  approval 
was  required  before  such  studies  could  be  started. 

The  new  policy  will  permit  studies  with  DMSO 
in  treating  such  conditions  as  inflammation  of  the 
muscles,  joints,  and  ligaments,  and  large  bruised 
areas.  But  the  chemical  is  to  be  applied  only  to  the 
skin  for  periods  of  14  days  or  less.  Liver  function 
and  blood  tests  are  required  before,  during,  and 
after  such  a two-week  study. 

DMSO,  a by-product  of  the  paper  industry,  has 
long  been  used  as  an  industrial  chemical  and  sol- 
vent. Discovery  of  the  substance’s  unique  ability  to 
penetrate  the  skin  stimulated  investigation  of 
DMSO’s  possible  medical  uses. 

The  FDA  authorized  limited  clinical  studies  of 
the  drug  in  1964,  but  suspended  these  investiga- 
tions in  November  1965  because  of  data  showing 
eye  changes  in  test  animals. 

In  1966,  the  FDA  permitted  the  resumption  of 
clinical  tests  for  serious  diseases  under  carefully 
controlled  conditions. 

These  restrictions  were  eased  recently  for  short- 
term studies  on  the  basis  of  data  from  a controlled 
toxicity  study  with  humans.  Application  of  DMSO 
to  the  skin  did  not  produce  adverse  effects  upon 
the  eyes  of  these  volunteers. 


The  requirement  for  prior  FDA  approval  of  any 
clinical  tests  with  DMSO  in  man  or  animals  also 
was  withdrawn,  but  sponsors  of  studies  still  must 
provide  the  FDA  with  information  required  under 
investigational  drug  regulations. 

Long-term  studies  with  DMSO  still  will  be  re- 
stricted to  skin  applications  for  such  conditions  as 
scleroderma,  dermatomyositis,  and  as  a vehicle  for 
analgesics  to  treat  intractible  pain  due  to  cancer. 

Such  studies  must  be  carried  out  only  in  medical 
centers  with  adequate  facilities  and  experienced, 
well-trained  medical  personnel.  Patients  must  re- 
ceive full  physical  examinations,  including  eye  exam- 
inations, liver-function  tests,  and  complete  blood 
counts  before  and  after  the  use  of  DMSO  and  at 
periodic  intervals  during  treatment. 

All  proposals  for  the  use  of  DMSO  (as  for  other 
investigational  drugs)  must  show  that  patients  will 
be  fully  informed  of  the  known  and  possible  effects 
of  the  drug. 

The  Statement  of  Policy  on  DMSO  was  published 
in  the  Federal  Register  on  Tuesday,  September  10. 

• 


America  Is  Not  Sick 

Washington,  D.C. 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  your  letter  of  August  1,  1968, 
in  which  you  indicate  that  you  would  like  to  re- 
ceive my  comments  on  the  assassinations  of  Senator 
Robert  Kennedy  and  Dr.  Martin  Luther  King,  and 
more  generally  on  the  subject  of  violence  in 
America. 

I have  read  with  a great  deal  of  interest 
the  letters  from  the  psychiatrists  and  psychologists 
which  are  contained  in  your  July  1968  issue,  and 
I am  in  agreement  that  we  need  a greater  involve- 
.ment  in  the  public  sector  by  men  trained  in  dealing 
with  the  problems  of  human  behavior. 

First,  I would  like  to  point  out  how  difficult  it 
is  for  many  of  us  dealing  with  proposed  legislative 
solutions  such  as  additional  gun  control  laws,  pro- 
tection for  public  figures,  etc.,  to  maintain  intellec- 
tual clarity  when  our  personal  feelings  have  been 
so  deeply  involved  in  personal  relationships  with 
John  Kennedy  and  Robert  Kennedy.  I am  not 
certain  that  even  the  skilled  practitioners  of  psy- 
chology and  psychiatry  are  aware  of  the  close 
personal  relationships  that  develop  in  government 
between  men  who  share  common  experiences  in 
the  process  of  entering  office,  and  thereafter  in 
the  crises  which  occur  while  in  office.  A tremendous 
study  could  be  made  of  the  emotional  wrenching 
which  has  occurred  to  a whole  generation  of  men 
who  started  in  the  government  with  the  ideals 
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and  enthusiasm  of  John  Kennedy  in  the  late  1950’s 
and  who  now  feel  a tremendous  emotional  drain 
from  his  loss,  coupled  with  the  later  loss  of  Robert 
Kennedy  who  in  many  ways  rekindled  old  hopes  and 
emotions  only  to  have  them  dashed  again.  This 
can  produce  in  many  cases  a withdrawal  and 
bitterness  about  public  life  and  a protective  feeling 
toward  others  who  might  enter  the  arena. 

This  can  produce  great  differences  in  govern- 
ment since  the  political  thought  and  ideology  of  a 
generation  of  men  surrounding  the  Kennedys  will 
be  substantially  different  from  the  ideology  of  a 
generation  of  men  surrounding  President  Johnson. 
If  this  generation  had  remained  in  power,  it  would 
have  communicated  much  better  with  the  young 
people  who  have  been  demonstrating  on  the  cam- 
puses and  on  the  streets  of  our  cities  during  the 
last  year.  The  substantial  removal  of  these  “bridge” 
people  in  their  middle  30’s  and  early  40’s  from  the 
political  scene  can  make  cleavages  between  the 
young  people  in  their  late  teens  and  20’s  and 
those  in  their  late  50’s  and  early  60’s  more  severe 
than  they  otherwise  should  be. 

This  leads  to  my  second  point,  which  is  that 
we  need  to  apply  the  techniques  which  have  been 
involved  in  psychiatry  with  a one-to-one  relationship 
and  psychology  with  group  therapy  to  the  large 
group  problems  in  American  society.  The  political 
figures  dealing  with  major  trends  in  the  American 
public  life  apply  with  more  or  less  success  the 
practical  techniques  of  “group  dynamics”  without 
even  knowing  about  significant  developments  in 
psychiatry  and  psychology. 

The  recent  disorders  in  Chicago  resulted  as 
much  as  anything  from  the  failure  to  analyze 
correctly  the  components  of  the  groups  present 
and  then  to  communicate  and  react  to  the  various 
groups  with  suitable  techniques.  For  example,  dur- 
ing the  worst  confrontation  which  occurred  in  front 
of  the  Conrad  Hilton  Hotel  in  Chicago  between 
the  police  and  the  demonstrators,  there  was  a 
single  general  reaction  by  authority  to  the  whole 
group  which  resulted  in  a social,  political  and 
emotional  disaster.  There  is  no  question  that  the 
crowd  consisted  of  rather  well-defined  groups  which 
had  entirely  different  motives  and  techniques.  There 
were  violent  agitators  who  came  prepared  to  cause 
trouble  no  matter  what  response  was  made  to 
them.  There  were  those  who  came  for  excitement 
and  would  join  in  any  flare-up  of  activity.  There 
were  those  who  came  from  a sincere  desire  to 
express  an  idealized  position  and  did  not  want  to 
participate  in  any  violence,  and  there  were  those 
who  were  simply  bystanders  either  out  of  curiosity  or 
happened  to  be  in  the  area  on  other  business.  A 
psychiatrist  or  psychologist  in  close  communication 
with  the  police  could  have  to  a great  degree  recog- 


nized these  groups,  divided  them  along  general 
lines,  and  assisted  the  police  in  making  different 
responses  to  the  different  groups. 

With  the  violent  agitators  there  was  probably 
no  other  solution  than  to  physically  remove  them 
from  the  scene  since  they  would  not  accept  any  other 
solution.  Those  simply  attending  for  excitement 
would  have  to  be  divided  according  to  whether  or 
not  they  responded  to  the  calls  for  violence  of  the 
agitators  and  dealt  with  either  as  agitators  or  ideal- 
sists,  depending  on  their  activities  at  the  moment 
the  police  responded.  The  final  (and  unfortunately, 
in  Chicago  by  far  the  largest)  group  of  people  who 
wanted  to  demonstrate  should  have  been  provided 
with  a place  where  they  could  peacefully  demon- 
strate and  should  not  have  been  the  object  of  an 
immediate  violent  onslaught.  The  same  is  true  of 
the  bystanders. 

The  result  of  not  having  this  type  of  analysis 
and  response  is  that  you  have  a violent  political 
and  social  reaction  throughout  America  (and  I will 
leave  it  to  the  psychologists  and  psychiatrists  to 
comment  if  there  is  not  also  a psychological  re- 
action) wherein  the  emotions  of  the  American 
people  are  polarized,  with  those  identifying  with 
the  police  seizing  on  the  fact  that  agitators  were 
present  to  justify  their  position,  and  those  identifying 
with  the  demonstrators  using  the  injuries  to  the 
children  to  justify  their  position.  This  produces  a 
gigantic  and  violent  shouting  match  between  the 
extremes,  and  neither  side  does  anything  to  solve 
the  basic  problem  of  how  the  authorities  of  a city 
should  handle  a major  demonstration. 

I do  not  believe  America  is  a “sick  society” 
and  I believe  we  will  survive  the  present  waves 
of  violence  and  disturbance  which  are  shaking 
the  nation.  I believe,  however,  we  will  have  to  do 
this  with  skill  and  intelligence  and  help  from  those 
who  have  spent  their  lives  studying  and  attempting 
to  understand  individual  and  crowd  reactions.  The 
rapid  growth  in  communication,  education  and 
population  is  producing  the  problems  and  they  will 
have  to  be  solved  by  using  the  skills  and  techniques 
which  this  well-educated  and  well-informed  new 
society  is  developing. 

I hope  that  those  in  political  and  governmental 
life  understand  this  and  do  not  try  to  simply  apply 
the  techniques  of  the  past  to  these  new  problems.  It 
has  been  said  that  those  who  do  not  read  history 
will  suffer  to  repeat  it,  but  one  must  always  be 
mindful  of  the  corollary  to  that  which  was  said  of 
the  Bourbon  kings  who  “forgot  nothing,  but  learned 
nothing.” 

Yours  very  truly , 

BROCK  ADAMS,  M.C. 

Representative  7th  District,  Washington 
correspondence  continued  on  page  952 
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No  one 
should  be  cold 
on  a Caribbean 
cruise 


To  those  with  peripheral  vascular  disease,  a balmy  ocean  breeze  can 
become  a limb-chilling  wind  ...  a stroll  on  the  deck  a painful, 
stop-and-go  chore. 

Priscoline  can  help.  It  dilates  peripheral  blood  vessels,  increases  blood  flow 
to  extremities.  Relieves  numbness.  Makes  hands  and  feet  less  prone  to  chill. 
Makes  patients  more  comfortable.  Helps  them  get  around. 

Nothing, magic  about  Priscoline.  But  people  with  peripheral 
vascular  disease  might  think  so. 

See  following  page  for  prescribing  information. 


(tolazoline) 

peripheral  vasodilator 

* » 2/3851 


C I B A 


Priscoline' 

hydrochloride 
(tolazoline  hydrochloride) 


Indications  Spastic  peripheral  vascular  disorders. 

Precautions  Tolazoline  stimulates  gastric  activity  and  increases 
hydrochloric  acid  content  of  the  stomach;  use  cautiously  in 
patients  with  gastritis  or  peptic  ulcer  or  in  those  with  suspected 
peptic  ulcer.  Give  cautiously,  if  at  all,  to  patients  with  known 
or  suspected  coronary  artery  disease. 

Adverse  Reactions  Occasional:  nausea,  epigastric  discomfort, 
tachycardia,  flushing,  slight  rise  or  fall  in  blood  pressure,  in- 
creased  pilomotor  activity  with  tingling  or  chilliness.  Rare: 
vomiting,  diarrhea.  Symptoms  are  generally  mild  and  frequently 
disappear  with  continued  therapy,  regardless  of  dosage. 
Administration  and  Dosage  Careful  individualization  of  dosage 
is  required. 

Oral  Tablets  Usually  25  mg  4 to  6 times  daily  is  sufficient.  If 
necessary,  dosage  may  be  increased  gradually  up  to  50  mg 
6 times  daily. 

Lontabs:  Generally,  1 Lontab  every  12  hours  will  achieve  the 
same  effect  as  one  25-mg  regular  tablet  every  4 hours  (6  times 
a day).  Thus,  continuous  action  throughout  the  night  is  achieved 
without  the  need  for  arising  to  take  additional  medication. 
Parenteral  Subcutaneously,  Intramuscularly,  or  Intravenously.-  10  to 
50  mg  4 times  daily.  Start  with  low  doses,  increasing  with  patient 
under  close  observation  until  optimal  dosage  (as  determined  by 
appearance  of  flushing)  is  established.  Keeping  patient  warm 
will  often  increase  effectiveness  of  drug. 

Supplied  Tablets,  25  mg  (white,  scored);  bottles  of  100  and  1000. 
Lontobs,  80  mg  (bright  yellow);  bottles  of  100.  Multiple-dose 
Vials,  10  ml,  each  ml  containing  25  mg  tolazoline  hydrochloride, 
0.65%  sodium  citrate,  0.65%  tartaric  acid,  and  0.5%  chlorobutanol 
as  preservative  in  water;  cartons  of  1. 

Lontabs®  (long-acting  tablets  CIBA) 

Consult  complete  literature  before  prescribing.  j/sesj 

CIBA  Pharmaceutical  Company,  Summit,  N.J.  CIBA 


! 


& 

1 

£ 

I 

l 

I 

I 

I 

C 

§ 


I 

I 

I 


948 

Xorthwest  Medicine,  October,  1968 


You  know  the  patient  who  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP  ® Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP"  Ty-Med"  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Med®  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage:  One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision,  dry 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  levels. 

Precautions:  Administer  with 
caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrain- 
dicated in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hyper- 
sensitivity to  any  of  the  ingredients. 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 

How  supplied:  Available  in 
bottles  of  100  and  1000  tablets. 


BRAND  OF  PHENOBARBITAL  AND  BELLADONNA  EXTRACT 


HAACK  LABORATORIES.  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPANY 
PORTLAND,  OREGON  97208 


He  isn’t  burdened 
by  his  hypertension 
or  his  therapy... 


Butiserpazide  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
reserpine  formula;  it  supplements  it  with  the  mildly 
sedative  effect  of  Butisol  (butabarbital). 

Clinical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure1 ...  at  times  below  the  levels 
attained  with  previous  therapy2;  (2)  “striking”  im- 
provement in  such  symptoms  as  headache,  nervous- 


ness, palpitation  and  dizziness2;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”2 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility. 

Are  there  any  hypertensives  in  your  practice  who 
might  find  life  a little  pleasanter  on  Butiserpazide? 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  child-bearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide  — May  induce  electrolyte  imbalance;  when  used  with 
digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insuffi- 
ciency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease.  Ad- 
verse Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps, 
nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  headache, 
dehydration,  skin  rash,  "hangover,”  systemic  disturbances,  diarrhea,  itching, 
vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xanthopsia, 


purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic  anemia, 
anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by  alcohol, 
barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion,  increased 
intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely  atypical 
Parkinsonian  syndrome,  central  nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of  mouth, 
syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido.  Usual 
Adult  Dosage:  Butiserpazide®-25  or  Butiserpazide®-50:  1 tablet  daily  or 
b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  //we/7.  References:  1.  Johnson,  H.  J.,  Jr.: 
Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazide-25 

Prestabs®*  Tablets  B 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide:50 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEIL ) 


McNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 
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continued  from  page  945 

Supreme  Court  Did  Not  Waive 
Privilege 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

In  accordance  with  telephone  conversation  of 
Thursday,  September  26,  I have  informed  you  and 
have  requested  you  to  inform  the  members  of  the 
medical  profession  of  a grievous  error  appearing 
in  some  of  the  public  media. 

One  or  more  of  the  Seattle  newspapers  and  one 
or  more  of  the  Seattle  radio  and  TV  media  have 
stated  that  the  Supreme  Court  of  the  State  of 
Washington  has  held  that  an  injured  person  waives 
medical  privilege  by  the  commencement  of  a law- 
suit and  that  accordingly  the  testimony  of  a treating 
doctor  could  be  taken  at  any  time  by  the  defense, 
once  the  patient  has  brought  a suit  against  the 
alleged  wrongdoer. 

The  press  media  in  so  reporting  were  in  error. 

Quite  to  the  contrary,  the  Supreme  Court  of  the 
State  of  Washington  has  held  very  clearly  and 
unmistakably  that  the  privilege  is  not  waived  by 
the  commencement  of  a suit  alone  and  that  there 
is  no  right  simply  because  of  the  commencement 
of  the  suit  for  a doctor  to  make  disclosures  in  vio- 
lation of  the  statutes  and  other  ethical  considera- 
tions. 

I am  supplying  you  at  this  time  with  a copy  of 
the  Supreme  Court’s  opinion  in  the  hearing  of  the 
combined  cases  of  Phipps  v.  Sasser  and  Ashurst  u. 
Williams,  to  which  you  may  refer  or  members  of 
your  profession  may  refer  if  they  desire. 

Meanwhile,  I believe  that  it  would  be  most  un- 
fortunate if  physicians  make  disclosures  by  depo- 
sition or  otherwise  without  the  specific  consent  of 
their  patients,  which  might  embroil  them,  the  doc- 
tors, in  an  action  for  damages  for  wrongful  vio- 
lation of  the  physician-patient  relationship. 

Accordingly,  we  think  you  will  do  your  profession 
a great  service  by  calling  attention  to  the  erroneous 
interpretation. 

Yours  very  truly, 

LEON  L.  WOLFSTONE,  J.D. 

Copy  of  the  decision  is  on  file  in  the  publication 
office.  Photocopies  of  significant  portions  of  the  doc- 
ument will  he  supplied  upon  request— Ed. 


BOOKS 

RECEIVED:  The  following  book  has  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

Textbook  of  Microbiology.  By  William  Burrows,  Ph.D. 
With  a chapter  on  Bacterial  Metabolism  by  James  William 
Moulder,  Ph.D.,  a chapter  on  Medical  Parasitology  by 
Robert  Murdoch  Lewert,  Sc.D.,  and  a chapter  on  Medical 
Mycology  by  John  Willard  Rippon,  Ph.D.,  19th  Edition. 
974  pp.  Illustrated.  Price  $21.00.  W.  B.  Saunders  Co..  Phila- 
delphia, Pa.  1968 
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NOTES 


Wage  and  salary  workers  in  the  Pacific  Northwest  total 
2,166,800,  up  57,900  for  a year  ago,  according  to  Elliot 
Marple's  Business  Roundup. 

Long-term  patient  care  service  will  be  studied  in  Wash- 
ington, under  a grant  from  The  W.  K.  Kellogg  Foundation. 

The  three  year  program  is  aimed  at  improving  the  care  for 
periods  of  two  to  six  weeks  following  discharge  from,  "acute 
hospitalization."  Study  will  be  conducted  by  Washington 
State  Hospital  Education  and  Research  Foundation. 

The  National  Society  for  Prevention  of  Blindness  re- 
ports that  167,000  school  children  suffered  eye  injuries 
during  the  past  year  and  that  12,622,000  school  children 
need  some  form  of  eye  care.  Most  of  the  eye  injuries 
occurring  in  school  laboratories  and  workshops  can  be  pre- 
vented but  only  27  states  have  laws  requiring  students  and 
instructors  to  use  eye  protection  equipment. 

Carriers  of  radioactivity  will  be  listed  in  the  Na- 
tional Plutonium  Registry,  recently  established  at  Richland, 
Washington.  Purpose  is  to  maintain,  in  one  place,  records 
of  all  persons  who  carry  minute  quantities  of  plutonium  or 
other  radioactive  materials  heavier  than  uranium.  No  un- 
desirable effects  have  been  reported  but  there  are  no  data 
on  long-term  effects.  Health  records  of  every  registered 
carrier  will  be  followed  to  determine  effects  on  the  car- 
rier. Radiation  emitted  by  the  carried  material  is  said  not 
to  be  hazardous  to  others. 


At  least  seventeen  bills  of  medical  interest  were 
awaiting  action  in  the  Congress  at  the  end  of  September  and 
one  had  passed.  The  Health  Manpower  Act  of  1968  is  Public 
Law  90-490.  It  extends  programs  for  medical  education,  and 
education  in  the  allied  health  professions,  and  extends 
support  for  construction  of  health  research  facilities. 
Pending  bills  include  radiation  control,  humane  treatment 
of  laboratory  animals,  standards  for  medical  devices,  dan- 
gerous drug  penalty  amendments,  extension  of  Regional 
Medical  Programs,  medical  restraint  of  trade,  occupational 
safety,  establishment  of  a commission  on  transplantation 
and  artificial  organs,  water  quality  improvement,  a child 
health  act,  and  others. 

Hospital  patients  get  the  wrong  dose  or  the  wrong 
medication  16  per  cent  of  the  time,  according  to  two  sepa- 
rate national  surveys.  Check  the  number  of  steps  involved 
in  getting  the  order  to  the  hospital  pharmacy  and  back  to 
delivery  at  the  bedside  and  you'll  find  a surprising  number 
of  places  for  error. 

Primary  pulmonary  sporotrichosis,  resulting  from  ex- 
posure to  sphagnum  moss,  was  reported  by  McCain  and  Buell 
in  the  Illinois  Medical  Journal  for  September.  The  patient 
had  a positive  tuberculin  test  and  was  treated  for  tubercu- 
losis although  all  sputum  cultures  were  negative.  Two-and- 
a-half-years  after  the  original  diagnosis,  and  after  only 
partial  clearing  of  lung  lesions,  a culture  of  Sporotrichum 
shenkii  was  obtained. 


National  Family  Health  Week,  as  established  by  the 
Congress,  will  be  observed  November  17-23. 


H.L.H. 
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When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.® 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
ndial overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection— nystatin  to 
help  prevent  monilial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion  consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial infections.  Contraindications : The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components.  Warnings: 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs. 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
® actions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline HC1  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.F.  S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 


BRISTOL 


954 

Northwest  Medicine,  October,  1968 


"Mans  best  f riend"in  wintertime  diarrheas 


In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(as  in  Don  natal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 

recommendation.  A.  H Robins  Company,  Richmond,  Va .23220 


/I4f  ROBINS 


*1  * 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1 .4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


/I'H'OOBINS 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 


for  prescribing  Mellaril 

* (Thioridazine  HC1) 


effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System— 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 
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Mellaril* 

(Thioridazine  HC1) 
25  mg.t.i.d. 


for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


A 


SANDOZ  SANDOZ  PHARMACEUTICALS,  HANOVER,  N.J.  68-169 


You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 


Your  experience  has  shown  that  H.  influenzae  and 
D.  pneumoniae  are  commonly  implicated  in  acute 
bronchitis.  And  DECLOMYCIN  is  effective  against 
these  organisms.  Although  some  strains  may  resist 
its  action,  and  other  organisms  may  also  be 
involved,  sensitivity  testing  will  prove  the 
usefulness  of  DECLOMYCIN. 

You  know,  too,  that  DECLOMYCIN  provides  rapid, 
high  and  prolonged  activity  levels  in  both  serum 
and  tissue. 

Dosage  is  convenient  — 300  mg  b.i.d.  or 
150  mg  q.i.d. 


.*■ 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — Ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  — maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney- rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions- urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth  - dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  during  the  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetra- 
cycline may  form  a stable  calcium  complex  in  any  bone-forming  tissue 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg.;  Tablets:  film  coated,  300 
mg.,  150  mg.  and  75  mg.  of  demethylchlor- 
tetracycline HCI.  393-8 
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EDITORIAL 

Place  for  the  Major  Effort  in  Highway  Safety 


Nowhere  is  there  greater  opportunity  for 
medical  leadership  than  in  the  field  of  auto- 
motive safety.  Those  who  created  the  auto- 
mobile made  a tremendous  contribution  to 
general  economic  welfare  but,  without  realizing 
it,  created  an  equally  tremendous  medical  prob- 
lem. They  are  not  qualified  to  offer  solutions. 
Neither  are  lawyers,  policemen,  the  clergy, 
social  workers,  news  media,  labor  unions  or 
highway  builders— yet  each  must  have  a part. 
The  major  problem  is  medical,  and  medical 
leadership  can  solve  it. 

Few  medical  problems  have  had  less  atten- 
tion, and  poorer  handling,  than  the  problem 
created  by  the  automobile.  No  solution  offered 
has  solved  very  much,  probably  because  a com- 
plex problem  demands  a complex  approach,  and 
most  of  the  solutions  offered  have  been  simple. 
They  have  been  based  largely  on  what  Haddon 
has  called  the  traditional  wisdom— ways  of  think- 
ing that  were  in  vogue  before  the  scientific 
method  was  developed.  Most  of  the  ideas  de- 
veloped out  of  traditional  wisdom  are  erroneous. 

An  example  is  the  almost  universally  em- 
braced idea  that  speed  causes  crashes,  and  that 
it  is  the  major  cause  of  death  and  injury  on 
the  highway.  It  grew  out  of  the  fact,  first  ob- 
served nearly  70  years  ago,  that  transportation 
by  automobile  was  more  swift  than  that  by 
horse  and  buggy.  And  automobiles  started 
killing  people  soon  after  they  were  developed. 
The  obvious  conclusion,  based  on  traditional 
wisdom,  was  that  speed  was  the  killer.  It  was 
not,  and  it  is  not.  But  the  idea  is  deeply  in- 
grained in  most  minds  and  is  extremely  difficult 
to  erradicate. 

The  result  of  traditional  wisdom  has  been  that 
for  decades  we  have  failed  to  apply  the  scien- 
tific method  and  have  missed  the  opportunity 
to  combat  the  really  important  causes  of  auto- 
mobile crashes.  Speed  does  not  cause  accidents. 
Most  automobiles  made  today  can  achieve 
speeds  of  more  than  100  miles  per  hour.  Let 
one  driver  take  one  automobile  onto  the  track 
at  Indianapolis  and  he  will  be  able  to  drive  it 
at  over  100  miles  an  hour  for  hours  on  end.  His 
speed  will  not  kill  or  injure  him.  Put  a second 
car  on  the  track,  driven  erratically,  and  a kill- 


ing crash  might  occur— but  it  would  not  be 
caused  by  speed.  No  process  of  logic  can  make 
it  so.  There  is  no  logic  in  the  statement  that 
speed  kills. 

Apply  the  scientific  method  to  the  automobile 
problem,  and  what  do  we  find?  The  first  and 
most  obvious  finding  is  that  the  problem  is 
extremely  complex.  There  are  no  simple  solu- 
tions. In  other  words  the  only  scientific  con- 
clusion, so  frequently  the  best  scientific  con- 
clusion, is  that  not  very  much  is  known.  In 
still  other  words,  this  merely  means  that  re- 
search is  needed. 

But  one  solid,  proven,  undeniable  fact  does 
emerge  and  that  is  that  the  effects  of  alcohol 
produce  the  greatest  number  of  crashes  and 
cause  the  greatest  loss  of  life.  This  is  an  impor- 
tant departure  from  the  traditional  wisdom.  And 
it  opens  the  door  for  medical  leadership. 

There  are  many  other  factors  whose  relative 
significance  is  yet  unknown.  Careful  work,  by 
investigators  who  can  rid  themselves  of  as- 
sumptions, will  put  each  factor  in  its  proper 
place.  But,  for  the  present,  the  greatest  yield, 
in  lives  saved  and  injuries  prevented,  will  be 
obtained  by  acting  on  the  knowledge  already 
available.  The  most  important  medical  problem 
today  is  the  problem  of  the  effects  of  alcohol 
on  driving  performance. 

This  does  not  mean  that  the  use  of  alcohol 
should  be  opposed,  or  that  physicians  should 
become  policemen.  It  does  mean  that  phy- 
sicians must  become  teachers  and  leaders.  It 
means  that  physcians  must  assist  enforcement 
officers  in  their  efforts  to  take  drunken  drivers 
off  the  highways,  and  assist  the  judges  who  must 
keep  habitual  users  from  returning  to  the  high- 
ways. It  means  that  the  public  must  be  told 
what  moderate  drinking  is  and  what  immoderate 
drinking  does. 

There  will  be  other  factors  to  be  explained, 
as  they  are  identified.  But,  for  the  present, 
it  is  necessary  to  concentrate  on  the  importance 
of  alcohol  as  revealed  by  the  scientific  method. 
And  to  eliminate  the  assumptions  stemming 
from  the  traditional  wisdom.  Nowhere  is  there 
greater  opportunity  for  leadership.  ■ 

H.L.H. 
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a stuffy  nose 
is  no 

laughing  matter 


Trademark 


Ornade 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansulee  Capsules 

brand  of  sustained  release  capsules 

each  one  can 
give  him  all-day 
or  all-night  relief 
of  nasal  congestion 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
or  bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy  Use  in  pregnancy,  nursing 
mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against 
possible  hazards. 

A/o/e.'The  iodine  in  isopropamide  iodide  may 
alter  PBI  test  results  and  will  suppress  I151 
uptake;  discontinue  ‘Ornade’  one  week  before 
these  tests. 


Ad  verse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  adverse  reactions 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  incoordination,  tremor, 
difficulty  in  urination.  Thrombocytopenia, 
leukopenia  and  convulsions  have  been  reported. 
Supplied  : Bottles  of  50  capsules. 


,/m 

'§  ' 

« 


Smith  Kline  & French,  Laboratories 


962 

Northwest  Medicine,  October,  1968 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed- circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York,  N.Y.  10017 


It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


dependable  oral  penicillin  therapy  V-Cillin  K , Pediatric 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200.000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [<142567»1 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Multiple  Myeloma  Presenting  as  Acute  Renal  Failure 


Problems  Encountered  in  Diagnosis 


E.  J.  BARDANA,  M.  D.  / W.  M.  BENNETT,  M.D./G.  A.  PORTER,  M.D., 
Portland,  Oregon 


Initial  manifestation  of  disease  in  a patient  with  multple  myeloma  and 
associated  hypercalcemia  was  acute  renal  failure.  The  patient  succumbed  despite 
dialysis  and  treatment  with  azathioprine  and  steroids.  The  necropsy  showed 
some  improvement  in.  the  histopathology  of  the  kidney  compared  to  a previous 
biopsy.  Recent  evidence  suggests  that  acute  renal  failure  of  myeloma  is  a poten- 
tially reversible  lesion  and  thus  merits  consideration  in  any  patient  with  anuria 
without  evident  cause. 


Although  chronic  renal  in- 
sufficiency is  common  in 
advanced  myelomatosis,  acute 
renal  failure  is  rare  as  the  initial 
presentation.  In  most  of  these 
cases,  the  diagnosis  of  myeloma 
has  been  established  before  renal 
disease  occurs,  or  there  are  asso- 
ciated symptoms  suggesting  the 
diagnosis,  i.e.  bone  pain.  We 
present  a case  in  which  acute 
renal  failure  and  hypercalcemia 
were  the  initial  manifestations 
of  the  disease.  Clues  to  the  clin- 
ical diagnosis  and  the  mechan- 
isms of  renal  failure  are  dis- 
cussed. 

CASE  REPORT 

The  patient,  a 39-year-old  white 
woman  was  in  good  health  until 
two  months  before  admission  April 
7,  1967,  when  she  developed  poly- 
dipsia, polyuria,  and  a frontal 


From  the  Renal  Laboratory,  Division  of 
Cardiovascular-Renal  Disease.  Depart- 
ment of  Medicine,  University  of  Oregon 
Medical  School,  Portland,  Oregon. 
Supported  in  part  by  Cardiovsacular 
Clinical  Research  Center  Grant  HE 
06336,  from  the  National  Heart  Insti- 


headache.  These  symptoms  abated, 
but  two  weeks  prior  to  admission, 
she  noted  easy  fatiguability,  nausea 
and  vomiting.  Five  days  prior  to 
admission  she  noted  diminished 
urine  volume  and  was  admitted  to 
a local  hospital.  There  was  no 
history  of  previous  renal  disorder, 
streptococcal  infection,  or  ingestion 
of  toxic  agents.  Blood  pressure  was 
recorded  as  142/76  and  urinary 
outputs  were  less  than  500  cc 
daily.  Laboratory  data  included  a 
hemoglobin  9.7  gm.  sedimentation 
rate  103  mm  in  45  minutes,  urine 
specific  gravity  1.009  with  trace 
of  protein,  and  occasional  WBC 
and  RBC  in  the  urine.  Serum 
creatinine  was  11  mg  per  100  ml, 
blood  urea  nitrogen  132  mg  per 
100  ml,  serum  phosphate  9 mg 
per  100  ml.  Several  determina- 
tions of  serum  calcium  ranged  be- 
tween 12  and  14  mg.  The  patient 
was  transferred  to  the  University 
of  Oregon  Medical  Center  with  a 
presumptive  diagnosis  of  acute 
renal  failure  secondary  to  hyper- 
parathyroidism. 

At  the  time  of  admission  the 


tute,  National  Institutes  of  Health,  U.S. 
Public  Health  Service. 

Dr.  Bardana  is  recipient  of  an  Allergy 
Foundation  of  America  Training  Grant. 
Dr.  Porter  is  recipient  of  U.S.  Public 
Health  Service  Career  Development 
Award  GM  18822. 


patient  was  alert,  but  appeared 
chronically  ill.  Blood  pressure  was 
150/86,  pulse  90,  temperature 
98.4.  There  was  an  early  band 
keratopathy  in  the  superficial  cor- 
neal layer  by  slit  lamp  examina- 
tion. Other  than  a moderate 
dorsokyphoscoliosis,  the  physical 
examination  was  normal. 

Studies  showed  hematocrit  of 
24,  WBC  8,316  with  normal  dif- 
ferential. Sedimentation  rate  was 
98  mm  in  45  minutes.  Urinalysis 
on  repeated  occasions  had  a spe- 
cific gravity  of  less  than  1.010,  3 + 
proteinuria,  occasional  WBC  and 
50-100  RBC/HPF.  No  RBC  casts 
were  seen.  Bence-Jones  protein- 
uria was  not  present.  Serum  so- 
dium was  136  mEq,  potassium 
6 mEq,  chloride  102  mEq  and  bi- 
carbonate of  10  mEq.  Serum  cal- 
cium was  above  13  mg  on  at  least 
five  determinations  with  a range 
of  11.0  to  13.5  mg.  Phosphate  was 

9.2  mg,  alkaline  phosphatase  was 
consistently  normal  between  7.0 
and  9.0  KA  units.  Blood  urea 
nitrogen  was  150  mg,  creatinine 
18.6  mg,  uric  acid  10.8  mg,  uri- 
nary electrolytes  in  420  cc  of  urine 
excreted  the  first  day  in  hospital 
were  chlorides  23  mEq,  sodium 
36.8  mEq,  and  potassium  13.9 
mEq.  Creatinine  clearance  was  1 
ml/min.  Total  serum  protein  was 

7.2  gm  with  4.2  gm  albumin  and 
3.0  gm  globulin.  Cellulose  electro- 
phoresis was  as  follows:  albumin 
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Fig.  1.  Histologic  section  of  the  right  kidney.  Percutaneous  renal  biopsy 
taken  April,  1967,  shows  moderate  degeneration  of  tubular  cells  with  tubules 
containing  dense  acidophilic  material.  A diffuse  monocytic  infiltrate  is  seen 
within  the  interstitial  tissue  (x333). 


Fig.  2.  Histologic  section  of  the  right  kidney.  Autopsy  performed  July,  1967, 
shows  a marked  decrease  in  the  number  of  proteinaceous  casts  in  the  tubules. 
Tubular  cells  show  advanced  degenerative  changes.  Prominent  increase  in 
fibrous  tissue  (x333l. 


55  per  cent,  alpha-1  6 per  cent, 
alpha-2  15  per  cent,  beta  11  per 
cent,  gamma  13  per  cent.  Bone 
marrow  showed  a total  nucleated 
count  of  24,000  with  normal  granu- 
locytic, erythrocytic  and  mega- 
karvocytic  elements.  There  was  a 
slightly  increased  number  of  nor- 
mal plasma  cells. 

Chest,  KUB,  hand,  foot  and  me- 
tastatic bone  survey  radiograms 
were  normal.  Cystoscopy  and 
retrograde  pvelograms  were  nor- 
mal. Several  urine  cultures  were 
negative.  Percutaneous  renal  bi- 
opsy, performed  on  the  13th  hos- 
pital day,  showed  some  hyaline 
thickening  of  the  capillary  glom- 
erular membrane.  Scattered  glom- 
eruli were  undergoing  hyalinzation 
and  fibrosis.  Many  of  the  tubules 
throughout  the  specimen  con- 
tained dense  eosinophilic  material 
with  moderate  degeneration  of 
tubular  cells.  Within  the  renal 
interstitial  tissue  there  was  diffuse 
and  focal  infiltrate  of  lymphocytes 
and  histiocytes.  This  was  thought 
to  be  most  compatible  with  multi- 
ple myeloma,  Figure  1. 

Soon  after  admission  the  pa- 
tient’s urinary  output  fell  to  less 
than  100  cc  daily.  Peritoneal  di- 
alysis was  started  on  her  fourth 
hospital  day  and  continued  inter- 
mittently until  the  93rd  hospital 
day  (a  total  of  12  dialyses).  Sub- 
sequent chest  x-rays  showed  radio- 
lucent  lesions  in  the  head  of  the 
right  humerus  compatible  with 
mvelomatous  infiltrates.  Studies 
done  by  Richard  Lerner  at  The 
Seripps  Clinic  and  Research  Foun- 
dation for  circulating  antirenal 
antibodies  were  negative. 

She  was  given  azathioprine  75 
mg  daily  for  two  days,  tapering 
to  50  mg  for  an  additional  two 
weeks  because  of  impaired  renal 
function.  Prednisone  was  started 
and  maintained  at  a dose  of  60 
mg  daily  for  the  same  period.  This 
treatment  failed  to  affect  the 
course  of  her  disease,  and  in  fact, 
she  developed  increasing  lethargy, 
headache,  blurred  vision,  multiple 
retinal  hemorrhages  and  a rise  in 
blood  pressure  to  230/140.  On 
her  38th  hospital  day  she  de- 
veloped massive  gastrointestinal 
hemorrhage,  and  bilateral  throm- 
bophlebitis with  clinical  evidence 
of  pulmonary  emboli,  necessitating 
cessation  of  both  steroids  and 
azathioprine.  At  no  time  in  her 
clinical  course  did  she  complain 
of  bone  pain.  Supportive  care  was 
given  but  because  of  the  hopeless- 
ness of  the  patient’s  condition, 


dialysis  was  discontinued  and  she 
died,  anuric,  July  22,  1967. 

Necropsy  findings  included  large 
kidneys  (right:  280  gm,  left,  330 
gm)  that  were  rubbery-firm  with 
a smooth,  thin  capsule.  Renal  his- 
topathology  showed  a definite  in- 
crease in  fibrous  tissue  and  a 
marked  loss  in  the  number  of 
glomeruli.  In  comparison  to  the 
tissue  obtained  by  renal  biopsy, 
the  necropsy  tissue  showed  a 
greater  number  of  glomeruli  as 
well  as  fewer  proteinaceous  casts, 


Figure  2.  Amyloid  material  was 
not  present.  The  parathyroid 
glands  were  normal.  Sections  of 
the  right  lung  revealed  an  area 
of  infarction  with  calcium  deposi- 
tion confined  to  the  peripheral 
regions  of  the  infarction.  In  an 
imprint  of  bone  marrow  taken 
from  the  head  of  the  right  hu- 
merus, plasma  cells  accounted  for 
60  per  cent  of  the  cells  present. 
Over  half  of  these  plasma  cells 
were  atypical  with  double  nuclei, 
diagnostic  of  multiple  myeloma. 
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discussion 


TABLE  1 


Factors  in  Pathogenesis  of  Renal  Disease  in  Myeloma 

1.  Mechanical  obstruction  of  Henle’s  loop  as  well  as  proximal 
convoluted  tubules  by  Bence-Jones  protein. 

2.  Impaired  tubular  function  by  reabsorption  of  Bence-Jones 
protein  into  tubular  epithelium. 

3.  Glomerular  epithelial,  endothelial,  and  mesangial  abnormalities 
of  proteinuric  state.  Rarely  slight  thickening  of  basement 
membrane. 

4.  Metabolic  acidosis  and  water  depletion  which  predispose  to 
precipitation  of  Bence-Jones  protein. 

5.  Acute  and  chronic  pyelonephritis. 

6.  Paramyloid  deposition  in  renal  vessels. 

7.  Nephrocalcinosis  and  renal  calculi. 

8.  Direct  myeloma  cell  infiltration  of  the  kidney. 

9.  Uric  acid  nephropathy. 

10.  Hyperviscosity  state. 


The  patient  presented  with 
renal  failure  of  short  duration 
and  uncertain  etiology.  The 
differential  diagnosis  revolved 
around  hypercalcemia  in  the 
face  of  metabolic  acidosis  and 
azotemia.  Renal  failure  asso- 
ciated with  hyperparathyroid- 
ism is  characterized  by  an  in- 
sidious onset,  hyposthenuria  and 
minimal  proteinuria.  There  is 
usually  an  associated  symptom 
complex  of  intractable  nausea, 
vomiting,  drowsiness,  progress- 
ing to  stupor  and  coma.  Throm- 
bosed vessels  are  frequently 
noted.  With  elevated  serum  cal- 
cium, serum  phosphorus  has 
been  reported  as  low  as  2.1  and 
as  high  as  6.3  mg  per  100  ml. 
Alkaline  phosphatase  is  usually 
elevated  in  hyperparathyroidism 
with  skeletal  involvement,  with 
exception  of  some  isolated  case 
reports.1  Roentgenograms  often 
reveal  nephrocalcinosis  or  renal 
calculi,  or  both,  as  well  as 
typical  changes  in  the  bones  of 
the  hands,  feet  and  absence  of 
the  lamina  dura.  Renal  biopsy 
obtained  in  this  patient  was  not 
compatible  with  hypercalcemic 
nephropathy.  Secondary  para- 
thyroid hyperplasia  of  long 
standing  renal  failure  is  ex- 
cluded by  the  short  course  of 
the  patient’s  illness. 

Several  diagnostic  clues  sup- 
porting the  diagnosis  of  multiple 
myeloma  were  evident,  e.g.  ac- 
celerated sedimentation  rate, 
hypercalcemia  in  the  absence  of 
other  evidence  of  hyperpara- 
thyroidism and  typical  skeletal 
lesions.  Certain  classical  find- 
ings were  absent,  i.e.  increased 
serum  globulins  and  Bence- 
Jones  proteinuria.  Serum  elec- 
trophoresis showed  only  ele- 
vated alpha-2  globulins  consis- 
tent with  renal  failure.  In  a 
review  of  310  patients  with 


myelomas,  Nordenson  found  10 
per  cent  of  cases  had  normal 
serum  proteins  and  electro- 
phoretic patterns.  Moreover, 
these  were  usually  cases  with  a 
predominance  of  mature  plasma 
cells  rather  than  immature 
forms  ( mature  myelomatosis ) . 
Although  proteinuria  was  com- 
mon (87  per  cent),  only  22  per 
cent  of  Nordenson’s  series  had 
Bence-Jones  protein  in  the 
urine.2  Others  have  noted 
Bence-Jones  proteinuria  in  60 
per  cent  of  myeloma  cases.3  Pa- 
tients with  documented  multi- 
ple myeloma  rarely  show  hvper- 
betaglobulinemia,  and  hvper- 
alphaglobulinemia  is  even  less 
frequent.4  Minute  quantities  of 
abnormal  proteins  in  the  urine 
and  plasma  may  be  identified 
with  newer  immunoeleetropho- 
retic  techniques  before  hyper- 
globulinemia  occurs.5 

Hypercalcemia  has  been  re- 
ported in  20  to  50  per  cent  of 
cases  of  multiple  myeloma." 
Metastatic  calcinosis  is  not  in- 
frequent in  cases  with  elevated 
serum  calcium. 

In  a study  of  44  cases  of  os- 
seous myeloma  reviewed  by 
Rychewaert  and  associates,  31 
patients  had  demonstrated  renal 
insufficiency,  and  almost  half  of 
these  manifested  hypercalcemia.7 


Three  of  the  14  patients  with 
hypercalcemia  were  studied 
with  45Ca.  From  the  results, 
these  authors  concluded  that  the 
major  defect  in  calcium  metab- 
olism in  myeloma  was  decreased 
bone  accretion  rather  than  in- 
creased resorption  of  bone  cal- 
cium. Serum  phosphorus  did 
not  correlate  with  hypercalcemia 
in  their  study.  With  the  advent 
of  overt  renal  failure,  phospho- 
rus usually  rose  to  levels  higher 
than  encountered  in  hyperpara- 
thyroidism. 

In  our  patient,  the  typical 
punched-out,  sharp  edged  bone 
lesions  ultimately  found  after 
several  roentgenograms  were 
asymptomatic.  Bone  lesions  in 
myeloma  can  be  solitary,  and 
in  such  patients,  random  bone 
marrow  examination  from  an- 
other site  may  not  reveal  typical 
myeloma  cells.  About  10  to  15 
per  cent  of  myeloma  patients 
will  have  no  demonstrable  bone 
lesions  at  any  time,  and  25  per 
cent  have  diffuse  lesions  re- 
sembling osteoporosis.4 

Acute  renal  failure  has  been 
described  in  some  30  cases  of 
multiple  myeloma,  mostly  in  the 
last  decade.*-12  There  are  a mul- 
tiplicity of  factors  which  may 
play  a role,  Table  1,  and  the  clin- 
ical presentation  of  renal  disease 


967 

Northwest  Medicine,  October,  1968 


may  be  quite  varied. 1:1  For  many 
years,  the  contrast  medium  of 
pyelography  was  thought  to  be 
a major  cause  of  acute  renal 
failure  in  myeloma.910  Recent 
studies  suggest  that  the  water 
deprivation  commonly  used  to 
prepare  patients  for  pyelography 
is  a more  likely  offending  factor 
than  the  contrast  medium.14 
There  does  appear  to  be  some 
indirect  evidence  that  factors 
lowering  the  glomerular  filtra- 
tion rate  may  contribute  to  the 
precipitation  of  anuria  in  my- 
eloma; this  is  especially  so  if  the 
insult  is  superimposed  on  gastro- 
intestinal fluid  losses. 

Although  renal  biopsy  may 
suggest  the  diagnosis  of  myel- 
oma, the  proteinaceous  casts, 
crystalline  deposits  in  the  tub- 
ules and  altered  glomerular 
histology  do  not  appear  more 
extensive  or  different  from 
pathologic  kidneys  in  which 
myeloma  is  not  present.1516  Thus, 
there  does  not  appear  to  be  any 
distinct  histologic  feature  in  the 
myeloma  kidney  that  can  be 
considered  pathognomonic.  In 


fact,  there  have  been  reported 
a number  of  myeloma  patients 
who  exhibited  renal  insufficien- 
cy without  pathologic  explana- 
tion.17 In  such  situations,  one 
wonders  whether  the  effects  of 
hyperviscosity  on  renal  circu- 
lation could  account  for  the  ab- 
sence of  any  histopathologic 
change.  It  has  been  demon- 
strated that  blood  with  high  vis- 
cosity is  ineffective  in  delivering 
oxygen  to  energy  requiring  sites 
of  active  sodium  transport  with- 
in the  kidney.18 

In  view  of  the  patient’s  ther- 
apy, speculation  on  the  reason 
for  the  difference  in  biopsy  and 
autopsy  histopathology  is  of 
interest.  It  is  tempting  to 
theorize  that  azathioprine  and 
steroids  had  some  effect  in  im- 
proving the  renal  disease.  In 
one  recent  report  of  myeloma 
with  acute  renal  failure,  the  pa- 
tient was  dialysed  and  treated 
with  melphalan  with  remarkable 
remission  for  one  year  only  to 
succumb  from  a nonrenal  cause. 
At  autopsy,  the  pathologic  ap- 
pearance of  the  kidneys  also 


indicated  considerable  improve- 
ment when  compared  to  an 
earlier  biopsy  specimen.  During 
the  twelve  months  after  dialysis 
abnormal  paraprotein  disap- 
peared from  the  blood  and  urine 
and  at  no  time  reappeared.  The 
authors  felt  that  attempts  to 
maintain  a dilute  alkaline  urine 
may  have  been  an  important 
factor  in  dissolution  of  protein 
casts.  The  findings  in  our  pa- 
tient, together  with  our  ex- 
perience that  myeloma  may 
present  initially  as  acute  renal 
failure,  should  alert  the  clinician 
to  the  possibility  of  what  may 
prove  to  be  a renal  lesion  re- 
versible by  utilizing  newer 
therapeutic  approaches.  ■ 

3181  S.W.  Sam  Jackson 
Park  Road  (97201) 
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Town  and  Gown  1968 


JAMES  H.  FOSTER,  M.D.,  Hartford,  Connecticut 


“A  man  should  share  the  action  and  pas- 
sion of  his  times  at  peril  of  being  judged 
not  to  have  lived.” 

—OLIVER  WENDELL  HOLMES 


.i- 


Dr.  Foster  is  director  of  the  Depart- 
ment of  Surgery,  Hartford  Hospital, 
Hartford,  Connecticut. 

From  an  address  given  to  the  Port- 
land Surgical  Society,  April  23,  1968. 


Throughout  recorded  history  there  has  been  waged  a pro- 
longed battle  between  the  academic  world  and  the  world  of  the 
marketplace.  The  aims  of  the  educator  will  always  conflict  in  some 
degree  with  those  of  the  practitioner.  This  disagreement  may  work 
in  favor  of  both  parties  while  the  antagonists  can  and  do  commu- 
nicate with  each  other  as  they  jockey  for  position.  When  the  edu- 
cator withdraws  to  his  ivory  tower  and  the  entrepreneur  neglects 
his  ties  to  the  academic  world,  however,  all  of  society  suffers.  In 
the  medical  profession,  the  battle  has  had  its  ups  and  downs. 

As  I look  at  what  is  happening  in  1968  it  seems  that  forces  out- 
side of  our  profession  have  entered  the  conflict  between  the  medical 
educator  and  medical  practitioner  and  are  rapidly  changing  the 
very  bases  of  this  conflict.  The  immediate  future  will  present  to  the 
medical  profession  an  unprecedented  challenge  and  opportunity 
that  we  may  or  may  not  measure  up  to.  The  conflict  between  town 
and  gown  is  the  first  problem  to  face  before  we  can  move  on  to 
the  somewhat  larger  problem  of  how  to  deliver  more  medical  care 
to  more  people. 

I shall  briefly  review  some  of  the  historical  reasons,  and  some 
of  the  continuing  reasons,  for  the  conflict  between  town  and  gown. 
Suggestions  for  possible  future  progress  will  be  made  following 
some  opinions  about  what  is  wrong  with  our  present  system.  These 
ideas  are  not  original  with  me,  but  I shall  present  a very  personal 
interpretation  of  some  of  the  facts  and  some  of  the  theories  pro- 
vided by  others. 
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Abraham  Flexner  started  the 
revolution  that  resulted  in 
our  present  system  of  medical 
education  in  1910  with  his  re- 
port “Medical  Education  in  the 
United  States  and  Canada.” 
Some  of  the  proprietory  schools 
of  medicine  were  doing  a very 
bad  job  and  Flexner  said  so.  His 
report  resulted  in  a marked  de- 
crease in  the  number  of  medical 
schools  in  this  country  and  shift- 
ed the  educational  emphasis 
from  practice  toward  science. 
This  shift  was  first  manifest  by 
the  employment  of  full  - time 
faculty  members  to  teach  the 
basic  medical  sciences.  How- 
ever, in  the  years  prior  to  World 
War  II  the  clinical  departments 
were  still  under  the  control  of 
practicing  physicians.  Initially 
much  of  this  control  was  in  the 
hands  of  general  practitioners, 
but  with  the  phenomenal  growth 
of  medical  specialties  after 
World  War  II,  the  generalists 
lost  even  this  battle.  However, 
as  they  lost  control  over  the 
medical  school,  they  gained 
overwhelming  control  of  organ- 
ized medicine,  and  the  political 
split  between  town  and  gown 
became  ever  wider. 

At  present,  I think  both  par- 
ties would  agree  that  the  med- 
ical schools  are  winning  the 
town-gown  battle.  Even  though 
he  may  be  treated  disdainfully 
as  an  “L.M.D.”  when  he  goes 
up  to  the  medical  school,  the 
practitioner  values  highly  his 
university  appointment.  He  ac- 
cords greater  respect  to  the  sci- 
entific achievements  of  his  col- 
leagues than  to  their  affluence 
or  to  their  volume  of  practice, 
once  again  supporting  the  fact 
that  Mr.  Flexner  knew  what  he 
was  talking  about.  Good  teach- 
ing programs  in  community  hos- 
pitals are  being  reduced  in 
number  while  those  in  univer- 


sities continue  to  expand. 

Practitioner  can't  teach— 
teacher  can't  practice 

The  practitioner  has  strong 
feelings  about  this  town-gown 
conflict.  He  resents  the  econom- 
ic competition  of  the  full-time 
man.  He  resents  the  free  adver- 
tising that  the  academic  surgeon 
gets  when  he  makes  a scientific 
discovery.  In  this  day  of  mass 
communications,  we  see  some 
academic  surgeon’s  or  physi- 
cian’s picture  in  every  magazine 
or  newspaper.  The  practitioner 
also  resents  his  loss  of  prestige 
and  his  loss  of  control  of  med- 
ical education. 

The  faculty  member  in  turn 
feels  that  the  practitioner  can’t 
meet  teaching  responsibilities 
because  of  the  duties  of  his  prac- 
tice. The  practitioner  is  too  in- 
terested in  the  art  and  not  the 
science  of  medicine  and  is  too 
resistant  to  change.  The  faculty 
member  decries  the  Neander- 
thal - like,  negative  approach, 
often  sponsored  by  the  Ameri- 
can Medical  Association,  state 
medical  societies,  and  their  po- 
litical action  committees,  to  any 
change  suggested  by  edu- 
cators or  society.  Yet  the  faculty 
member  is  unwilling  to  leave 
his  ivory  tower  and  fight  polit- 
ical battles  himself.. 

Perhaps  a classic  example  of 
the  town-gown  conflict  comes  in 
what  two  professors  of  surgery 
recently  described  to  me  as  the 
“July  first  syndrome.”  They 
feel  that  prior  to  July  1st  and 
the  finish  of  residency,  the  resi- 
dents are  sensible,  reasonable 
people  interested  in  teaching, 
academic  medicine,  and  science 
in  general.  On  July  1st  when 
they  graduate,  they  immediately 
have  a complete  change  of  per- 
sonality. They  resent  and  resist 
the  medical  school;  they  resent 


and  resist  the  use  of  private  pa- 
tients for  teaching.  They  think 
only  of  money,  politics,  and  how 
to  undermine  the  educational 
programs  of  the  medical  school. 

It  would  seem  from  all  of  this 
that  we  are  headed  for  a con- 
tinuing decline  in  town-gown 
relationships,  but  I don’t  think 
this  will  happen.  Several  re- 
cently introduced  factors  may 
contribute  to  an  improvement 
in  trends: 

1.  Many  young  practitioners 
coming  out  of  residencies 
are  superbly  trained  scien- 
tists who  would  like  to  com- 
bine practice  with  teaching 
and  research.  They  have 
been  trained  to  question  dog- 
ma and  they  represent  a tre- 
mendous potential  within 
the  “town”  that  can  be  uti- 
lized to  help  heal  the  wounds 
of  the  town-gown  conflict. 

2.  Because  of  television,  news- 
papers, and  other  news  me- 
dia, society  has  gotten  much 
more  sophisticated  about  the 
quality  of  medical  care  it  re- 
ceives. People  are  beginning 
to  know  a good  doctor  from 
a bad  one,  and  a good  hos- 
pital from  a poor  one.  The 
Ladies  Home  Journal  even 
puts  out  a ranking  list. 

3.  Many  commissions  have  been 
set  up  to  study  the  delivery 
of  health  care,  health  man- 
power, and  medical  educa- 
tion. All  of  the  resulting  re- 
ports stress  the  need  for  many 
drastic  changes,  but  two 
messages  relating  to  my  topic 
come  from  all  of  these  studies. 
The  first  says  that  post-grad- 
uate education  in  medicine 
should  be  closely  coordinated 
with  undergraduate  educa- 
tion under  the  overall  control 
of  universities.  The  second 
message  says  that  we  need 
more  practitioners  and  more 
efficient  use  of  those  that  we 
already  have.  It  implies  that 
the  university  must  become 
more  interested  in  commu- 
nity needs  and  must  make 
quantitative  and  qualitative 
changes  in  its  graduating 
classes  to  meet  these  needs. 
No  specific  mention  is  made 
of  town-gown  conflicts,  and 
it  seems  to  me  that  we  are 
being  told,  loudly  and  clear- 
ly, that  town  and  gown  had 
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better  get  together  and  speak 
for  the  whole  medical  pro- 
fession or  others  will  speak 
for  us. 

4.  Public  Law  89-97— the  So- 
cial Security  Act  that  in- 
cluded Titles  XVIII  and 
XIX  that  we  know  as  Medi- 
care and  Medicaid,  has 
changed  medical  practice  in 
many  ways.  I think  of  much 
greater  significance  are  Pub- 
lic Law  89-239  which  set  up 
the  Regional  Medical  Pro- 
grams as  a result  of  the  De 
Bakey  Report,  and  Public 
Law  89-749,  the  Compre- 
hensive Health  Planning  Act 
of  1966,  under  which  the 
governor  of  each  state  must 
designate  one  agency  as  the 
overall  state  health  planning 
body.  Again  the  message  is 
clear:  Coordination  and  re- 
gionalization of  health  activ- 


ities will  be  a cooperative 
activity  between  the  lay 
public,  the  universities,  and 
perhaps  the  medical  profes- 
sion—but  only  if  the  latter 
exhibits  some  flexibility. 

5.  Medical  students,  deans  and 
even  a professor  or  two 
have  changed  course  and  are 
now  quite  interested  in  work- 
ing on  community  projects. 
It  wasn’t  very  long  ago  that 
the  areas  of  greatest  interest 
for  professors  had  switched 
from  clinical  disease  to  phys- 
iology a n d biochemistry. 
Then  came  cellular  pathol- 
ogy, microbiology,  electron 
microscopy  and,  more  re- 
cently, molecular  biology 
culminating  in  the  huge  vol- 
ume of  work  on  DNA  and 
RNA.  Now  some  of  the  em- 
phasis has  shifted  back  to 
community  health  and  de- 
livery of  medical  care. 


All  of  the  reasons  mentioned 
above  are  important,  but  I sus- 
pect that  two  more  important 
and  very  basic  reasons  why  the 
medical  schools  now  look  out 
on  the  community  with  much 
warmer  eyes  are:  First,  the  em- 
phasis on  federal  spending  has 
changed  from  research  to  pa- 
tient care,  and  if  they  are  going 
to  continue  to  receive  the  fed- 
eral dollar,  the  universities  may 
have  to  assume  more  of  the  pa- 
tient care  burden.  Second,  the 
patient  classically  used  for 
teaching  in  the  past,  the  indi- 
gent patient  unable  to  afford 
private  medical  care,  has  dis- 
appeared. 


With  these  statements  as  a background,  where  do  we  go  from 
here?  What  should  be  the  relationship  of  the  medical  school  to 
the  practitioner  in  our  rapidly  changing  society? 


Before  making  some  sugges- 
tions about  possible  methods  for 
improving  town-gown  relation- 
ships, I should  like  to  express 
dogmatically  some  personal 
opinions  as  background  for  any 
recommendations  for  change. 

A.  WE  ARE  NOT  MEETING  THE 
MEDICAL  NEEDS  OF  THE  COM- 
MUNITY. 

Medical  care  is  now  a right 
rather  than  a privilege,  yet  many 
of  our  underprivileged  citizens 
are  sick  and  not  receiving  ade- 
quate care.  When  they  do  come 
to  the  hospital,  they  often  get 
second  class  care  both  in  univer- 
sity hospitals  and  community 
hospitals.  There  are  two  stand- 
ards. We  allow  residents  to 
operate  on  indigents  with  little 
supervision,  but  when  there  is  a 
fee  collectable,  we  often  decide 
that  the  resident  probably 
shouldn’t  handle  the  case  with- 
out careful  supervision.  In  this 
way  the  dollar  may  upgrade 
medical  care,  and  I think  the 


dollar  also  does  something  else. 
I have  been  impressed  that 
physicians,  surgeons,  and  other 
practitioners  in  a community 
hospital  get  along  with  each 
other  quite  well.  Perhaps  one  of 
the  reasons  they  do  not  fight  is 
because  they  have  a certain  eco- 
nomic interdependence.  Some- 
times in  a university  hospital, 
there  is  little  such  cooperation. 

B.  MOST  PRIVATE  HOSPITAL  RESI- 
DENCY PROGRAMS  ARE  POOR 

PROGRAMS. 

We  work  hard  at  them,  we 
defend  them  in  arguments,  but 
we  advise  our  sons  to  seek  a uni- 
versity appointment.  The  prop- 
er reasons  to  have  residency 
programs  at  community  hospi- 
tals are  that  they  should  provide 
a continuing  stimulus  to  educa- 
tion for  the  whole  staff  and  that 
they  should  provide  the  commu- 
nity with  a continuing  source  of 
physicians.  The  actual  reason 
that  many  community  hospitals 
have  residencies  is  because  the 


staff  feels  that  such  programs 
will  provide  prestige  and  hands 
to  do  the  scut  work.  Such  resi- 
dencies may  train  physicians  for 
service  in  India  and  the  Philip- 
pine Islands,  but  few  of  their 
graduates  stay  in  the  commu- 
nity. It  is  said  that  poor  pro- 
grams provide  poor  residents. 
This  is  a two  way  street  in  that 
poor  residents  cannot  be  given 
true  responsibility,  and,  without 
that,  they  have  a poor  program. 
I think  that  if  community  hos- 
pitals would  insist  upon  good 
people  they  might  have  good 
programs,  but  they  need  the 
hands,  they  need  the  numbers, 
they  accept  poor  residents,  but 
cannot  develop  good  programs. 

C.  WE  DO  TOO  MUCH  OF  OUR 

FIGHTING  WITH  EACH  OTHER. 

There  is  often  much  fighting 
between  the  hospital  adminis- 
tration and  the  medical  staff, 
and  between  town  and  gown, 
when  we  really  should  be  get- 
ting together  to  meet  the  much 
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larger  challenge  from  outside 
our  profession.  The  classic  ex- 
ample of  this  internal  bickering 
is  the  power  struggle  that  goes 
on  between  the  Association  of 
American  Medical  Colleges  and 
the  American  Medical  Associa- 
tion. Both  parties  are  frightened 
that  the  other  is  going  to  get 
some  sort  of  control  over  the  fu- 
ture, leaving  the  less  fortunate 
party  weakened. 

D.  THE  PRIMARY  INTEREST  OF 
MEDICAL  SCHOOLS  IS  TO  PRO- 
DUCE DOCTORS  TO  CARE  FOR 
PEOPLE  WITH  ILLNESSES. 

Most  medical  professors  feel 
successful  only  when  their  stu- 
dents become  professors  rather 
than  practitioners.  They  leave 
the  students  who  choose  prac- 
tice with  a nagging  feeling  that 
they  have  gone  astray.  Perhaps 
this  guilt  or  shame  contributes 
to  the  July  first  syndrome.  How- 
ever, most  medical  students  and 
most  house  officers  want  to 
spend  their  professional  careers 
treating  patients. 

E.  MOST  UNDERGRADUATE  MED- 
ICAL EDUCATION  SHOULD  BE 
SCIENTIFIC— MOST  PRACTICE  IS 
ART. 

Because  the  practitioner  is 
often  a poor  scientist,  he  should 
not  have  much  to  do  with  un- 
dergraduate teaching.  Because 
many  full-time  faculty  members 
are  poor  practitioners,  or  artists 
if  you  will,  they  would  do  well 
to  allow  some  practitioners  an 
important  role  in  postgraduate 
training.  Residencies  might 
profit  best,  therefore,  from  some 
happy  but  not  yet  achieved  com- 
bination of  the  teachings  of 
both  professors  and  practition- 
ers. 

F.  NO  USEFUL  PARTNERSHIP  BE- 
TWEEN TOWN  AND  GOWN  OR 
BETWEEN  A MEDICAL  SCHOOL 
AND  A COMMUNITY  HOSPITAL 
WILL  EVER  TAKE  PLACE  WHEN 


ONE  PARTNER  DOES  ALL  THE 
GIVING  AND  THE  OTHER  ALL 
THE  RECEIVING. 

If  the  community  hospital  can 
provide  a different  type  of  expe- 
rience, either  qualitative  or 
quantitaive,  and  if  this  experi- 
ence is  complemented  by  an 
emphasis  on  science  — the  edu- 


l should  like  to  tell  you  a lit- 
tle bit  about  what  is  being  done 
in  Connecticut.  Connecticut  is  a 
small  state  with  almost  three 
million  people.  There  is  a popu- 
lation belt  along  the  south  shore 
with  New  Haven  and  Yale  Med- 
ical School  as  its  center.  In  the 
less  populated  northern  half  of 
the  state,  Hartford,  the  largest 
city  in  the  state,  is  the  center  of 
medical  activity.  There  is  a new 
state  medical  school  opening  in 
the  Hartford  area  in  September, 
1968,  that  should  have  a tre- 
mendous influence  on  the  future. 
The  Regional  Medical  Program 
in  Connecticut  is  statewide  and 
its  planning  has  been  set  up  so 
that  everyone  is  talking  to  every- 
one else  as  they  never  have  in 
the  past.  This  program  is  spon- 
sored by  the  governor  and  the 
two  medical  schools.  Profes- 
sional hospital  staffs,  boards  of 
directors,  nursing  homes,  the 
department  of  health,  the  lay 
public,  the  universities  and 
many  others  are  assigned  to  sev- 
eral task  forces  that  are  trying 
to  decide  how  medical  educa- 
tion and  medical  care  should  be 
provided  in  the  future. 

faculty  shutout 

Yale  University,  theoretically 
in  control  of  the  southern  part 
of  the  state,  has  taken  a positive 


cation  al  goals  of  the  medical 
school  will  be  advanced  by  af- 
filiation with  community  hospi- 
tals. If  missionaries  from  the 
medical  school  come  to  the  com- 
munity hospital  at  regular  inter- 
vals to  lay  pearls  before  unchal- 
lenging swine,  not  much  will  be 
gained. 


and  aggressive  approach  to  the 
whole  situation  by  ignoring  or- 
ganized medicine  and  by  cap- 
turing their  patients.  They  have 
done  this  by  co-sponsoring,  with 
a union  group  in  New  Haven, 
development  of  a group  practice 
that  will  initially  have  30  doc- 
tors taking  care  of  30,000  pa- 
tients under  a comprehensive 
pre-paid  medical  plan.  The  doc- 
tors in  this  new  group  clinic  will 
all  have  faculty  appointments  at 
Yale.  They  will  have  their  own 
outpatient  clinic  building,  and 
their  inpatients  will  be  in  the 
Yale-New  Haven  Hospital.  They 
may  follow  their  patients  into 
the  hospital  and  care  for  them 
there  with  students,  interns,  and 
residents  assigned.  Yale  Univer- 
sity is  also  in  the  process  of 
setting  up  a comprehensive  pre- 
paid plan  for  the  university  fam- 
ily. This  may  involve  an  addi- 
tional group  of  50,000  to  60,000 
people  in  New  Haven.  Care  of 
these  patients  will  be  handled 
by  the  full-time  faculty  of  Yale 
Medical  School  and,  once  again, 
these  patients  will  be  used  in 
the  teaching  program. 

Of  course  the  medical  society 
is  up  in  arms.  They  have  fought 
these  plans  all  of  the  way  but 
to  no  avail.  The  State  Legisla- 
ture approved  a change  in  the 
law  allowing  formation  of  this 
local  union  sponsored  group  and, 


Given,  then,  the  basic  assumption  that  town  and  gown  must 
get  together  or  else  both  may  be  swallowed  up  by  a disillusioned 
public  who  has  lost  confidence  in  the  profession  and  wants  action, 
what  can  we  do? 
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although  the  organized  profes- 
sion of  medicine  has  objected 
very  loudly,  they  have  not  pro- 
vided any  constructive  alterna- 
tive to  the  program.  They’ve 
done  nothing  in  fact  but  create 
unflattering  community  opinion 
of  the  medical  profession. 

Hartford  is  different 

In  Hartford,  the  pot  is  not 
boiling  quite  so  vigorously  for  a 
number  of  reasons.  Because  the 
new  University  of  Connecticut 
School  of  Medicine  is  state  sup- 
ported, the  faculty  must  be  very 
careful  not  to  antagonize  any  of 
the  politicians,  or  even  any  of 
the  practitioners,  at  this  point— 
their  developmental  funding  is 
not  yet  completed.  The  new 
medical  school  is  located  in  a 
small  hamlet  eight  miles  from 
Hartford  rather  than  in  close  as- 
sociation with  any  one  hospital. 
The  school  is  planning  to  train 
mostly  primary  or  family  doc- 
tors. It  has  already  signed  af- 
filiation agreements  with  several 
of  the  local  hospitals  and  hopes 
to  play  a central  role  in  continu- 
ing medical  education  in  the 
northern  half  of  the  state  in  the 
future. 

The  medical  school’s  initial 
tactic  is  to  establish  full-time 
chiefs  of  service  at  community 
hospitals  as  the  initial  basis  for 
departmental  affiliations  with 
the  school.  They  hope  to  use 
this  lever  to  upgrade  the  teach- 
ing programs  in  community  hos- 
pitals. Much  of  the  money  re- 
quested for  the  initial  operating 
grant  under  the  Regional  Med- 
ical Program  is  to  be  used  to 
help  hospitals  pay  for  full-time 
chiefs. 

full-time  chiefs  essential 

Only  Hartford  Hospital,  at 
the  moment,  has  full-time  chiefs 
of  service  in  the  major  depart- 
ments, but  the  other  hospitals 
are  actively  recruiting  such  peo- 


ple under  a joint  university- 
hospital  search  committee  mech- 
anism. Of  course  I speak  from 
a most  biased  position,  but  I 
think  installation  of  full-time 
chiefs  is  an  important  step  in 
the  right  direction.  First,  such 
a person  answers  many  of  the 
objections  previously  mentioned 
about  the  neglect  of  teaching 
commitments  by  busy  practi- 
tioners. Second,  if  the  chief  is 
the  right  kind  of  man,  his  in- 
tellectual “set”  will  differ  from 
that  of  the  practitioner  and  each 
will  complement  the  teaching 
of  the  other. 

When  private  surgeons  make 
teaching  rounds,  they  often  talk 
about  technical  matters,  about 
doses  of  antibiotics  or  when  to 
start  or  stop  a particular  ther- 
apy. The  full-time  man  should 
go  back  to  fundamental  science, 
to  physiology  and  to  objective 
data  — perhaps  he  will  not  an- 
swer the  practical  question 
posed  by  the  patient,  but  he 
should  keep  both  the  attending 
surgeon  and  the  house  officer 
uncomfortable  about  their  dog- 
ma. If  he  challenges  dogma,  if 
he  provokes  his  staff  to  produce 
hard  evidence  rather  than  im- 
pressions, everyone  will  have 
more  fun  practicing  medicine 
and  surgery,  patients  will  have 
better  care,  and  the  hospital 
services  will  become  good  soil 
upon  which  to  grow  residency 
programs.  A full-time  chief  can 
lead  a neutral  and  constructive 
discussion  of  complications  and 
deaths. 

Many  of  the  commission  re- 
ports have  recommended  grad- 
ual phasing  out  of  the  intern- 
ship in  the  future.  This  of  course 
means  that  graduate  programs 
will  become  increasingly  depart- 
mental. As  this  trend  continues 
the  role  of  the  director  of  med- 
ical education  may  be  taken 


over  by  departmental  chiefs. 

However,  recruitment  of  good 
men  to  give  up  much  of  their 
practice  to  take  such  positions 
is  not  easy.  The  usual  academic 
type  finds  that  the  womb  of  the 
university  surrounding  is  too 
warm  and  too  comfortable  to 
risk  the  political,  administrative, 
and  professional  battles  of  a vig- 
orous hospital  staff,  even  if  the 
hospital  pays  a higher  salary. 
There  should  be  many,  however, 
who  would  be  willing  to  tackle 
such  a challenge  if  only  to  prove 
that  the  practitioner  has  much 
to  contribute  to  medical  educa- 
tion. It  is  not  a place  for  the 
faint  hearted.  If  any  of  you 
think  that  this  would  be  a good 
way  to  retire,  you  are  mistaken. 
I never  fully  realized  what  a 
satisfying  and  comfortable  field 
was  the  surgical  care  of  patients 
until  I assumed  some  of  these 
other  duties. 

Other  rumblings  in  Connecti- 
cut include  more  comprehensive 
plans  offered  by  insurance  com- 
panies and  several  early  feelers 
about  doctor  sponsored  group 
practices.  The  350  doctors  on 
the  Hartford  Hospital  staff  are 
vigorously  pursuing  an  appraisal 
of  a multi-specialty  group  prac- 
tice which  would  provide  com- 
prehensive care  to  individuals 
or  to  large  segments  of  the  pop- 
ulation. This  will  not  take  place 
tomorrow  and  it  may  never 
come  to  pass,  but  even  this  dis- 
cussion would  have  been  un- 
thinkable five  years  ago.  The 
pressure  of  events  is  tremendous 
— and  I think  perhaps  this  pres- 
sure is  felt  more  heavily  in  an 
industrial  state  like  Connecticut 
than  it  is  in  Oregon. 

possibilities  in  Oregon 

What  about  Oregon  — town 
versus  gown  and  the  medical 
profession  versus  the  public?  I 
may  not  be  close  enough  to  the 
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situation  to  judge  fairly,  but  it 
seems  to  me  that  your  opportu- 
nities are  great  to  provide  an 
example  to  the  rest  of  the  coun- 
try in  solving  some  of  the  prob- 
lems mentioned.  The  feeling 
between  town  and  gown  here  is 
minor  when  compared  to  the 
situation  in  other  localities. 
There  is  only  one  medical  school 
in  this  state  and  this  a state 
university  perhaps  more  obliged 
to  consider  the  public  good  than 
is  a private  school.  Most  Oregon 
Medical  School  graduates  go 
into  practice.  There  are  several 
good  hospitals  in  Portland,  all 
large  enough  to  support  good 
teaching  programs,  and  each  has 
on  its  staff  people  with  the  pro- 
fessional and  human  cereden- 
tials  that  should  promote  co- 
operation with  the  Medical 
School. 

The  Medical  School  must  re- 
spond to  the  pressures  for 
change  being  applied  by  society. 
Even  if  members  of  the  faculty 
would  rather  stay  pure,  to  keep 
their  hands  clean,  and  to  con- 
sider only  educational  endeav- 
ors, the  tax  dollar  will  force 
their  increasing  participation  in 
community  medicine. 

Perhaps  the  University  of  Ore- 
gon should  do  as  Yale  did  and 
join  with  such  plans  as  the  Kai- 
ser-Permanente  Group  in  offer- 
ing a comprehensive  program  of 
care  to  a large  segment  of  the 
population  of  Portland.  Forget 
your  prejudices  for  a moment 
and  see  what  a wonderfully  sen- 
sible scheme  this  could  be  for 
providing  patients  for  teaching. 
Faculty  members  could  upgrade 
their  talents  by  more  actively 
participating  in  patient  care, 
and  third  parties  could  pay  the 
bill,  thus  relieving  the  legisla- 
ture and  the  tax  payer  of  a part 
of  the  increasing  financial  bur- 
den of  supporting  the  medical 


school.  Such  a solution  would 
ignore  the  wishes  of  many  mem- 
bers of  the  medical  profession, 
but  private  doctors  in  turn  could 
capture  their  own  patient  popu- 
lations. The  result  might  be  an 
improvement  in  medical  care  by 
some  vigorous,  even  if  unfriend- 
ly, competition.  Maybe  this  sort 
of  solution  is  closer  to  the  fun- 
damental nature  of  man  and  a 
wiser  person  might  recommend 
it. 

challenge  to  practitioners 

Not  being  wiser,  I would  rec- 
ommend a compromise  course. 
What  if  the  medical  school  were 
to  say,  “All  right,  we  admit  our 
duty  to  continuing  medical  edu- 
cation, we  admit  our  training 
facilities  on  the  hill  are  inade- 
quate to  meet  the  need  for  doc- 
tors and  for  patient  care,  and 
therefore,  we  want  to  step  out 
into  the  world,  more  particu- 
larly into  the  community.  We 
would  like  to  do  this  with  the 
cooperation  of  the  medical  pro- 
fession as  a whole.  Our  initial 
thrust  will  be  related  to  gradu- 
ate and  continuing  medical  edu- 
cation programs,  but  close  affili- 
ation with  hospitals  will  only  be 
possible  when  the  hospital  edu- 
cation programs  meet  high 
standards.  Any  useful  affiliation 
must  definitely  be  a two-way 
street.” 

If  the  school  spelled  out  the 
specific  details  for  useful  affilia- 
tion and  then  sat  back  to  let  the 
community  hospitals  decide 
whether  to  meet  these  standards 
or  not,  the  hospital  staffs  them- 
selves could  debate  and  decide 
whether  or  not  to  willingly  un- 
dertake such  a program  of  af- 
filiation. If  they  decide  to  do  so, 
and  if  they  are  given  a loud 
voice  in  the  selection  of  those 
who  will  be  their  leaders,  this 
would  be  a great  step  toward 
useful  affiliation. 


What  if  the  University  of 
Oregon  Medical  School  decided 
to  experiment  in  graduate  pro- 
grams in  surgery?  Let’s  say  that 
they  had  affiliation  with  four 
good  community  hospitals— 
three  in  Portland  and  one  in 
Salem,  each  of  these  hospitals 
had  fully  organized  teaching 
programs  based  on  strengths 
present  within  the  hospital,  and 
each  hospital  had  characteristics 
of  strength  unique  to  itself  and 
not  found  in  the  others. 

A student  choosing  surgery  as 
a career  might  spend  his  first 
year  out  of  medical  school  in  a 
clinically  oriented  program  in 
one  of  the  four  community  hos- 
pitals. This  would  give  him  a 
chance  to  see  what  the  practice 
of  medicine  was  like,  and  it 
would  accomplish  the  further 
goal  of  allowing  the  fourth  year 
medical  student  more  responsi- 
bility on  the  university  wards 
without  having  to  compete  with 
surgical  interns. 

After  the  first  year  of  intern- 
ship, the  student  would  choose 
a further  course  based  on  his 
own  needs.  If  academically  ori- 
ented and  aiming  toward  a 
career  in  teaching  or  research, 
he  might  spend  the  next  three 
or  four  years  at  the  medical 
school— perhaps  one  half  of  his 
time  in  the  laboratory.  If  he 
were  clinically  oriented  and 
wanted  to  be  a practitioner,  he 
perhaps  might  spend  a year  or 
so  at  the  university,  a second 
year  sampling  the  excellence  of 
orthopedics  at  Hospital  A,  neu- 
rosurgery at  Hospital  B,  and 
cardiac  surgery  at  Hospital  C. 
Then  he  could  settle  down  to  his 
last  year  or  two  of  major  clini- 
cal work  at  one  of  the  commu- 
nity hospitals.  The  university 
might  finish  eight  or  more  senior 
residents  a year  under  this  sort 
of  a program. 
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Certainly  the  university  would 
need  some  control  of  the  com- 
munity hospital  programs  under 
such  a setup,  but  the  joint  ap- 
pointment of  full-time  chiefs  of 
service  might  be  a sufficient 
control— if  these  chiefs  were  full- 
fledged  members  of  the  univer- 
sity faculty  and  if  they  were 
also  full-fledged  leaders  in  their 
hospital  departments. 

The  community  hospitals  and 
the  practitioners  have  more  to 
do  than  does  the  school  of  medi- 
cine to  effect  such  a change. 
First,  the  private  practice  of 
medicine  must  demonstrate  use- 
ful and  honest  ways  to  use  pri- 
vate patients  in  teaching  pro- 
grams. The  practitioners  must 
pull  their  heads  out  of  the  sand 


I think  that  there  are  two  ma- 
jor criticisms  that  can  be  leveled 
at  this  thesis.  The  first  criticism 
might  say  that  these  ideas  are 
idealistic  and  naive.  People  be- 
ing what  they  are  and  doctors 
being  the  most  individualistic 
of  people,  a meeting  of  minds 
about  these  things  may  well  be 
impossible.  I would  counter  by 
saying  that  practitioners  have 
responded  to  the  pressures  of 
society  in  the  past.  The  problem 
is  to  get  them  to  stop  mumbling 
comfortable  conservatisms  in 
the  doctors’  dressing  room  and 
to  start  considering  concrete 
proposals  and  their  alternatives. 
Anyone  who  looks  carefully  at 
the  future  of  surgical  training 
programs  will  quickly  see  that 
university  affiliation  of  some  sort 
will  eventually  be  necessary. 

The  other  criticism  would  say, 
“Plus  ca  change,  plus  la  meme 
chose.”  After  all,  the  threat  of 
governmental  control  of  medical 
practice  has  been  with  us  for  a 


to  consider  such  things  as  com- 
prehensive prepaid  programs, 
group  practices,  and  other  ways 
to  treat  more  patients  more  effi- 
ciently. The  best  men  in  medi- 
cine must  no  longer  shun  po- 
litical and  administrative  duties, 
but  must  recover  the  initiative 
from  those  to  whom  they  have 
abdicated  in  the  past.  We  must 
be  willing  to  talk  to  unions,  to 
governments,  and  to  insurance 
companies  about  the  future  or- 
ganization of  medical  practice. 
There  really  is  no  other  alterna- 
tive if  we  want  to  maintain 
some  sort  of  control.  Perhaps 
we  will  be  just  riding  the  wave, 
but  that  seems  to  be  much  bet- 
ter than  being  swept  under  the 
wave. 


long  time  and  we  are  still  in  our 
old  and  comfortable  rut.  But 
this  line  of  reasoning  will  not 
stand  up.  Look  around  you  and 
compare  your  practice  with  that 
of  15  years  ago.  The  public 
is  increasingly  looking  to  hos- 
pitals rather  than  doctors  for 
their  emergency  care;  the  per- 
centage of  doctors  in  private 
practice  is  steadily  declining— 
the  figure  is  now  at  about  60 
per  cent.  Another  striking  ex- 
ample of  change  is  the  recent 
demand  for  more  federal  sup- 
port of  medical  education  by 
the  American  Medical  Associa- 
tion. Many  state  legislatures  are 
considering,  and  several  have 
already  approved,  laws  which 
will  dictate  many  of  the  details 
of  how  medical  care  is  delivered 
in  the  future. 

The  almighty  dollar  is  forcing 
many  of  these  changes,  and  this 
is  not  all  bad.  Some  of  these 
changes  are  going  to  bring 
medical  education  more  in  line 


with  medical  practice.  Although 
the  educators  may  sit  in  their 
ivory  towers  and  decry  such 
contamination,  I think  that  they 
stand  to  lose  this  battle.  I would 
agree  with  the  separation  of 
education  and  service  in  most 
academic  fields,  but  I think  we 
must  admit  that  much  of  medi- 
cine is  not  scientific  or  academic 
but  rather  the  artful  application 
of  techniques.  The  line  between 
medical  education  and  medical 
service  is  an  artificial  one  and 
should  be  broken  down,  at  least 
in  part. 

summary 

In  summary,  then,  I would 
say  that  we  are  in  a period  of 
great  change  in  medical  educa- 
tion and  care.  Flexner  has  had 
his  50  plus  years  and  it  is  now 
time  for  a new  set  of  directions. 
The  direction  being  .indicated 
by  the  tax  dollar  is  very  clear 
indeed,  and  now  it  is  simply  up 
to  us  to  decide  whether  we  want 
to  forego  further  responsibility 
for  these  inevitable  changes  or 
whether  we  want  to  take  part 
and  help  direct  these  changes. 
It  is  time  to  mend  fences,  and 
the  first  fence  to  mend  is  the 
classic  town  versus  gown  con- 
flict. 

It  is  said  that  the  monkey  is 
the  most  foolish  of  the  jungle 
people.  He  is  constantly  bicker- 
ing with  the  other  monkeys  and 
is  a nuisance  to  all.  But  he  can 
sense  the  approach  of  a great 
storm,  and  when  he  does  his 
attitude  changes.  He  collects 
and  stores  his  valuables,  he  bat- 
tens down  his  hatches,  and  he 
even  stops  fighting  and  co- 
operates with  his  fellows.  I 
hope  that  our  profession  will 
have  that  much  sense.  Certain- 
ly a great  storm  of  change  is 
coming.  ■ 

Hartford  Hospital  (06115) 


I might  restate  my  general  thesis  hy  saying  that  town  and 
gown  problems  are  solvable,  education  programs  are  the  key  to 
this  solution,  and  solution  is  urgently  needed. 
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Psychiatric  Observations  on  Assassinations 

T.  L.  DORPAT,  M.D.,  Seattle,  Washington 


The  predominant  pattern  of  assassinations  and  attempted 
assassinations  in  this  country  has  been  one  involving  psychotic  indi- 
viduals acting  singly.  For  them  the  President  symbolized  their 
rage  against  their  country  and  against  their  parents.  Desire  for 
fame  and  for  a suicidal  martyrdom  were  other  prominent  motiva- 
tions. Arms  control  and  capital  punishment  are  ineffective  means 
of  preventing  assassinations.  More  lasting  means  of  prevention  de- 
pend upon  expanded  research  in  the  multifactorial  etiology  of 
violence. 


Americans  are  first  shocked, 
then  saddened  and  be- 
wildered by  the  assassinations  of 
national  leaders.  We  tend  to  re- 
coil from  the  seeming  senseless- 
ness and  horror  of  these  events 
and  to  search  for  a meaningful 
explanation.  The  two  common 
and  popular  explanations  offered 
are,  first  that  these  assassinations 
involve  some  kind  of  political 
conspiracy  and  second,  that 
they  are  a brutal  manifestation 
of  our  “sick  society.”  The  assas- 
sinations are  thought  to  be  re- 
lated to  the  current  social  unrest 
and  the  various  types  of  col- 
lective violence  prevalent  today, 
such  as  the  Vietnam  war,  the 


race  riots,  student  violence,  and 
crime  in  the  streets  of  our  cities. 

Both  the  “sick  society”  hy- 
pothesis and  the  conspiracy 
hypothesis  about  assassinations 
imply  that  some  group  action  or 
influence  plays  a causal  role  in 
assassinations.  I do  not  doubt 
that  our  society  is  “sick”  in  many 
ways,  but  I have  been  unable  to 
find  any  studies  in  the  literature 
showing  the  effect  of  social  un- 
rest or  collective  types  of  vio- 
lence in  bringing  about  assassin- 
ations in  this  country.  Although 
one  can  readily  relate  the  col- 
lective types  of  violence  such  as 
race  riots  to  social  problems  of 
prejudice,  poverty  and  the  like, 
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it  is  more  difficult  to  relate  the 
assassin’s  individual  act  to  cur- 
rent social  problems. 

psychotic  individuals  act  alone 

My  purpose  is  to  review  brief- 
ly some  of  the  psychiatric  litera- 
ture on  assassins  and  assassina- 
tions. The  thesis  of  this  paper  is 
that  the  asassinations  of  our 
Presidents  and  of  some  of  our 
other  national  leaders  have  been 
acts  committed  by  psychotic  in- 
dividuals who  have  acted  alone 
out  of  their  own  unique,  irration- 
al motivations. 

Although  Senator  Robert  F. 
Kennedy  was  not  a President, 
his  candidacy  for  this  office,  his 
potential  for  reaching  it,  and  his 
charismatic  influence  would 
seem  to  put  his  assassin  in  the 
category  of  Presidential  assas- 
sins. There  are  no  published 
psychiatric  studies  of  either  Mar- 
tin Luther  King’s  alleged  assas- 
sin, James  Earl  Ray,  or  Robert 
Kennedy’s  alleged  assassin,  Sir- 
han  Rishara  Sirhan.  My  tentative 
and  provisional  impression 
gained  from  reading  about  Sir- 
han is  that  he  follows  the  psychi- 
atric pattern  of  Presidential  as- 
sassins. The  information  about 
Ray  is  insufficient  for  an  opin- 
ion. 

Assassinations  have  been  per- 
formed by  individuals  acting 
alone  or  by  groups  acting  to- 
gether in  a conspiracy.  Individ- 
ual assassins  have  their  own  per- 
sonal and  private  motive  for  the 
act,  whereas  political  conspira- 
tors are  motivated  by  the  desire 
for  political  power.  Conspirator- 
ial assassinations  have  been  com- 
mon in  European  history.  After 
a thorough  study  of  the  psychi- 
atric and  historical  literature  on 
assassinations  in  the  United 
States,  I have  been  convinced 
that  the  predominant  pattern  of 
assassinations  in  this  country 


differs  from  that  in  Europe.  The 
assassinations  of  our  Presidents 
have  been  acts  performed  by 
mentally  ill  individuals  acting 
alone  rather  than  acts  performed 
by  groups  of  political  conspira- 
tors. 

typical  pattern 

Let  us  first  observe  the  pattern 
of  these  acts.  The  four  Presidents 
who  were  assassinated  were 
killed  in  public  places  by  indi- 
viduals acting  alone.  Three  of 
the  assassins  were  in  the  im- 
mediate presence  of  others  when 
this  was  done.  Only  Lee  Harvey 
Oswald  was  alone  at  the  time. 
McKinley’s  assassin,  Leon  F. 
Czogosz,  and  Garfield’s  assassin, 
Charles  J.  Guiteau,  were  cap- 
tured immediately.  John  Wilkes 
Rooth  was  found  and  killed 
12  days  after  he  shot  Lin- 
coln. All  of  the  four  assassins 
died  as  a result  of  their  acts. 

The  fact  that  three  assassins 
made  their  identity  known  im- 
mediately has  been  explained  by 
their  need  for  notoriety  and  their 
unconscious  suicidal  wishes.1-6 
Oswald  left  so  many  clues,  in- 
cluding fingerprints  on  his  rifle, 
that  one  may  reasonably  theor- 
ize about  his  wish  to  reveal  his 
identity.2'  5 One  also  wonders  if 
James  Ray,  Martin  Luther  King’s 
alleged  assassin,  had  similar 
conscious  or  unconscious  needs 
to  be  captured,  since  he  too  left 
easily  discovered  incriminating 
clues  such  as  fingerprints  on  the 
murder  weapon. 

Rooth  had  plotted  with  sev- 
eral others  against  Lincoln  and 
other  Union  leaders.  However, 
at  the  time  of  the  assassination 
he  was  alone  and  he  revealed  his 
identity  by  jumping  on  the  stage 
of  the  Ford  Theater  after  shoot- 
ing Lincoln.7  Robinson  argued 
that  Lincoln’s  death  was  not  the 
result  of  a political  conspiracy 
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designed  to  gain  political  power, 
but  a consequence  of  Booth’s 
mental  illness.1  General  Robert 
E.  Lee  had  surrendered  his  bare- 
foot Army.  Hence,  there  was  no 
possibility  that  Lincoln’s  death 
would  lead  to  an  overthrow  of 
the  Union  government  or  to  a 
Confederate  victory. 

After  an  exhaustive  study,  the 
Warren  Report  concluded  that 
President  John  Kennedy’s  death 
was  not  the  result  of  a conspir- 
acy.2 

Unsuccessful  attempts  have 
been  made  on  the  lives  of  two 
Presidents  (Jackson  and  Tru- 
man), on  the  life  of  President- 
elect Franklin  D.  Roosevelt,  and 
on  the  life  of  ex-President  Theo- 
dore Roosevelt.  In  each  case,  the 
attempted  assassin  was  quickly 
captured.  Indeed,  in  each  in- 
stance the  assassin  took  as  great 
care  to  publicize  his  act  as  he 
did  to  carry  it  out.  These  assas- 
sination attempts,  with  the  ex- 
ception of  the  attempt  on  Tru- 
man’s life  by  two  Puerto  Rican 
nationalists,  were  performed  by 
individuals  acting  singly. 

most  assassins  suffer 
paranoid  schizophrenia 

Now  I would  life  to  summar- 
ize the  psychiatric  findings  and 
conclusions  of  a number  of  dif- 
ferent studies  made  of  the  men 
who  killed  or  attempted  or 
threatened  to  kill  Presidents  of 
the  United  States.  Psychiatrists 
who  have  studied  these  men  are 
in  substantial  agreement  that  all 
but  two  of  the  nine  assassins 
and  attempted  assassins  were 
psychotics  suffering  from  para- 
noid schizophrenia.  The  two  ex- 
ceptions were  Oscar  Collazo  and 
Griselio  Torresola,  who  in  1950 
tried  to  kill  President  Truman 
because  they  believed  it  would 
help  Puerto  Rico.  Hastings  called 


them  fanatics  but  not  psychotic.* 

The  psychotic  assassins  and  at- 
tempted assassins  were  ‘loners,” 
socially  isolated  individuals  in- 
capable of  making  close  or 
meaningful  relationships  with 
others.  Few  had  either  the  apti- 
tude or  the  desire  for  the  sort  of 
group  involvement  required  for 
a conspiracy.  Prominent  also 
were  their  paranoid  tendencies 
manifested  by  extreme  suspi- 
ciousness and  delusions  of  perse- 
cution or  grandeur. 

Their  histories  are  replete 
with  examples  of  their  life-long 
rage  against  authority  and  their 
tendencies  toward  uncontrolled 
violence,  both  toward  themselves 
and  others.  Their  childhoods 
were  spent  in  loveless  environ- 
ments marked  by  parental  in- 
stability, rejection,  and  cruelty. 

The  assassinations  and  at- 
tempted assassinations  fall  into 
the  group  of  so-called  senseless 
murders  which  Bromberg  and 
others  have  found  to  be  commit- 
ted by  psychotic  individuals. 
Such  senseless  murderers  are 
(not  motivated  by  drives  for 
profit  or  power  but  by  powerful 
unconscious  forces  understood 
only  when  we  make  a close  ex- 
amination of  the  subject’s  life. 

symbol  of  hatred 

This  type  of  assassination  is 
not  directed  so  much  at  the  in- 
dividual as  at  the  symbol  he  rep- 
resents. They  do  not  look  upon 
the  President  as  a person  but  as 
the  symbol  of  their  hatred  for 
their  country,  their  parents  and 
for  unconsciously  repudiated  as- 
pects of  themselves.  12  5 

Greenstein  has  summarized 
psychoanalytic  studies  showing 
how  a president  comes  to  sym- 
bolize the  entire  nation  and,  at 
unconscious  levels,  symbolizes 
our  childhood  bonds  to  our  par- 
ents.8 This  symbolic  significance 


of  the  President’s  office  partly 
accounts  for  the  widspread  grief 
Americans  of  all  political  per- 
suasions have  felt  after  the  death 
of  a President.5  9 

The  act  of  assassination  fulfills 
the  assassin’s  need  for  fame  and 
leads  to  the  fulfillment  of  his  self- 
destructive wishes.  Booth  said, 
“What  a glorious  opportunity  for 
a man  to  immortalize  himself  by 
killing  Abraham  Lincoln.”1  Stud- 
ies of  the  assassins,  attempted 
assassins  and  men  who  made 
serious  threats  against  a presi- 
dent reveal  strong  suicidal  ten- 
dencies.21-5 Oswald,  for  example, 
was  hospitalized  in  Russia  after 
he  had  cut  his  wrist  and  become 
unconscious  from  blood  loss. 

Studies  of  individuals  who 
threaten  the  President’s  life 
demonstrate  that  they  resemble 
the  assassins  and  would-be  as- 
sassins in  their  diagnosis  of 
schizophrenia  and  in  their  mo- 
tivations for  wanting  to  kill  the 
president.4  5 The  coherence  and 
consistency  of  psychiatric  find- 
ings in  these  patients  prompted 
Rothstein  to  coin  the  term  Presi- 
dential Assassination  Syndrome .4 

The  seriousness  and  alarming 
frequency  of  this  syndrome  is 
shown  by  Rothstein’s  study  in 
which  he  found  11  patients  who 
had  made  serious  threats  against 
the  President’s  life  and  who 
were  hospitalized  in  a single 
mental  institution  in  a four-year 
period  (1959-1963).  These  pa- 
tients were  grimly  determined  to 
kill  the  President,  and  some  had 
made  specific  plans  and  prepa- 
rations to  accomplish  it.  More- 
over, a recent  Secret  Service  re- 
port reveals  that  the  number  of 
persons  arrested  for  threatening 
the  President  of  the  United 
States  has  increased  markedly 
since  President  Kennedy’s  assas- 
sination, from  80  arrests  in  1963 
to  425  arrests  in  1967. 10 


reduction  of  exposure 

How  can  the  assassinations  of 
our  national  leaders  be  prevent- 
ed? Psychiatry  has  little  to  offer 
in  the  way  of  immediate  kinds 
of  prevention,  since  few  schizo- 
phrenic patients  of  the  type  who 
are  potential  assassins  voluntar- 
ily seek  treatment. 

More  effective  means  of  pro- 
tecting national  leaders  must 
necessarily  include  a reduced  ex- 
posure of  the  leader  to  close 
contacts  with  large  groups  of 
people.  The  high  number  of  as- 
sassinations and  attempted  as- 
sassinations in  recent  years  can 
perhaps  be  best  explained  by 
the  increased  exposure  of  our 
leaders  to  potential  assassins. 
Modern  methods  of  rapid  trans- 
portation make  it  possible  for 
the  leader  to  come  into  close 
physical  proximity  to  thousands 
of  people  in  a single  day  of  po- 
litical campaigning. 

Capital  punishment  does  not 
deter  the  mentally  ill,  potential 
assassin.  In  fact,  the  prospect  of 
the  death  penalty  reinforces  his 
suicidal  motivation  for  an  im- 
mortalized martyrdom. 

More  stringent  arms  control 
legislation  will  probably  not  pre- 
vent assassinations.  Since  assas- 
sins are  fiercely  determined  and 
since  they  plan  their  act  before 
its  execution  it  seems  reason- 
able to  suppose  that  they  could 
and  would  find  the  means  to  ac- 
complish their  purpose. 

However,  restrictions  on  the 
use  and  possession  of  firearms 
will  reduce  this  country’s  extra- 
ordinarily high  rate  of  impulsive 
murders.  The  majority  of  mur- 
ders in  this  country  are  passion 
crimes  that  are  not  premeditated 
or  psychotic  manifestations.11 
Such  murderers  suffer  from  vari- 
ous personality  disorders  char- 
acterized by  inadequate  impulse 
controls.  Depriving  them  of  fire- 
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arms  will  not  alter  their  high 
level  of  interpersonal  violence 
and  impulsiveness,  but  it  will 
reduce  their  opportunities  for 
killing  others. 

science  ignored 

The  most  enduring  means  of 
preventing  both  individual  and 
collective  violence  depends  upon 
our  scientific  understanding  of 
the  causes  of  violence.  Violence 
has  a multifactorial  etiology  of 
sociologic,  psychopathologic  and 


biologic  factors.  A greatly  ex- 
panded research  effort  by  both 
behaviorial  and  biological  sci- 
ences is  needed  to  enlarge  our 
understanding.  The  lack  of 
knowledge  about  aggression  may 
be  compared  with  the  state  of 
knowledge  about  sexuality  70 
years  ago,  before  the  work  of 
such  men  as  Freud,  Beach,  Mas- 
ters and  Johnson. 

Unfortunately,  our  govern- 
ment does  not  seem  to  appreci- 
ate the  role  science  can  offer  in 


the  understanding  and  control  of 
violence.  Neither  the  President’s 
Commission  on  Civil  Disorders 
nor  the  newly-appointed  Presi- 
dent's Commission  on  Violence 
has  a single  psychiatrist,  psy- 
chologist or  sociologist.  The  ex- 
clusion of  behaviorial  scientists 
from  these  commissions  is  like 
setting  up  a national  commission 
to  study  cancer  and  then  exclud- 
ing physicians  and  biological  sci- 
entists from  it.  ■ 

2271  N.E.  51st  St.  (98105) 
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Pyloric  Channel  Syndrome 

Treatment  by  Vagotomy  and  Pyloroplasty 


Z.  C.  EDELSON,  M.D.,  / DAVID  J . BROWN,  M.D.,  Portland,  Oregon 


Physiology  of  gastric  secretion,  can  be  divided  into  a cephalic 
and  a hormonal  phase.  The  cephalic  phase  stimuli  are  conducted  by 
the  vagus  nerves,  which  have  anterior  or  left  trunks,  and  posterior 
or  right  trunks.  The  number  of  trunks  may  vary.  The  hormonal  or 
antral  phase  is  stimulated  by  the  secretion  of  gastrin.  For  some 
time  peptic  ulcers  have  been  treated  by  vagotomy  and  antrectomy 
or  a drainage  procedure.  Postoperative  Hollander  tests  show  incom- 
plete vagal  section  in  33  percent  of  our  cases  of  vagotomy. 

The  pyloric  channel  syndrome  narrows  the  pyloric  channel,  de- 
lays gastric  emptying,  and  thus  stimulates  the  hormonal  phase  of 
acid  secretion.  Nineteen  cases  of  pyloric  channel  syndrome  are  re- 
ported. Postoperative  Hollander  tests  in  six  of  these  showed  incom- 
plete vagal  section  in  31.6  percent. 


Pyloric  channel  syndrome  ac- 
counts for  a significant  num- 
ber of  peptic  ulcers.  Incomplete 
vagotomy  can  cause  recurrent 
ulcer  disease.  A review  of  the 
basis  for  vagotomy  helps  make 
this  situation  clear. 

The  operation  of  vagotomy 
has  gained  considerable  support 
since  1943,  when  Dragstedt  sug- 
gested it  in  the  treatment  of 
duodenal  ulcer.1  Since  that  time, 
it  has  been  found  necessary  to 
combine  its  use  with  a drainage 
procedure.  Incomplete  nerve 
section  remains  an  important 
problem  to  this  day.  Hollander 

Supported  by  the  Frank  R.  Menne  Re- 
search Foundation. 

From  St.  Vincent  Hospital.  Portland, 
Oregon. 


in  1946  applied  the  insulin  test 
to  the  problem  of  incomplete 
vagotomy.2  Intravenous  insulin 
will  drop  the  blood  sugar,  caus- 
ing vagal  stimulation  to  the  liver 
to  mobilize  glycogen,  which 
|stimulates  gastic  secretion  of 
acid.  Dragstedt  showed  that 
stimulation  of  a small  retained 
nerve  can  result  in  considerable 
acid  secretion.1  He  has  stated  on 
many  occasions  that  recurrent 
ulcer  will  occur  only  if  vagus  re- 
section is  incomplete. 

anatomy  of  the  vagus  nerve 

A brief  review  of  the  anatomy 
of  the  vagus  nerve  and  the  phys- 
iology of  gastric  secretion  would 
appear  to  be  of  benefit  in  any 
review  of  this  subject. 
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Jackson,  in  1949,  summarized 
the  findings  of  a number  of  men 
in  the  anatomy  of  the  vagus 
nerve.3 

The  right  vagus  forms  the 
right  posterior  pulmonary  plexus 
at  the  hilum  of  the  lung.  Sev- 
eral branches  descend  to  the 
posterior  esophageal  wall, 
where,  together  with  a branch 
of  the  left  vagus,  it  forms  the 
posterior  esophageal  plexus.  In 
a similar  manner  the  left  vagus 
forms  a left  pulmonary  plexus 
at  the  hilum,  and  descends  to 
form  the  anterior  esophageal 
plexus  with  some  branches  from 
the  right  vagus.  Trunks  descend 
from  the  anterior  esophageal 
plexus  to  form  the  anterior 
vagus  entering  the  abdomen, 
and  from  the  posterior  eso- 
phageal plexus  to  form  the  pos- 
terior trunks  entering  the  ab- 
domen. There  may  be  as  many 
as  three  to  four  trunks  in  both 
the  anterior  and  posterior  nerves, 
a fact  not  universally  recog- 
nized. Failure  to  keep  it  in  mind 
may  lead  to  incomplete  section. 

In  performing  a vagotomy, 
the  peritoneum  and  posterior 
phreno-esophageal  ligament  are 
incised  to  the  left  of  the  eso- 
phagus, and  the  right  index 
finger  is  passed  from  left  to 
right,  posterior  to  the  esopha- 
gus.4 The  celiac  division  of  the 
posterior  trunk  can  be  felt  as  a 
loop  as  it  passes  to  the  celiac 
ganglion  on  the  posterior  ab- 
dominal wall.  If  this  loop  of  the 
celiac  division  is  felt,  one  can 
be  assured  that  all  the  posterior 
trunks  have  been  elevated,  for 
if  there  is  more  than  one  pos- 
terior trunk,  that  giving  off  the 
celiac  division  lies  furthest  from 
the  esophagus. 

When  one  approaches  the  an- 
terior trunks  for  division,  it  must 
be  kept  in  mind  that  there  may 
be  more  than  one  trunk  and  that 


the  trunk  may  be  buried  within 
the  esophageal  muscle.  These 
can  be  palpated.  They  feel  like 
violin  strings. 

physiology  of  gastric  secretion 

Gastric  secretion  can  be  di- 
vided into  two  main  categories, 
the  cephalic  and  hormonal 
phases.  A third,  the  intestinal, 
is  hormonal  in  origin  and  has 
been  proven  in  experimental 
animals,  but  its  role  is  small  in 
the  total  amount  of  acid  secre- 
tion. It  is  difficult  to  appraise  its 
importance  in  the  problem  of 
acid  secretion. 

The  nervous,  or  cephalic, 
phase  of  acid  secretion  was 
proven  by  Pavlov  who  showed 
that  the  intact  vagus  nerve  stim- 
ulated the  parietal  cell  mass  to 
secrete  hydrochloric  acid.5  Much 
experimental  work  by  others  has 
verified  his  finding. 

The  hormonal,  or  antral, 
phase  was  demonstrated  by  Ed- 
kin’s  great  study.  He  demon- 
strated that  introduction  of  food 
into  the  duodenum  or  antrum 
would  stimulate  secretion  of 
gastrin,  which  in  turn  stimulates 
the  fundus  to  secrete  acid.  The 
presence  of  food  in  the  antrum, 
antral  distention,  peristalsis,  and 
vagal  stimulation,  have  all  been 
shown  to  increase  gastrin  secre- 
tion. Dragstedt  and  his  col- 
leagues, using  Heidenhaim 
pouches,  and  separated  antral 
pouches,  have  shown  that  the 
antrum  is  a pH  meter.  When 
the  pH  is  reduced  to  1.2,  no  se- 
cretion of  acid  occurs  from  the 
Heidenhaim  p o u c h.T’ 8 Thus, 
acid  formed  in  the  fundus  passes 
through  the  antrum  and  inhibits 
gastrin  release.  Gastrojejunos- 
tomy, by  diverting  acid  from  the 
antrum,  can  remove  the  normal 
inhibition  of  gastrin  secretion.  It 
has  been  shown  that  part  of  nor- 


mal gastrin  release  is  due  direct- 
ly to  vagal  stimulation,  and  that 
the  cephalic  phase  is  diminished 
if  the  antrum  is  excised.  Thus, 
there  is  a definite  interrelation- 
ship between  the  cephalic  and 
antral  phases. 

Dragstedt  stated  that  division 
of  the  vagus  nerve  helps  heal 
peptic  ulcer  by:  1.  abolishing 
the  nervous  or  cephalic  phase  of 
gastrin  secretion;  2.  reducing 
response  of  gastric  glands  to  the 
hormonal  stimulation  of  gastrin 
and  histamine  by  at  least  50  per- 
cent; 3.  abolishing  the  direct 
and  indirect  vagal  release  of 
gastrin;  and  4.  reducing  the  ex- 
cessive motility  and  hyperton- 
icity of  the  stomach  usually 
present  in  duodenal  ulcer  pa- 
tients.8 

Harold  Burge  of  London  has 
devised  an  electrical  stimulation 
test  for  the  completeness  of 
vagotomy  that  can  be  used  dur- 
ing surgery.5  It  is  a very  inter- 
esting device,  consisting  of  an 
electrode  that  completely  en- 
closes the  esophagus.  A cuffed 
gastric  tube  is  introduced  by  the 
anesthesiologist  and  inflated  suf- 
ficiently to  produce  contact  be- 
tween the  electrode  and  the  eso- 
phageal wall.  The  duodenal  end 
of  the  stomach  is  closed  off  by 
means  of  a soft  clamp.  The  gas- 
tric tube  is  connected  to  a 
manometer  for  measurement  of 
intragastric  pressure,  which  is 
increased  if  any  nerve  stimula- 
tion is  present.  The  electrode 
can  be  stimulated  in  four  quad- 
rants, so  that  any  intact  nerve 
can  be  demonstrated  and  more 
easily  located. 

Disadvantages  of  this  test  are: 
1.  preoperative  atropine  cannot 
be  used,  and  tracheo-bronchial 
secretions  cannot  be  controlled, 
thus  leading  to  more  pulmonary 
complications;  2.  if  any  of  the 
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Fig.  1.  X-ray  of  69-year-old  female  showing  large  lesser  curve  ulcer,  pyloric 
channel  narrowing,  irregularity,  and  prepyloric  antral  gastritis,  suggesting  the 
possibility  of  pyloric  channel  syndrome. 


posterior  trunks  are  not  elevated 
with  the  esophagus,  the  test  will 
miss  them;  3.  it  is  time  consum- 
ing, adding  approximately  30 
minutes  to  the  operation;  and 
4.  replacement  of  parts  is  not 
only  difficult,  but  expensive,  due 
to  the  distance,  in  this  country, 
from  the  manufacturer. 

In  a large  series  of  cases, 
Burge  has  found  that  in  30  per 
cent  of  cases  he  has  incomplete 
vagal  section,  even  when  he 
thinks  he  has  cut  all  the  nerve 
trunks  prior  to  testing.  There  is 
no  other  test  available  that  can 
be  done  during  the  operation.  A 
simpler  test  would  be  of  great 
advantage. 

St.  Vincent  series 

Personal  experience  with  a re- 
current duodenal  ulcer  follow- 
ing vagotomy  and  pyloroplasty 
stimulated  the  project  of  check- 
ing postoperative  vagotomy  pa- 
tients with  Hollander  tests  to 
determine  the  percentage  of  in- 
complete section.  Patients  from 
a 350-bed  general  hospital, 
whose  vagotomy  had  been  per- 
formed by  surgeons  certified  by 
the  American  Board  of  Surgery, 
have  been  tested.  Not  all  Board 
surgeons  using  the  hospital  par- 
ticipated. Also,  not  all  of  the 
vagotomized  patients  would 
consent  to  the  procedure,  as 
they  objected  to  use  of  the  naso- 
gastric tube. 

Our  series  includes  39  pa- 
tients who  had  vagotomy  in  the 
treatment  of  peptic  ulcer,  py- 
loric channel  syndrome,  or  hiatal 
hernia.  Insulin  hypoglycemia  to 
stimulate  gastric  secretion  of 
vagal  origin  was  produced  by 
intravenous  injection  of  0.15 
units  of  insulin  per  kilogram  of 
body  weight  in  the  fasting  pa- 
tient. A test  was  not  considered 
valid  unless  the  blood  sugar 
dropped  below  50  mg  per  100 


ml.  A rise  of  20  degrees  or  more 
in  the  free  acid  was  considered 
positive  evidence  of  incomplete 
vagal  section.  Of  39  patients 
tested  13,  or  33  per  cent,  had 
positive  tests.  This  experience  is 
comparable  to  Burge’s  series,  in 
which  30  per  cent  were  found  to 
be  incomplete.  Results  for  each 
surgeon  involved  in  our  series 
were  similar. 


Weinberg  reports  a 5 per  cent 
failure  in  the  treatment  of  du- 
odenal ulcer  by  vagotomy  and 
pyloroplasty  in  1,022  cases.1'’ 
This  compares  with  the  experi- 
ence of  others.  Most  report  a 
5 - 10  per  cent  failure  rate. 
How  then  can  we  rationalize 
this  5 per  cent  recurrence  with 
a 30  per  cent  incomplete  vagot- 
omy? Is  it  the  drainage  pro- 
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cedure  that  makes  a difference? 
Or  is  it  partial  suppression  of 
gastric  secretion  by  vagotomy 
that  leads  to  lower  acid  secre- 
tion? 


pyloric  channel  syndrome 

Pyloric  channel  syndrome  is 
not  a new  disease  entity.  It  is  a 
common  but  often  unrecognized 
condition.  In  1935,  Butsch  of  the 
Mayo  Clinic  described  it  and 
reported  46  cases.11  Since  then, 
it  has  been  described  by  many 
authors,  many  of  whom  were 
specialists  writing  about  then- 
own  views  of  the  lesion.  It  was 
not  until  1963  that  Burge  pub- 
lished his  paper  consolidating  all 
points  of  view.12 

The  syndrome  arises  from  an 
inflammatory  reaction  involving 
the  pyloric  area.  It  can  exist 
with,  or  without,  actual  ulcera- 
tion. The  pathologic  process  can 
extend  from  the  antrum,  across 
the  pylorus,  to  the  duodenum. 
Perforation,  hemorrhage,  or  fi- 
brotic  narrowing  may  occur  at 
the  pyloric  ring. 

diagnosis 

1.  There  is  distressing  epi- 
gastric pain  after  eating.  Some- 
times it  is  associated  with  nau- 
sea and  vomiting. 

2.  There  is  periodic  recur- 
rence of  symptoms. 

3.  Gastric  retention  can  be 
demonstrated  by  x-ray,  due  to 
narrowing  of  the  pylorus,  Figure 
1.  The  pylorus  may  be  tapered, 
elongated,  or  eccentric  in  posi- 
tion. There  may  be  hypertrophy 
of  the  mucosal  folds  of  the  an- 
trum, and  the  condition  may  be 
called  an  antral  gastritis  by  the 
radiologist.  Pathologic  examina- 
tion of  the  pylorus  will  show 
non-specific,  chronic  inflamma- 
tion and  hypertrophy  of  the  py- 
loric muscle. 

At  operation,  the  pylorus  may 
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Fig.  2.  Excised  portion  of  the  stomach  demonstrates  that  the  pylorus  appears  to 
be  of  normal  caliber  when  viewed  externally. 


Fig.  3.  The  opened  specimen,  showing  a benign  gastric  ulcer,  and  an  extremely 
narrow  pyloric  ring.  The  opening  was  less  than  0.5  cm  in  diameter,  and  2.7  cm  in 
circumference.  The  musculature  of  the  pylorus  averages  1.5  cm  in  thickness. 
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Fig.  4.  Photomicrograph  of  the  thickened  pylorus  showing  hypertrophy.  There  :s 
also  submucosal  fibrosis  of  the  pyloric  channel  (xl3). 


seem  quite  normal  to  inspection, 
Figure  2.  It  may  or  may  not 
show  a scar  of  a healed  ulcer. 
When  the  pylorus  is  picked  up 
and  felt  between  the  index  fin- 
ger and  thumb  the  lumen  may 
be  found  to  be  markedly  nar- 
rowed. Advanced  cases  may 
have  a pyloric  opening  as  small 
as  0.3  cm  in  diameter.  Figures 
3 and  4.  Because  the  pyloric 
channel  syndrome  often  causes 
gastric  retention,  the  antral 


phase  of  acid  secretion  is  aug- 
mented, and  a mid  or  high  lesser 
curve  ulcer  is  the  result.  Many 
of  these  cases  are  also  associated 
with  a hiatal  hernia. 

Burge  treats  his  cases  of  py- 
loric channel  syndrome  asso- 
ciated with  lesser  curve  ulcers 
by  pyloroplasty  and  vagotomy, 
feeling  that  pyloroplasty  will  re- 
lieve the  antral  stasis,  and  that 
vagotomy  will  also  cut  down 
on  the  secretion  of  gastrin. 


Throughout  the  world,  however, 
antrectomy  or  gastrectomy  is 
now  the  accepted  standard 
operation  for  gastric  ulcer.  We 
feel  that  if  antrectomy  is  done, 
vagotomy  should  be  added.  In 
1966,  Murray  of  Johns  Hopkins 
reviewed  their  cases  of  ulcer  of 
the  pyloric  channel  for  the  pre- 
ceding ten  years.13  He  feels  the 
clinical  course  is  characterized 
by:  1.  poor  response  to  intensive 
medical  therapy;  2.  high  rate  of 
recurrence;  and  3.  frequent  de- 
velopment of  intractable  ob- 
struction. It  is  his  opinion  that 
nearly  all  patients  with  pyloric 
channel  ulcers  require  operative 
intervention  for  relief  of  the  in- 
creasingly severe  manifestations 
of  the  disease.  The  majority  of 
their  cases  were  treated  by  hemi- 
gastrectomy,  sometimes  asso- 
ciated with  vagotomy. 

In  those  patients  who  have 
the  pyloric  channel  syndrome 
without  associated  gastric  ulcer, 
we  favor  the  vagotomy  and  py- 
loroplasty approach.  Weinberg 
emphasizes  that  pyloroplasty 
should  be  adequate,  so  that  the 
stomach  will  empty,  and  advo- 
cates the  Gambee  one  layer  su- 
ture method,  so  that  no  tissue 
will  be  rolled  in  to  encroach 
upon  the  lumen.  We  agree  with 
this  concept  and  do  our  repairs 
in  this  manner. 

Nineteen  patients  with  pyloric 
channel  syndrome  were  treated. 
Of  these,  eight  were  associated 
with  pyloric  channel  ulcer,  two 
had  lesser  curve  gastric  ulcers, 
and  the  remainder  had  obstruc- 
tion of  the  pyloric  opening,  all 
of  which  were  0.6  cm  or  less  in 
diameter.  All  of  the  latter  were 
associated  with  hiatal  hernia; 
the  pyloric  channel  syndrome 
was  not  the  only  reason  for  re- 
pair. With  one  exception,  all  of 
them  were  in  the  fourth,  fifth, 
and  sixth  decades.  Six  of  these 
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nineteen  cases  have  positive 
postoperative  Hollander  tests. 
This  is  evidence  of  incomplete 
vagal  section  in  31.6  percent. 
Not  enough  time  has  lapsed  to 
evaluate  their  clinical  improve- 
ment, but  to  do  date  only  one 


patient  has  not  had  marked  im- 
provement, and  another  patient 
has  had  marked  dumping  syn- 
drome associated  with  bother- 
some diarrhea.  This  is  now  much 
improved.  Her  preoperative  dis- 
tress and  difficulties  are  entire- 


ly relieved,  and  in  spite  of  her 
discomfort  with  dumping  and 
diarrhea,  she  feels  the  procedure 
was  well  worth  it.  Repeat  evalu- 
ation of  these  patients  at  a later 
date  should  be  interesting.  ■ 
1110  S.W.  Salmon  St.  (97205) 
(Dr.  Edelson) 
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THE  OLDEST  HUMAN  FOOT 

In  1961  the  anthropologic  team  of  L.  S.  Leakey  and  his  wife  Mary  found  in 
a higher  layer  of  the  gorge  (Olduvai  Gorge  in  Tanzania)  a large  single  phalanx  of  a 
hallux  more  recent  in  origin  than  the  bones  previously  found  (by  the  Leakeys  in  1960) 
but  still  estimated  to  be  more  than  a million  years  old.  This  remarkably  well-preserved 
find,  according  to  all  indications,  must  have  borne  the  full  thrust  of  its  possessor’s 
gait.  The  configuration,  twist  and  tilt  of  this  digital  bone  and  especially  the  relation- 
ship between  the  head  and  shaft  of  the  phalanx  show  the  strong  probability  of  a more 
typically  human  way  of  walking.  The  extraordinary  bone  gives  evidence  that  there 
was  in  East  Africa  well  over  a million  years  ago  a being  who  was  not  only  bipedal, 
but  who  also  had  the  anatomical  make-up  and  ability  to  move  about  with  the  striding 
gait  considered  a truly  human  form  of  locomotion. 

Thus,  in  the  great  and  still  far  from  completed  anthropologic  jigsaw  puzzle  of 
time  and  evolution,  the  human  foot  has  become  an  essential  part  and  vital  clue  to  a 
better  understanding  of  early  anthropogenesis  and  history. 

K.  G.  Bodine,  Pod.D. 

From  the  Journal  of  the  American  Podiatry  Association, 

September,  1968 
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Results  of  a Small  Hospital  Coronary  Care  Unit 


ROBERT  L.  LEWIS,  M.D.,  Reedsport,  Oregon 


The  coronary  care  unit  in  a small  community  hospital  has 
made  significant  contribution  to  the  quality  of  medical  care  avail- 
able to  residents  of  the  community.  Several  patients  requiring 
electroshock  were  treated  within  minutes  of  onset  of  symptoms. 
Their  lives  might  not  have  been  saved  had  it  been  necessary  to 
refer  them  to  distant  institutions  after  they  had  sustained  myocar- 
dial infarction.  Every  hospital  must  be  prepared  to  give  this  service 
and  physicians  need  no  longer  be  reluctant  to  use  modern  methods 
of  treatment. 


In  a previous  issue  of  this  jour- 
nal I reported  establishment 
of  a coronary  care  unit  in  a 
small,  20-bed,  community  hos- 
pital, staffed  solely  by  general 
practitioners.1  From  the  in- 
terest shown  I feel  it  appropri- 
ate now  to  report  the  results  ob- 
tained in  use  of  this  unit.  I 
should  also  like  to  report  the 
secondary  effect  on  the  quality 
of  care  for  the  general  patient 
and  state  my  personal  views  on 
how  these  benefits  may  be 
gained  in  other,  similar  institu- 
tions. 

The  Lower  Umpqua  Hospital 
Coronary  Unit  has  been  in  op- 
eration for  22  months  and  has 
monitored  60  patients.  During 
this  same  period  approximately 
1,200  patients  have  been  admit- 
ted to  the  adult  medical  service. 
Thirty-one  have  had  an  acute 
myocardial  infarction.  Seven 
have  died  of  their  disease,  two 
of  whom  had  no  treatment  be- 


cause of  concurrent  problems. 
In  each  of  the  other  five  deaths 
electroshock  was  used  to  treat 
either  ventricular  tachycardia 
or  ventricular  fibrillation  or 
both.  Three  were  converted  to  a 
dying  heart  electrical  complex 
and  the  other  two  to  a normal 
sinus  rhythm.  However,  both 
died  from  within  one  to  three 
days  of  shock  or  pulmonary 
edema  or  both. 

One  patient  was  defibrillated 
to  normal  sinus  rhythm,  signed 
himself  out  of  the  hospital  ten 
days  later,  and  is  still  doing  well 
at  home. 

There  have  been  five  other 
episodes  where  electroshock  was 
employed  to  convert  various 
tachy-arrhythmias.  All  of  these 
patients  are  alive  and  at  home. 
Two  of  these  conversions  were 
for  the  same  patient,  who  is  30 
years  old  and  has  a basic  Wolff- 
Parkinson-White  syndrome.  On 
both  occasions  he  had  ventricu- 


lar tachycardia  and  could  not 
be  converted  with  medications. 
The  other  two  patients  had  su- 
praventricular tachycardias,  one 
with  severe  angina  pain  and  the 
other  was  in  shock. 

There  have  been  three  other 
cases  of  myocardial  infarction 
with  shock  or  congestive  heart 
failure  or  both  who  were  suc- 
cessfully treated  by  medications 
and  required  no  electroshock. 

A transvenous  pacemaker  was 
inserted  once  for  bradycardia, 
but  was  not  used  as  the  patient 
spontaneously  reverted  and  was 
subsequently  diagnosed  as  hav- 
ing a pulmonary  embolus. 

other  conditions 

The  unit  is  used  for  all  pa- 
tients with  chest  pain  until  a 
proper  diagnosis  can  be  achiev- 
ed. As  a result  we  have  had  five 
patients  with  an  ultimate  diag- 
nosis of  anxiety  tension  state, 
one  with  bursitis,  one  with  gas- 
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tritis,  one  with  radiculitis,  and 
one  with  pneumonitis. 

The  unit  is  also  used  to  moni- 
tor arrhythmias  not  attributable 
to  infarction;  such  as  digitalis 
toxicity,  paroxysmal  auricular 
tachycardia,  and  atrial  fibrilla- 
tion. Sudden  terminal  events 
not  clearly  defined  have  been 
monitored  as  well  as  syncopal 
patients. 

Because  of  the  low  patient 
cost,  which  is  presently  $15.00 
the  first  day  and  $5.00  each  sub- 
sequent day,  the  staff  feels  free 
to  use  the  unit  whenever  any 
doubt  arises  about  the  possibil- 
ity of  a heart  problem. 

The  hospital  has  had  another 
monitor  donated  to  it  for  use  in 
surgery  and  on  the  ward  when- 
ever there  is  more  than  one  pa- 
tient to  be  monitored. 

blood  gas  analysis 

Because  of  the  need  to  moni- 
tor blood  pH  in  the  severely  ill 
patients  following  ventricular 
fibrillation  and  conversion,  a 
blood  gas  machine  was  pur- 
chased. This  machine  is  now 
being  used  on  all  patients  who 
have  processes  affecting  electro- 
lyte disturbances  or  blood  pH 
changes,  or  both.  This  has  cer- 
tainly raised  the  quality  of  care 
in  these  perplexing  situations. 
Educated  guesses  have  now 
given  way  to  specific  knowl- 
edge. This,  in  my  opinion,  has 
probably  done  more  than  any- 
thing else  to  ease  the  burden  of 
diagnosing  and  treating  correct- 
ly many  conditions  that  are  ei- 
ther the  cause  or  effect  of  blood 
pH  changes.  This  unit,  which 
cost  $2,000,  has  had  extensive 
application  and  will  have  no 
difficulty  paying  for  itself. 

Several  of  the  patients  requir- 
ing electroshock  were  treated 
within  minutes  of  the  onset  of 
symptoms  and  this  has  led  me 
to  conclude  that  we  cannot  in- 


dulge in  the  formality  of  refer- 
ring them  to  distant  institutions 
after  they  sustain  an  acute  myo- 
cardial infarction. 

hospitals  must  prepare 

This  is  the  basic  reason  why 
all  hospitals  must  prepare  to 
monitor  these  patients.  I am 
sure  there  is  a reluctancy  to 
set  these  units  up,  particularly 
when  there  are  no  specialists  to 
supervise  their  operations  di- 
rectly. Many  doctors  have  never 
been  exposed  to  this  treatment 
format  and  are  hesitant  to  ini- 
tiate such  heroic  measures.  This 
can  certainly  be  appreciated,  as 
we  are  all  trained  not  to  over- 
treat and  are  chastised  if  we  are 
too  dynamic.  However,  I doubt 
that  there  has  ever  been  a time 
in  medicine  when  the  doctor 
has  had  such  strong  backing, 
both  professionally  and  public- 
ly, to  use  these  measures.  After 
all,  the  patient  is  dead,  and  can 
only  be  helped,  not  harmed.  I 
am  also  sure  there  are  doubts 
about  shocking  someone  who 
isn’t  dead,  but  in  my  experience 
there  is  nothing  that  a live  pa- 
tient can  do  to  mimic  the  signs 
of  suddenly  dying.  This  point  is 
well  worth  emphasizing,  as  I 
don’t  believe  one  can  mistake 
the  sudden  dying  extremis  state 
for  something  else.  I strongly 
feel  in  a case  of  sudden  demise, 
if  one  has  a question  of  what  to 
do  he  should  immediately  de- 
fibrillate.  Ventricular  standstill 
is  uncommon,  and  the  averages 
are  certainly  in  favor  of  fibrilla- 
tion. 

rewarding  field  of  care 

The  doctor  who  has  not  been 
exposed  to  this  before  should 


start  by  monitoring  his  coronary 
patients.  He  will  see  many 
arrhythmias  and  gradually  be- 
gin treating  them.  He  will  also, 
sooner  or  later,  see  a ventricu- 
lar fibrillation  or  ventricular 
tachycardia  and  will  then  not 
hesitate  to  use  electroshock. 
After  he  has  been  forced  to  use 
this  once,  he  will  find  it  is  not 
as  mystifying  as  previously  felt 
and  soon  become  at  ease  with 
it.  He  will  also  become  more 
aware  of  the  prodrome  and  be- 
gin prophylactic  treatment.  This 
course  will  spontaneously  lead 
to  application  of  correct  diag- 
nosis and  treatment  of  the  vari- 
ous arrhythmias  as  well  as  the 
vacillating  field  of  shock  and 
congestive  heart  failure.  So 
what  looked  like  an  insurmount- 
able task  in  the  beginning  only 
needs  to  be  begun,  and  it  will 
unfold  gradually  and  §tepwise 
into  a very  rewarding  field  of 
patient  care. 

The  basic  equipment  needed 
to  start  such  a unit  includes  a 
synchronized  defibrillator  and 
monitor,  an  ECG  machine  and 
a telephone  ECG  transmitter. 
Add  to  this  some  initiative  and 
nerve,  plus  time  to  train  nurses, 
and  one  can  easily  start  a coro- 
nary care  unit  in  a small  hos- 
pital. 

conclusion 

This  article  has  reported  on 
the  cases  treated  in  a small  hos- 
pital’s coronary  care  unit,  the 
secondary  effect  of  improvement 
of  care  by  the  purchase  of  a 
blood  gas  pH  machine,  and  tells 
the  ingredients  necessary  to 
start  a coronary  care  unit  in  any 
small  hospital.  ■ 

624  Winchester  Ave.  (97467) 
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A Complication  of  Aortic  Surgery 


HAROLD  \ ELLNER,  M.D.  / JAMES  P.  FLANAGAN,  M.D.,  /‘Richland,  Washington 
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Three  years  after  tl^e  right  ureter  was  several  and  ligated,  during  diffi- 
cult vascular  surgery  in  dense  scar  tissue  from  a previous  operation,  the  patient 
began  a series  of  episodes  of' 'bleeding  into  the  biadder,  via  the  ureteral  orifice. 
Dark  blood  and  clots  suggested  venous  sourep.  When  contrast  medium  was 
injected  into  the  ureteral  stump,  a left  excretory  urogram  developed,  indi- 
cating veno-ureteral  fistula.  After  resection  dff  the  ureteral  remnant  there  were 
no  further  episodes  of  bleeding.  \ g 


From  the  Urologic  and  Surgical 
Service,  Kadlec  Methodist  Hospital, 
Richland,  Washington. 


Surgery  for  the  correction  of 
occlusive  aortic  disease  may 
be  complicated  by  conditions 
intrinsic  to  the  arterial  system. 
These  include  thrombosis,  ex- 
travasation, and  infection.  The 
urinary  tract  is  seldom  involved, 
probably  because  of  the  ease  of 
indentification  of  its  structures 
in  the  wide  exposure  necessary 
for  this  type  of  vascular  surgery. 
It  is  the  purpose  of  this  report 
to  cite  a case,  believed  to  be 
unprecedented,  in  which  such 
involvement  occurred.  A ureter 
was  converted,  in  effect,  to  an 
open-end  . extension  of  the  ve- 
nous system,  with  the  clotting 
mechanism  the  sole  barrier  to 
exsanguination. 


CASE  REPORT 

A 50-year-old  white  male  physi- 
cian was  seen,  September  5,  1963 
because  of  impotence,  and  claudi-N 
cation  in  both  thighs.  Diagnosis 
of  LeRiche’s  syndrome  was  made. 
At  operation  on  October  20,  1961, 
atherosclerotic  partial  obstruction 
of  the  lower  aorta  and  inflamma- 
tory-like reaction  in  the  retroperi- 
toneal tissues  were  noted.  A dac- 
ron bifurcation  graft  was  inserted 
to  replace  the  obstructed  vessel 
and  was  anastomosed  distally  to 
the  common  iliac  arteries.  Bilateral 
lumbar  sympathectomy  and  chol- 
ecystectomy were  carried  out. 

The  claudication  disappeared 
and  the  impotence  was  partially 
relieved.  This  condition  prevailed 
until  July  5,  1963,  when  reopera- 
tion through  the  same  midline  in- 
cision was  done  because  of  ob- 
struction of  the  bifurcation  of  the 
aortic  graft.  Difficulty  was  en- 
countered due  to  loss  of  dissecting 
planes.  A large  thrombus  was  re- 
moved from  the  graft  and  circula- 
tion restored.  In  the  course  of  dis- 
section through  extremely  heavy, 
fibrous  tissue,  identification  of 
the  right  ureter  was  not  possible. 
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A structure  behind  and  adherent 
to  the  right  limb  of  the  graft  was 
severed  and  exuded  clear  fluid. 
It  could  not  be  stated  whether 
this  was  the  ureter  or  a lymphatic 
^ channel.  It  was  ligated. 

The  patient  recovered  his  circu- 
lation and  did  well.  He  was,  how- 
conscious  of  some  sharp 
paita  in  the  right  upper  quadrant 
and  \lank  during  the  postoperative 
period  An  intravenous  pyelo- 
gram,  Jfigure  1,  done  three  months 
after  operation  showed  no  func- 
tion on  \he  right  side.  In  order 
to  avoid  further  thrombotic  epi- 
sodes, the  patient  maintained  him- 
self on  warfarin  sodium  5 mg  per 
day. 

On  May  10,^1966,  while  travel- 
ing in  Europe,  me  patient  had  a 
sudden  episode  of  acute  vesical 
clot-retention.  A \physician  in 
Vienna  evacuated  thAclots  through 
a cystoscope.  No  active  hemor- 
rhage was  reported. 

On  six  occasions  after  his  return 
home,  he  had  repetitions\>f  this 
phenomenon,  extending  from\June 
21,  1966,  through  December  5, 
1966.  During  this  time,  anticoag- 
ulant therapy  was  discontinued.  A 
typical  sequence  consisted  of 


in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  starts  working  within  3 to  4 days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 
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Tandearil.  oxyphenbutazone: 

For  brief  summary  see  next  page. 
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Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer: 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia).  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema.  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set Drug  rash  occasionally  occurs 
If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis.  Stevens-Johnson  syn- 
drome. Lyell  s syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use.  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan.  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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Surer  surgical  gut 
isn’t  like  any  other 


It’s  exceptionally  strong  . . . unusually  resistant  to  fraying  . . . 
and  has  excellent  handling  qualities.  It’s  a dependable  per- 
former ...  in  your  hands — and  in  the  tissues. 

Want  to  feel  the  difference?  Just  fill  out  and  mail  the  coupon 
below.  We’ll  send  you  a sample,  and  a catalog  from  which  to 
select  items  you  might  like  to  try  in  surgery. 

P.S.  While  you’re  about  it,  why  not  request  a sample  of 
Surel®  Silk?  It’s  different,  too.  We  think  you’ll  like  the 
way  it  handles  and  ties. 


SURELNC 


Arcadia,  California 


a subsidiary  of  Smith  Kline  & French  Laboratories 
Dependable  Sutures  • Dependable  Service 


Dept.  26,  Surel,  Inc.,  232  E.  Live  Oak  Avenue,  Arcadia,  California  91006 
Please  send  me  a complimentary  sample  of  Surel®  Surgical  Gut 


I I Plain  (Type  A)  Q Chromic  (Type  C) 

I | Please  also  send  me  a sample  of  Surel&  Silk. 


Name 

Street  Address 


City. 


.Specialty. 


State. 


-Zip. 
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OREGON 


Oregon  Medical  Association- 2164  s.w.  park  place,  Portland,  Oregon  97205 


president  ].  Richard  Raines,  M.D.,  Portland 

secy.-treas.  Lawrence  M.  Lowell,  Portland 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Sept.  23-27,  1969.  Portland 


OPS-Blue  Shield  Names  New  Executive  Vice  President 


SOLOMON  D.  MENASHE 


Solomon  D.  Menashe,  Portland  insurance  exec- 
utive and  actuary,  will  become  executive  vice  presi- 
dent and  general  manager  of  Oregon  Physicians’ 
Service-Blue  Shield,  effective  November  1.  Menashe 
will  replace  Don  Chapman  who  is  resigning  to  be- 
come executive  vice  president  of  Equitable  Savings 
and  Loan  Association. 

Mr.  Menashe  has  been  in  insurance  work 
since  October  1950.  He  was  first  employed  by 
the  Department  of  Insurance  of  the  State  of  Oregon 
as  an  insurance  examiner  and  was  subsequently 
advanced  to  Chief  Examiner  and  Actuary  for  the 
department  where  he  served  until  December  31, 
1958.  He  was  with  the  Insurance  Company  of 


DON  CHAPMAN 


Oregon  from  January  1959  to  June  1966,  as  vice 
president  and  actuary.  Mr.  Menashe  did  consulta- 
tion work  for  Stockman’s  Life  and  the  National 
Hospital  Association  for  six  months  and  joined 
NHA  on  January  1,  1967,  where  as  vice  president 
and  actuary  he  was  responsible  for  most  of  the 
internal  operations  of  the  company.  He  has  served 
as  a vice  president  of  Pacific  National  Life  As- 
surance Company,  of  which  National  Hospital  As- 
sociation is  now  a subsidiary,  until  the  present  time. 
Mr.  Menashe  is  currently  on  the  boards  of  directors 
of  National  Hospital  and  National  Health  Associ- 
ations. 
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David  William  Eccles  Baird,  M.D. 
Retiring  Dean,  UOMS 


In  1962  The  Oregonian  published  an  eight-column 
interview  with  D.  W.  E.  Baird,  dean  of  the 
University  of  Oregon  Medical  School.  It  contained 
a number  of  quotations  which,  examined  separately, 
provide  some  unmistakable  clues  to  the  sometimes 
elusive,  often  enigmatic  personality  of  the  School’s 
guiding  force  since  1943: 

“The  students  coming  here  are  very  highly  moti- 
vated and  as  idealistic  if  not  more  so  than  any 
students  we  have  had  in  the  past. 

“The  School  is  very  choosy  about  picking  boys 
who  show  as  much  potential  as  possible.  The  state 
alone  contributes  more  than  $5,000  a year  to  each 
student’s  education.  ...  We  can’t  afford  to  be 
having  a lot  of  phonies  around. 

“The  school  admits  students  on  their  merits 
and  worries  about  their  financial  needs  afterwards. 
These  needs  are  sometimes  critical,  for  medical 
school  is  not  just  for  rich  kids.  We  have  sons  of 
doctors,  sons  of  lawyers,  sons  of  carpenters,  sons  of 
farmers,  even  some  with  no  folks  at  all. 

“Though  the  financial  road  is  rough,  I have 
never  known  a student  who  had  to  give  up  a medical 
education  at  this  institution  for  lack  of  funds. 

“Students  prefer  earning  money  to  accepting 
handouts.  . . . They  like  to  recall  in  later  years,  ‘It 
was  tough  but  I came  through.’  . . . 

“Residents  are  really  the  backbone  of  keeping 
an  institution  going,  but  they  are  victims  of  the  atti- 
tude that  they  should  be  grateful  to  work  for  prac- 
tically nothing  since  they  are  learning  so  much.  This 
is  a racket,  a pure  racket,  and  I’ve  always  been 
on  the  side  of  the  kids. 

“I  don’t  care  what  kind  of  a curriculum  you 
have,  the  students  still  learn  by  precept  as  much  as 
anything.  That  is  why  it’s  still  important,  as  I see  it, 
to  have  an  excellent  faculty.” 

And,  in  what  is  perhaps  the  most  characteristic 
quote  of  all,  given  in  answer  to  a question  about 
specialties  versus  general  practice,  Dr.  Baird  said, 
“I  am  firmly  opposed  to  any  attempt  at  steering 
medical  students  into  general  practice,  or  any  other 
field,  for  that  matter.  The  right  to  work  at  something 


DAVID  WILLIAM  ECCLES  BAIRD,  M.D.,  dean  of  the  Uni- 
versity of  Oregon  Medical  School  from  1943  until  his  70th 
birthday  October  21,  1968. 


you  want  is  still  the  greatest  privilege  we  have.” 

This  is  precisely  what  the  indefatigable  dean 
has  done  for  the  past  52  years— work  at  something 
he  wanted  to. 

He  began  when  he  was  18.  Young  David  Wil- 
liam Eccles  Baird,  in  a new  suit  and  12-inch  boots, 
followed  his  father  into  the  office  of  Prince  Campbell, 
president  of  the  University  of  Oregon,  and  stood, 
damp  hands  clutching  his  10-gallon  hat  while  the 
senior  Baird  spelled  out  the  conduct  expected  from 
the  eldest  of  his  seven  children.  “Keep  an  eye  on  my 
boy,”  he  said,  “and  if  he  gets  into  any  trouble, 
just  let  me  know.” 
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Freshman  anatomy  class  of  1924  had  Junior  Medical  Student  David  Baird  as  instructor.  Student  on 
his  left  is  Raymond  McKeown  and  Alfred  Balle  (deceased)  is  on  Baird’s  right.  Does  anyone  know 
who  the  others  are? 


President  Campbell  remembered  the  request 
and  the  engaging  candor  of  the  tall  railroad  con- 
ductor from  Baker. 

When  a deadly  flu  epidemic  swept  through  the 
school  that  winter  killing  six  of  the  seven  boys  in 
young  Baird’s  dormitory,  it  was  President  Campbell 
who  notified  the  family  of  their  son’s  illness  and 
personally  met  Mrs.  Baird’s  train. 

But  that  was  months  after  registration  day, 
when  the  green  freshman  from  eastern  Oregon  shook 
hands  with  his  father  in  the  old  Eugene  depot  and 
started  down  the  street  in  search  of  a job.  He  had 
no  money,  nor  could  he  expect  any  help  from 
home,  but  this  didn’t  alarm  him.  “I  guess  it  never 
occurred  to  me  that  I couldn’t  manage,”  he  said. 

Manage  he  did,  and  so  well  that  his  under- 
graduate days  began  the  ascent  which  would  take 
him  to  the  pinnacle  of  his  profession.  As  a student, 
intern,  instructor,  professor,  director,  dean,  each 
step  was  father  to  the  next,  until  all  that  was 
learned  on  the  long  road  up  was  to  become  a solid 
rock  supporting  the  Medical  School’s  growth  from 
1943  until  this  month  brings  his  seventieth  birthday, 
and  mandator)'  retirement. 

After  the  tumult  of  World  War  II  subsided  and 
building  restrictions  eased.  Dr.  Baird’s  plans  for 
“one  of  the  best  medical  schools  in  the  country” 
became  a blueprint  for  progress. 


A minute  appraisal  of  every  pebble,  as  well  as 
some  of  the  boulders  in  the  path  he  had  charted, 
had  preceded  his  initial  strategy.  His  was  no  plan 
for  next  year,  or  five  years  hence,  but  a projection 
dovetailed  to  meet  today’s  needs  and  those  of  a 
spiraling  future. 

There  were  many  times  during  the  next  few 
years  when  the  average  man  would  have  faltered 
under  such  a load.  Not  this  one.  If  patience  was 
required,  he  had  it.  If  loyalty  to  and  from  friends 
was  essential,  he  had  more  than  enough.  A sense 
of  humor  when  the  going  was  rough?  His  wry 
Scotch  wit  is  legendary. 

What  about  insight,  determination?  This  ques- 
tion brought  a chuckle  from  his  old  friend  Dr.  Ed- 
ward West,  professor  emeritus  of  biochemistry  and 
chairman  of  the  UOMS  admissions  committee  for  26 
years.  “He  can  spot  a phony  idea,  or  person,  before 
you  can  wink.  But  once  he’s  convinced,  trying  to 
dissuade  him  is  like  teaching  a mule  to  fly  . . . 
very  difficult.” 

Another  old  friend,  Charles  Holman,  the  in- 
coming dean,  says  of  him,  “He  has  an  uncanny 
ability  to  reduce  a complex  problem  to  its  essentials, 
then  unerringly  pull  the  string  which  will  untangle 
the  whole  knot.  You  might  call  that  an  instinctive 
understanding  of  motivations.” 
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Multnomah  Hospital  interns  (1926-1927)  included  (1.  to  r.)  Drs.  Harold  Dobbin, 
Martin  Howard,  David  Baird  and  (seated)  A.  K.  Harris,  Meredith  Beaver,  J. 
A.  Willd  and  (not  in  photo)  W.  A.  Anderson. 


In  1950  Dean  Baird  and  Mr.  W.  E.  Gaines,  former  physical  plant  superintendent, 
watched  the  ill-fated  transplanting  of  a big  magnolia  tree  to  the  lawn  of  the 
Medical  Science  Building.  It  didn’t  survive. 

The  campus  has  gradually  been  developed  into  one  of  the  showplaces  of 
Portland. 
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University  of  Oregon  Medical  School,  1943. 


Dr.  Baird  has  still  another  resource,  possibly 
his  most  powerful.  It  is  an  instant  rapport  with 
all  kinds  of  people,  from  the  man  spading  his  cher- 
ished rhododendron  beds  (he  is  a top  authority  on 
gardening)  to  governors  and  internationally  re- 
nowned medical  leaders. 

These,  then,  are  the  tools  with  which  Dean 
Baird  attacked  every  obstacle  in  the  path  of  the 
Medical  School’s  progress. 

Were  they  effective?  Look  at  the  record.  When 
Dr.  Baird  became  dean  in  1943  the  physical  facili- 
ties were  valued  at  $2,027,910.  Today,  including 
buildings  approved  for,  or  actually  under  construc- 
tion, the  physical  worth  of  the  institution  is  in  ex- 
cess of  $47  million. 

In  1943  the  full-time  teaching  and  research 
faculty  numbered  26.  This  year  it  is  276.  The  volun- 


teer faculty  has  soared  from  102  to  675  in  the  same 
time  span.  Instructional  departments  and  divisions 
of  the  School  have  increased  from  20  to  39  special- 
ties and  subspecialties.  The  total  student  enrollment 
of  medical  and  nursing  students  was  637  the  sum- 
mer morning  Dr.  Baird  officially  opened  the  bat- 
tered roll  top  desk  and  the  one  window  of  the 
dean’s  office  in  what  is  now  biochemistry  head- 
quarters. This  September,  1,202  students,  the  larg- 
est number  in  the  School’s  history,  swarmed  over 
the  100-acre  campus  on  their  way  to  classes  in 
medicine,  nursing,  medical  technology,  radiologic 
technology,  cytotechnology,  dietetic  internships,  as 
well  as  multiple  master’s,  doctoral,  internship  and 
residency  programs. 

Roughly  1,700  practicing  physicians  will  be 
coming  back  to  school  this  year  to  keep  abreast  of 
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University  of  Oregon  Medical  School,  1968.  Open  area  on  extreme  right,  adjoining  Crippled  Children’s  Division,  is 
site  of  Mental  Retardation  Demonstration  Center  now  under  construction.  On  extreme  left  is  wooded  hillside  where 
new  Basic  Science  building  will  be  erected.  Nine-story  wing  for  the  Teaching  Hospital  will  jut  eastward  toward  city. 


medicine’s  flood  tide  of  new  knowledge.  Continuing 
education  courses  on  the  campus  were  instigated 
at  Dr.  Baird’s  prodding  during  the  late  1940s.  Now 
UOMS  physicians  travel  to  principal  cities  all  over 
the  Oregon  region  giving  circuit  courses. 

After  World  War  II  ended,  annual  research 
grants  were  less  than  $75,000.  Last  fiscal  year  they 
exceeded  $6  million.  Patient-care  services  have 
more  than  doubled  in  the  past  25  years. 

But  these  tangibles  are  only  the  “bricks  and 
mortar”  of  Dr.  Baird’s  leadership.  There  are  others, 
less  visible,  but  equally  significant.  Ex-Governor 
Robert  D.  Holmes  said,  “His  unique  Scot’s  ability 
to  combine  bulldog  tenacity  in  pursuing  his  pro- 
gram for  excellence  with  a special  charm  won 
support  from  both  legislators  and  governors.  I mar- 
velled at  his  abilities  during  four  legislative  sessions.” 

And  there’s  the  matter  of  academic  freedom 
—an  atmosphere  singularly  important  to  singularly 
independent  breeds— physicians  and  research  scien- 
tists. Dean  Baird’s  skill  at  picking  the  right  man 
for  the  job,  then  letting  him  alone  do  it  has  at- 
tracted many  of  the  nation’s  top  educators  and 
researchers.  He  has  been  heard  to  explain  his 
policy— in  no  uncertain  terms— this  way:  “You  pick 
a man  to  do  a job,  don’t  fence  him  in  with  too 
many  directions  and  let  him  strictly  alone.  It  is 
always  a delight  to  see  how  well  he  grabs  the 
ball  and  runs  with  it.” 

As  a result,  UOMS  educators  have  been  able 
to  upgrade  and  expand  teaching  programs,  integrate 
patient-care  and  laboratory  courses,  revise,  innovate, 
discard  and  constantly  improve  the  curriculum. 


But  motivating  every  construction  project,  ev- 
ery curricular  advance,  every  faculty  appointment 
is  Dr.  Baird’s  conviction  that  the  School  exists 
for  one  primary  purpose— to  excel  in  teaching  the 
art  and  science  of  medicine.  Simply  put,  his  yard- 
stick is,  “Will  this  help  the  students?”  And  through 
the  years  he  has  acquired  an  uncanny  ability  to 
examine  proposed  innovations  with  microscopic 
objectivity  as  he  searches  for  that  deciding  factor. 

“If  an  idea  fails  to  gain  Dave’s  approval,  you 
would  be  well  advised  to  re-examine  it  carefully, 
then  either  drop  it,  or  approach  it  in  a different 
way,”  said  Howard  Lewis,  chairman  of  the  de- 
partment of  medicine  and  another  of  the  Dean’s 
long-time  cronies.  “He’s  apt  to  remind  you  . . . 
with  the  blandest  of  smiles  . . . ‘that  change  is 
not  necessarily  progress.’  ” 

No,  all  change  is  not  progress.  Knowledge  must, 
of  course,  change,  expand,  but  not  the  arttributes 
which  govern  its  application.  Skills  must  multiply, 
improve,  but  not  those  immutable  qualities  of  char- 
acter and  dedication  which  control  their  use. 

The  teaching  and  practice  of  medicine  have 
experienced  a technological  revolution  during  the 
last  quarter-century.  Change  has  become  a perma- 
nent state.  But  the  measure  of  the  men  who  have, 
and  will  continue  to  channel  scientific  achievement 
toward  its  ultimate  objective,  the  betterment  of  all 
people,  this  does  not  change. 

The  mark  of  such  men  upon  medicine— upon 
the  world— is  irradicable.  And  one  of  these  men 
is  David  William  Eccles  Baird— retiring  dean  of  the 
University  of  Oregon  Medical  School. 
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Noble  Wiley  Jones  Lecture 


G.  J.  V.  NOSSAL,  M.D. 

G.J.V.  Nossal,  director  of  The  Walter  and  Eliza 
Hall  Institute  of  Medical  Research  in  Victoria,  Aus- 
tralia, will  give  this  year’s  Noble  Wiley  Jones  Lec- 
ture, November  20  at  3:00  pm  in  the  University 
of  Oregon  Medical  School  Auditorium. 

Dr.  Nossal  has  received  world-wide  recognition 
for  his  contributions  to  the  field  of  immunology.  He 
graduated  from  the  University  of  Sydney  in  1954, 
spent  two  years  as  a resident  at  the  Royal  Prince 
Alfred  Hospital  in  Sydney,  and  then  went  to  the 
Hall  Institute  to  study  with  Sir  Macfarlane  Burnet, 
former  director.  In  1959  he  received  his  Ph.D.  in 
experimental  medicine  from  Melbourne.  He  did 
further  research  into  the  genetics  of  antibody  forma- 
tion at  Stanford  University  for  two  years. 

The  lectureship  program  which  will  bring  Dr. 
Nossal  to  Portland  was  established  by  a gift  from 
Noble  Wiley  Jones  in  1927.  The  92-year-old  Dr. 
Jones  is  professor  emeritus  of  medicine  at  the  UOMS 
and  was  in  private  practice  for  nearly  50  years  be- 
fore his  retirement  in  1944. 


Medical  Board  Licenses  42  Physicians 

Board  of  Medical  Examiners  for  the  State  of 
Oregon  after  meeting  September  26,  27  and  28, 
announced  that  the  following  physicians  are  licensed 
to  practice  medicine  in  Oregon: 

Cemil  Bayrakci,  Douglas  Reed  Bottomly,  Arlen 
Birk  Burns,  Ralph  Edward  Cadger,  Vito  Richard 
Del  Deo,  Larry  Raymond  Eidemiller,  Thomas  Jo- 
seph Fennessy,  Donald  William  Fortlage,  Anthony 
Edward  Gallo,  Jr.,  John  Rossier  Gorman,  Michael 
Stephen  Hmura,  Sharon  Marie  Pepple  Horn,  Robert 
Dean  Kuhl,  Charles  Lee  Langeberg,  George  Leslie 
Francis  Lau,  Gary  Satoshi  Okino,  Donald  Allen 
Molde,  Fred  Masaru  Nomura,  Jr.,  Harold  Corey 
Sexton,  James  Dettmer  Smith,  Charles  Louis  Wal- 
temath  and  Christopher  Peter  Spencer  Williams,  all 
of  Portland. 

Eldon  Earl  Bell,  U.S.  Air  Force;  Veldon  Cecil 


Boge,  Salem;  Ercil  Ray  Bowman,  Jr.,  Nampa,  Idaho; 
Richard  Dolde  Brobyn,  Albany;  Gordon  Bonner 
Clappison,  Salem;  John  Josef  Gerhardt,  Milwaukie; 
Cecilia  Dolores  Gregory,  Wilsonville;  Daniel  Fred- 
erick Hogan,  Salem;  Alfred  Anthony  Ianora,  Jr., 
Eugene;  Glenn  Ernest  Lembert,  Vancouver,  Wash- 
ington; Thomas  Michael  Lain,  Los  Angeles,  Cali- 
fornia; Russell  Milton  Maynard,  Vancouver,  Wash- 
ington; Walter  Jack  Levy,  Santa  Fe,  New  Mexico; 
James  Alter  Moore,  Eugene;  Frank  Michael  Nagy, 
Bristol,  Virginia;  Kenneth  Albert  Springate,  Eu- 
gene; Robert  Thune,  Seattle,  Washington;  Earl  Max 
Vansandt,  Los  Angeles,  California,  and  Charles 
Joseph  Zerzan,  Jr.,  Milwaukie. 

The  Board  will  give  the  Oregon  State  Board 
Written  Examination  on  December  10,  11  and  12, 
1968,  and  on  January  14  and  15,  1969.  For  the 
December  1968  examination  the  Board  will  use  the 
FLEX  examination  which  is  prepared  by  the  Fed- 
eration of  State  Medical  Boards  of  the  United  States 
and  is  known  as  the  Federation  Licensing  Examina- 
tion. For  the  January  1969  examination,  the  Board 
will  give  the  usual  Oregon  State  Board  Written 
Examination  with  multiple  choice  questions  in  the 
same  subjects  given  during  past  Oregon  State  Board 
Written  Examinations.  The  filing  deadline  date  will 
be  30  days  prior  to  the  examination  dates  and  no 
applications  will  be  accepted  after  the  filing  dead- 
line date.  ® 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer7  ''  contains  the  same  active  ingredients 
as  a half-teaspoonlul  ol  Robitussm-DM?:  Glyceryl  guaiaco- 
late,  50  mg  ; Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 
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excitement 


for  one  day. 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V*  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen*  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (V«  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'h  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  V<  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications:  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  A |J  nflDIMC 
RICHMOND.  VA.  23220  /ITrl /LI  D I IN  J 


When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidiri 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
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HIGHLIGHTS 

• University  of  Washington  medical 
residency  program  adds  private 
hospitals 

• Heart  surgery  registry  provides 
useful  information 

• Central  Washington  physicians 
take  cardiology  preceptorships 

• “Cobalt  by  Christmas”  hope  of 
Alaskans  } 

• Myocardial  infarction  survey 
produces  significant  results 
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RMP  TICKER  TAPE 


GUEST  RESIDENCY 
INITIATED  IN  MEDICINE 


. . . Two  new  members  were  ap- 
pointed to  the  Regional  Advisory 
Committee  of  the  Washington/Alaska 


Rev,  Mineo  Katagiri  Isaac  L.  Banks 

Regional  Medical  Program. 

Isaac  L.  Banks  is  Health  Services 
Coordinator  for  the  Seattle  Model 
Cities  Program  and  he  is  also  a 
egistered  sanitarian  for  the  State  of 
A/ashington. 

Reverend  Mineo  Katagiri,  Episco- 
pal minister,  is  a member  of  the 
Office  of  Economic  Opportunity 
Board  and  a senior  minister  of  the 
Ecumenical  Metropolitan  Ministry,  a 
group  of  six  churches  in  the  Seattle 
irea. 

...  Dr.  Donal  R.  Sparkman, 
W/ARMP  director,  announced  the 
appointment  of  the  following  staff 
to  coordinate  RMP  activities  in 
Alaska:  Rogert  Ogden,  executive 
secretary  of  the  Alaska  State  Medi- 
cal Association  will  manage  opera- 
ions  in  Central-South  Central  Alaska. 

continued  page  3 


Closer  association  between  the 
University  of  Washington  School  of 
Medicine  and  private  practitioners 
was  created  recently  by  the  Guest 
Residency  Program  in  medicine. 

Initiated  by  the  Washington/ 
Alaska  Regional  Medical  Program, 
and  the  Department  of  Medicine 
the  new  arrangement  enables  a resi- 
dent from  the  Department  of  Medi- 
cine to  spend  two  months  of  his 


residency  in  a private  hospital.  Form- 
erly residents  rotated  only  through 
the  affiliated  hospitals  which  are  U.S. 
Public  Health,  Veterans’,  University, 
King  County  and  Firland  Sanatorium. 

“We  feel  the  program  will  build 
useful  bridges  between  the  Depart- 
ment of  Medicine  and  private  hos- 
pital staffs,  and  in  addition  will 
acquaint  residents  with  the  private 
practice  of  medicine,”  said  Dr.  Frank 

continued  page  3 


FIRST  MEDICAL  RESIDENT  at  Swedish  Hospital,  Dr.  Timothy  Fleming  (center)  dis- 
cusses an  ECG  trace  with  Dr.  Arthur  Anderson,  Chief  of  CCU  (left)  and  intern  Dr. 
Owen  T.  Duggan,  graduate  of  the  University  of  California  School  of  Medicine.  Through 
the  W/ARMP  Guest  Residency  Program,  medical  residents  from  the  University  of 
Washington  School  of  Medicine  may  spend  two  months  in  a private  hospital. 


WARMP  SPOTLIGHT 


Donald  R.  Peterson,  M.D. 


Dr.  Donald  R.  Peterson,  successful 
pioneer  of  continuous  data  collection 
received  enthusiastic  support  from 
the  Washington  / Alaska  Regional 
Medical  Program  to  extend  his  myo- 
cardial infarction  registry  to  other 
areas  of  Washington  State. 

Dr.  Peterson’s  registry,  started  two 
years  ago  in  King  County,  was  op- 
erating successfully  at  a time  when 
the  potential  value  of  cardiac  regis- 
tries was  not  recognized,  and  most 
existing  registries  were  incomplete 
and  inadequate. 

Through  his  efforts,  Pierce  County 
hospitals  were  added  to  the  registry 
last  year  and  eventually  other  hos- 
pitals in  populated  areas  of  Washing- 
ton State  will  be  included. 

A native  of  Portland,  Dr.  Peterson 
graduated  from  the  University  of  Ore- 
gon Medical  School  in  1947  and  in- 
terned at  Minneapolis  General  Hos- 
pital. 

In  1955,  he  joined  the  Seattle-King 
County  Department  of  Public  Health 
and  received  his  Master’s  Degree  in 
Public  Health  in  1958  from  the  Uni- 
versity of  California.  He  was  certified 
by  the  American  Board  of  Preventive 
Medicine  in  1962. 

Currently,  Dr.  Peterson  is  a con- 
sulting epidemiologist  for  King 
County  and  Children’s  Orthopedic 
Hospitals  in  Seattle.  He  is  on  the 
Advisory  Committee  for  Immuniza- 
tion Practices  at  the  U.S.  Public 
Health  Service,  a member  of  the 
Epidemiology  Section  Council  of  the 
American  Public  Health  Association 
and  a member  of  the  Life  Science 
Committee  of  Seattle’s  Pacific 
Science  Center. 

He  has  been  a member  of  the 
Cardiac  Subcommittee  of  W/ARMP 
since  its  formation. 
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Age  60  Turning  Point 


MYOCARDIAL  INFARCTION 
STUDY  GAINS  INTEREST 


Age  has  little  effect  on  a hospital- 
ized patient’s  chances  of  surviving  a 
heart  attack  unless  the  patient  is 
over  the  age  of  60,  according  to  a 
survey  of  myocardial  infarctions  in 
the  Seattle-King  County  area  con- 
ducted by  Dr.  Donald  R.  Peterson. 

Thereafter,  the  patient’s  chances 
of  survival  decline  progressively,  he 
said. 

The  continuing  study  began  in 
1966  with  participation  of  23  King 
County  hospitals.  Last  year  12  hos- 
pitals in  Pierce  County  were  added 
to  the  survey  through  a grant  from 
the  Washington  / Alaska  Regional 
Medical  Program,  and  plans  are  un- 
derway to  include  all  major  popula- 
tion areas  in  Washington  State  in 
the  study. 

According  to  Dr.  Peterson,  the 
Seattle-King  County  survey  also  dem- 
onstrated that  various  aspects  of  dis- 
ease can  be  studied  on  a practical 
basis  in  a large  population  over  an 
extended  period  of  time. 

Dr.  Peterson,  epidemiologist  for 
the  Seattle-King  County  Health  De- 


partment said  the  success  of  th< 
survey  was  largely  due  to  the  out 
standing  cooperation  of  medica 
groups  involved  and  most  particu 
larly  to  the  medical  record  librarian,- 
in  each  hospital. 

Information  obtained  in  the  surve\ 
included  hospital’s  name  and  case 
number,  date  of  report,  patient’s 
name  and  address,  date  and  time  o 
admission,  discharge  date  and  dis 
charge  status  (alive  or  deceased 
patient’s  birthplace,  race,  sex  anc 
marital  status. 

Dr.  Peterson  said  the  continuous 
study  will  provide  baseline  informa 
tion  for  measuring  trends  in  the  oc 
currence  of  the  disease  and  for  var 
ious  types  of  secondary  studies.  Ir 
one  such  study  underway,  the  cur 
rent  health  and  occupational  status 
of  patients  recorded  during  the  firs 
year  are  being  assessed. 

Hospitals  will  benefit  from  the 
effort  by  being  able  to  compare  thei 
care  of  heart  disease  patients  witt 
that  of  other  institutions. 


DR.  NANCY  SYDNAM  of  Juneau  received  special  training  in  cardiology  and  radiology 
at  Virginia  Mason  Hospital  and  Clinic  during  a one-week  W/ARMP  preceptorship. 
Since  Juneau  has  no  radiologist,  she  spent  several  days  increasing  her  knowledge 
in  this  area  with  Dr.  Thomas  Carlile , chairman  of  the  department  of  radiology.  Here 
Dr.  Carlile  demonstrates  the  use  of  an  image  amplifier  and  television  monitor.  Dr. 
Robin  Johnston,  chairman  of  the  department  of  cardiology  supervised  her  training  in 
coronary  care  unit  procedures. 
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DRS.  STAMM  (left  kneeling),  WOODRUFF  (standing),  and  BABB  discuss  results  of 
> 1 mass  screening  program  for  cystic  fibrosis.  The  machine  auotmatically  measures 
' amount  of  radiation  emitted  by  toe  and  fingernail  clippings. 


CYSTIC  FIBROSIS  DETECTION 
TECHNIQUE  DEVELOPED  HERE 


A technique  for  detecting  cystic 
ibrosis  developed  by  Dr.  Stanley  J. 
Stamm  and  two  University  of  Washi- 
ngton nuclear  engineers,  Drs.  Albert 
3abb  and  Gene  Woodruff  offers  great 
iromise  of  providing  a reliable  and 
iconomic  method  of  mass  screening. 

Dr.  Stamm,  co-director  of  the  Cys- 
ic  Fibrosis  Care  Research  and 
'eaching  Center  at  Children’s  Ortho- 
>edic  Hospital  is  directing  the  pro- 
iram  which  he  hopes  will  speed 
iarly  diagnosis  of  the  disease. 

, The  Division  of  Regional  Medical 
’rograms  awarded  Dr.  Stamm  $54,- 
61  to  develop  his  program  which,  in 
iddition  to  mass  screening  of  infants, 
ncludes  professional  education  for 
>hysicians  and  nurses,  instruction  in 
tome  care  and  management  for  par- 
nts  and  establishment  of  a cystic  fi- 
rosis  registry  for  Washington  and 
daska. 

To  test  for  cystic  fibrosis  nail  clip- 
pings from  as  many  as  100  children 
imultaneously  are  bombarded  with 
eutrons  in  a nuclear  reactor  for 
' bout  an  hour.  The  amount  of  radio- 
active sodium  and  potassium  pro- 
uced  by  the  bombardment  is  the 
'asis  for  computing  the  salt  content 
>f  each  child’s  perspiration.  CF  vic- 


tims have  abnormally  large  amounts 
of  sodium  in  their  perspiration. 

To  aid  in  the  program,  physicians 
who  have  suspected  cases  of  cystic 
fibrosis  are  urged  to  contact  Dr. 
Stamm  regarding  proper  nail  clipping 
procedures. 

“We  will  be  happy  to  accept 
samples  of  nail  clippings  if  they  have 
been  obtained  under  proper  control 
conditions,”  he  said. 

“We  especially  want  to  know  about 
any  cases  of  meconium  ileus  which 
appear  in  the  first  few  days  of  life. 
As  far  as  we’re  concerned,  mecon- 
ium ileus  is  cystic  fibrosis  until 
proven  otherwise.” 

A major  problem  identified  by  Dr. 
Stamm  is  the  lack  of  data  on  normal 
values  for  newborn  infants.  Samples 
obtained  from  Virginia  Mason,  Swed- 
ish, King  County  and  Children’s  Or- 
thopedic hospitals  will  establish  this 
control  data. 

When  these  values  have  been  de- 
rived, pediatricians  in  charge  of  ma- 
jor newborn  nurseries  throughout 
Washington  and  Alaska  will  be  con- 
tacted to  obtain  samples  for  mass 
screening. 


. . . TICKER  TAPE  continued  from  page  1 

Administrative  Assistant  in  the  An- 
chorage office  will  be  Mrs.  Marion 
Lampman  who  served  as  Dr.  Brown- 
ing’s secretary. 

Coordinator  for  South  - Eastern 
Alaska  will  be  Dr.  Jack  Lesh  of 
Juneau,  formerly  director  of  Alaska 
Crippled  Children’s  Program  under 
the  Alaska  Department  of  Health. 

. . Pacific  Northwest  radiologists 
were  so  enthusiastic  about  a pilot 
study  program  they  attended  at 
White  Pass  in  June  they  had  another 
one  this  month,  and  it  was  equally 
as  successful.  Featured  speaker  for 
the  W/ARMP  event  was  Dr.  Jerome 
M.  Vaeth,  director  of  the  Saroni  Tu- 
mor Institute,  San  Francisco.  June 
speaker  was  Dr.  Juan  del  Regato, 
Penrose  Cancer  Hospital,  Colorado 
Springs. 


GUEST  RESIDENCY  continued  from  page  1 

Parker,  associate  professor  of  medi- 
cine and  coordinator  of  the  Univer- 
sity’s residency  program. 

First  participant  was  Dr.  Timothy 
Fleming  (University  of  Cincinnati) 
who  spent  July  and  August  at  Swe- 
dish Hospital  as  their  first  medical 
resident. 

“We  are  extremelyhappy  with  the 
program  and  are  looking  forward  to 
having  more  medical  residents  from 
the  University,”  said  Dr.  Allan  Lobb, 
medical  director  of  Swedish  Hospital. 

Dr.  Fleming  said  his  private  hos- 
pital residency  gave  him  intensive 
experience  in  cardiology  and  was  a 
valuable  opportunity  10  learn  as  well 
as  to  teach. 

He  assisted  cardiologists,  super- 
vised interns  and  made  rounds  with 
staff  physicians. 

Enthusiastic  about  the  program 
was  Dr.  Jay  Michel,  chief  of  medicine 
at  Swedish,  who  said:  “We’re  sold 
on  the  guest  residency  program. 
Having  a young  man  like  Dr.  Flem- 
ing in  the  hospital,  eager  to  learn 
and  to  help  was  stimulating  to  the 
entire  staff.  I think  the  program  is 
superb  and  will  benefit  Swedish  Hos- 
pital, the  guest  resident  and  the  en- 
tire community.” 

Other  guest  residents  scheduled 
in  the  1968-69  program  are:  Dr.  Wen- 
dell P.  Fleet  (Creighton  University), 
The  Mason  Clinic,  September-Octo- 
ber;  Dr.  George  McDonald  (Washing- 
ton University),  Wenatchee  Valley 
Clinic,  November-December;  Dr.  Ger- 
ald J.  Roth,  (Harvard),  Rockwood 
Clinic  in  Spokane,  January-February; 
Dr.  John  Forsyth  (Washington  Uni- 
versity), St.  Elizabeth’s  and  Yakima 
Valley  Memorial  Hospitals,  March- 
April;  and  Dr.  Douglas  Stewart,  (Har- 
vard), Swedish,  May-June. 
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COBALT  BY  CHRISTMAS' 


While  political  slogans  may  dom- 
inate the  rest  of  the  country,  the 
phrase  heard  most  often  in  Alaska 
these  days  is  “Cobalt  by  Christmas.” 

The  push  is  on  to  collect  the  re- 
maining $20,000  needed  to  complete 
the  facility  which  will  house  the  first 
cobalt  therapy  unit  in  Anchorage  for 
treatment  of  cancer  victims. 

Funds  for  the  unit  were  supplied 
by  a W/ARMP  grant,  but  the  building 
had  to  be  financed  by  the  people  of 
Alaska. 

Since  construction  was  begun  May 
6,  members  of  labor  unions  and  pri- 


vate citizens  have  donated  hundreds 
of  hours  of  labor;  contractors  and 
suppliers  have  given  materials;  Prov- 
idence Hospital  has  supplied  the  site, 
Western  Construction  Company  is 
building  the  structure  at  cost  and 
employees  representing  many  com- 
panies are  contributing  through  pay- 
roll deductions. 

“The  cooperative,  generous  spirit 
being  demonstrated  in  this  health 
care  effort  is  truly  a credit  to  the 
people  of  Alaska,”  said  Dr.  Donal  R. 
Sparkman,  director  of  W/ARMP. 


CHECKING  THE  34  inch  width  of  the 
structure  to  house  the  cobalt  unit  is  Ernie 
Matz,  superintendent  of  Western  Con- 
struction Company  and  member  of  the 
Anchorage  Building  Trades  Council.  Matz 


is  one  of  many  union  employees  who 
donates  his  time  before  and  after  regular 
working  hours  and  on  his  days  off,  to 
construct  the  cancer  treatment  facility. 


HEART  SURGERY 
BEING  RECORDED 

A record  of  heart  surgery  pro- 
cedures performed  in  Washington 
and  Alaska  is  being  tabulated  on  a 
regular  basis  for  the  first  time. 

The  cardiac  surgery  registry,  di- 
rected by  Dr.  Gordon  Logan,  member 
of  the  cardiac  subcommittee  of  the 
Regional  Medical  Program,  was 
started  in  January  after  cardiac  sur- 
geons in  Washington  and  Alaska  met 
and  indicated  the  need  for  such  a 
project  and  their  willingness  to  sup- 
port it.  Funds  were  secured  from'  a 
Washington/ Alaska  Regional  Medi- 
cal Program  planning  grant. 

Dr.  Logan,  Seattle  cardiologist, 
said  that  a summary  of  all  open  heart 
and  most  closed  heart  surgery  done 
in  the  region  has  been  compiled  for 
the  first  three  months  of  1968. 

This  report  shows  that  of  a total  of 
142  cardiac  surgery  procedures,  79 
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were  open  heart  and  55  were  closed 
heart.  The  remaining  eight  proced- 
ures were  classed  as  partially  open 
heart  or  involving  deep  hypothermia. 

The  majority  of  the  open  heart 
surgery  was  performed  to  correct 
either  mitral  valve  disease  (32)  or 
valvular  aortic  stenosis  (15).  Nine  op- 
erations were  performed  for  repair 
of  atrial  septal  defect  and  six  in- 
volved multivalvular  surgery.  Of  the 
55  closed  heart  procedures,  14  were 
for  myocardial  revascularization  and 
16  were  for  initial  implantation  of 
cardiac  pacemakers. 

CARDIAC  COURSE 
OPEN  TO  PHYSICIANS 

A one-week  course  in  coronary 
care  for  Washington  and  Alaska  phy- 
sicians will  be  conducted  at  the  Uni- 
versity of  Washington  by  four  Seattle 
cardiologists  beginning  October  28. 

The  course,  co  - sponsored  by 


Levi  M.  Browning,  M.D. 

The  death  of  Dr.  Levi  M.  Browning 
on  July  30  was  a great  loss  to  the 
Washington/Alaska  Regional  Medi- 
cal Program,  which  he  so  earnestly 
served,  to  the  State  of  Alaska  and  to 
his  many  friends  who  knew  and  loved 
him. 

His  warm,  amiable  quality  won  him 
friends  from  high  government  posts 
to  remote  fishing  villages  of  Alaska. 

The  63-year-old  former  Commis- 
sioner of  Health  and  Welfare  in 
Alaska  was  a dedicated  leader  in  de- 
ve.^ping  better  health  care  in  the 
49th  state  by  fostering  a spirit  of  co- 
operation among  members  of  medi- 
cal communities. 

As  Coordinator  of  Regional  Medi- 
cal Program  operations  in  Alaska, 
Dr.  Browning  pioneered  efforts  to 
acquire  a super  voltage  radiation 
therapy  unit  for  Alaska  cancer  vic- 
tims. Dr.  Browning,  himself  a victim 
of  lung  cancer,  saw  the  first  ground 
broken  for  the  cobalt  center  on  May 
6 in  Anchorage. 

An  Alaskan  resident  for  19  years, 
Dr.  Browning  encouraged  coopera- 
tion from  the  people  of  Alaska  to 
finance  the  cobalt  center.  Funds  for 
the  unit  were  supplied  by  a grant 
from  W/ARMP. 

Dr.  Browning,  a 32-year  veteran  of 
the  U.S.  Air  Force  and  retired  colonel 
was  past  commanding  surgeon  of 
Elmendorf  Air  Force  Base  Hospital. 
He  died  at  a hospital  in  Lackland  Air 
Force  Base,  Texas  after  a brief  ill- 
ness. He  is  survived  by  his  wife, 
Sally. 


W/ARMP  and  the  University  of  Wash- 
ington Division  of  Continuing  Medi- 
cal Education,  will  feature  instruction 
in  electrocardiography,  management 
of  patients  with  myocardial  infarction, 
cardiopulmonary  resuscitation  and 
the  insertion  of  pacemakers. 

Course  registration  is  limited  to 
16  students;  persons  interested  in 
attending  should  contact  Noel  Mhyre, 
co-director,  CCU  project,  500  Uni- 
versity District,  Bldg.,  Seattle  98105. 


CANCER  REGISTRIES 
TO  BE  CENTRALIZED 


V R.  RICHARD  TWISS  discussed  an  ECG 
it  iterpretation  with  visiting  physicians  dur- 
>g  a one-week  course  in  coronary  care 
B|r  St.  Elizabeth’s  Hospital.  From  left  are: 


Three  physicians  from  Goldendale, 
• rosser  and  Sunnyside  received  a 
'eek  of  intensive  training  in  the  care 
v f victims  with  myocardial  infarction 
t the  coronary  care  unit  in  St.  Eli- 
abeth’s  Hospital  in  Yakima. 

Drs.  Robert  Sotta,  Richard  Kirk 
nd  Neal  Thompson,  who  are  assist- 
ig  with  planning  CCUs  for  their  own 
ommunity  hospitals,  were  the  first 
articipants  in  preceptorship  courses 
eing  offered  by  the  Central  Wash- 
igton  Continuing  Education  Project 
|{f  W/ARMP. 

The  cardiology  course  given  in 
ugust  by  nine  specialists,  included 
iscussions  and  demonstrations  in 
CG  interpretation,  insertion  of  pace- 
makers, arteriography,  anticoagula- 
an,  outpatient  cardiac  problems, 
id  precordial  shock. 

Preceptees  made  hospital  rounds 
aily  with  cardiologists  Dr.  Richard 
wiss  and  Dr.  Donald  Ballew  and 
aw  patients  jointly  in  their  offices. 
All  three  physicians  emphasized 
hat  an  extremely  valuable  experi- 
ice  the  week’s  training  had  been. 
1 s spokesman,  Dr.  Sotta  said,  “We 
ere  most  impressed  with  the  gen- 
ne  interest  the  Yakima  physicians 


Dr.  Robert  Sotta,  Prosser;  Dr.  Twiss;  Dr. 
Richard  Kirk,  Sunnyside  and  Dr.  Neal 
Thompson,  Goldendale. 


have  shown  in  helping  us  increase 
our  knowledge  and  skill  in  coronary 
care.  The  course  was  extensive  as 
well  as  intensive,  with  a pathologist, 
hematologist,  radiologist,  surgeon, 
urologist,  as  well  as  internists  and 
cardiologists  taking  time  from  their 
practices  to  teach  us.” 

‘‘As  a result,”  he  continued,  “every 
minute  of  our  time  was  well  organ- 
ized and  extremely  productive.  While 
it  may  not  have  been  an  objective  of 
the  course,  the  opportunity  to  know 
the  specialists  who  are  within  our 
own  referral  area  has  been  one  of 
the  greatest  benefits  of  our  week  in 
Yakima  and  cannot  help  but  improve 
not  only  our  care  of  myocardial  pa- 
tients but  others  as  well.” 

Yakima  physicians  who  conducted 
the  course  were  Drs.  Twiss,  Ballew, 
Eric  Benson,  Justin  Aalpoel,  Sher- 
man Hill,  Donald  Williams,  Douglas 
Morningstar,  Fred  Burrows  and  John 
Wolf.  Nursing  problems  in  CCUs 
were  discussed  by  Sister  Mary  Ann. 

Physicians  interested  in  preceptor-- 
ships  should  contact  Yakima  sur- 
geons, Dr.  Jack  Gustafson  and  Dr. 
Frank  Ditter,  co-directors  of  the 
Central  Washington  Project. 


A system  of  centralized,  automated 
cancer  registries  will  be  tested  in 
four  Washington  State  hospitals  in  a 
project  co-sponsored  by  W/ARMP 
and  the  Washington  State  Health  De- 
partment. 

In  November  a centralized  compu- 
ter facility  will  begin  coding,  ab- 
stracting and  programming  cancer 
information  from  the  participating 
hospitals.  The  system  will  be  com- 
patible with  all  of  the  14  existing 
registries  in  Washington  and  Alaska. 

Physician  reaction  to  centralized 
group  registries  will  be  tested  after 
the  pilot  study.  Results,  if  favorable 
will  form  the  basis  of  an  application 
for  a W/ARMP  grant  to  extend  the 
system  to  other  hospitals. 

A survey  conducted  in  Washington 
early  this  year  by  W/ARMP  showed 
that  many  physicians  were  interested 
in  the  registries  and  were  using  the 
well  organized  ones. 

Of  the  existing  registries  in  Wash- 
ington and  Alaska,  only  one  (Virginia 
Mason)  is  fully  automated  and  two 
other  hospitals  (Group  Health  and 
Tacoma  General)  are  developing 
computerized  systems.  These  three 
hospitals,  plus  King  County  Hospital 
will  participate  in  the  pilot  study. 

Interest  in  registries  prompted  a 
meeting  in  Seattle  in  July  on  cen- 
tralized, automated  cancer  registries. 

Sponsors  were  the  American  Col- 
lege of  Surgeons,  W/ARMP,  Ameri- 
can Cancer  Society,  Washington 
State  Medical  Association  and  the 
Washington  State  Health  Department. 

More  than  75  persons,  including 
medical  librarians,  physicians,  nurses 
and  hospital  administrators,  attended 
the  meeting  which  featured  a panel 
discussion.  Guest  speakers  were  Dr. 
Charles  Smart,  associate  professor 
of  surgery,  University  of  Utah  and 
director  of  the  Intermountain  RMP 
centralized,  automated  cancer  regis- 
tries and  George  Linden,  director  of 
the  California  cancer  registry. 

Dr.  Smart  said  that  a registry  should 
contain  information  that  will  answer 
a physician’s  question,  such  as  “Did 
my  treatment  make  any  difference?” 

Another  feature  of  automated  reg- 
istries, said  Linden,  was  that  they  can 
record  large  amounts  of  data. 

“Data  from  the  California  registry 
contradicted  evidence  that  women 
with  malignant  melanoma  who  be- 
come pregnant  have  a higher  death 
rate  than  those  who  do  not  become 
pregnant.  Enough  data  were  analyzed 
to  find  that  the  death  rates  are  not 
different.”  Linden  said. 


PHYSICIANS  VALUE  YAKIMA 
CORONARY  CARE  TRAINING 
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TELEVISION  SERIES  BEGINS 
IN  CENTRAL  WASHINGTON 


EDITORIAL 


by  Peter  O.  Hansen,  M.D.,  Kenai,  Alaska 

The  Kenai  Medical  Center  in 
Kenai,  Alaska  has  had  the  wonderful 
opportunity  of  having  as  a visiting 
laboratory  consultant  this  past  month 
Miss  Jean  Plock,  a registered  tech- 
nologist employed  by  King  County 
Hospital  in  Seattle. 

Miss  Plock  spent  two  and  a half 
weeks  working  in  our  center  assist- 
ing our  technologist  in  learning  and 
improving  laboratory  techniques. 

Similar  services  were  provided  by 
Miss  Plock  to  the  technologist  in  the 
Peninsula  Medical  Center  in  Sold- 
otna,  a near-by  community.  Dr.  Paul 
Isaak  of  the  Medical  Center  enthusi- 
astically endorsed  the  program  also. 

Miss  Plock’s  visit  was  made  pos- 
sible through  the  flexible  continuing 
education  program  for  laboratory 
personnel  set  up  by  W/ARMP. 

It  was  essential  to  the  health  of 
Kenai  citizens  in  our  situation  to 
have  our  technician  receive  addi- 
tional training  at  home  while  at  the 
same  time  continuing  to  provide  lab- 
oratory services  for  the  community. 
We  have  no  hospital  in  the  area  and 
there  is  no  other  laboratory  facility 
in  Kenai,  nor  are  replacement  tech- 
nicians available  if  ours  were  to 
leave  for  a refresher  course. 

In  our  situation  transportation 
costs  for  Miss  Plock  were  borne  by 
the  RMP  and  we  provided  meals  and 
lodging  in  addition  to  paying  the  con- 
sultant her  usual  salary  for  the  time 
she  spent  working  with  us. 

Being  specific,  Miss  Plock  has 
given  our  technician  sufficient  knowl- 
edge in  the  field  of  bacteriology  so 
that  we  are  now  able  to  do  bacterial 
cultures  and  sensitivities,  gram 
staining  procedures  and  to  know 
their  interpretations.  Our  technician 
has  also  improved  her  knowledge  of 
hematology  and  has  had  the  oppor- 
tunity to  review  blood  chemistries 
daily  with  a registered  technologist. 

As  a physician  it  has  been  most 
rewarding  to  see  the  results  which 
are  benefiting  our  patients  through 
the  application  of  improved  tech- 
niques in  our  own  laboratory.  These 
services  for  our  community  have 
been  made  possible  through  our 
Regional  Medical  Program. 

(Dear  Editor:  Please  pardon  the  pen- 
manship, but  I’m  hunting  this  week  and 
am  putting  the  finishing  touches  on  this 
while  sitting  on  a camp  stool  next  to 
the  Yukon  River.  We  certainly  enjoyed 
having  Jean  Plock  with  us  and  we  are 
looking  forward  (hopefully)  to  her  return- 
ing next  year  for  a week  or  two.  Thanks 
to  Miss  Janiece  Sattler  and  Dr.  Fouty  for 
having  made  all  this  possible.) 
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The  televised  education  courses 
organized  for  the  Central  Washington 
Project  started  Tuesday,  October  1, 
when  physicians  in  seven  hospitals 
assembled  to  view  Part  I of  the  “Bed- 
side Diagnosis  of  Stroke.” 

Parts  II  and  III  were  presented  on 
successive  Tuesdays  with  the  wrap- 
up  session  to  be  held  October  22, 
at  12:00  noon,  in  the  auditorium  of 
St.  Elizabeth’s  Hospital.  The  discus- 
sion will  be  led  by  The  Mason 
Clinic’s  neurosurgeon,  Dr.  John  Ty- 
tus,  and  neurologist  Dr.  David  Fryer, 
who  were  featured  on  the  televised 
presentations. 

Central  Washington  hospitals  par- 
ticipating in  addition  to  St.  Eliza- 
beth’s are  Valley  Memorial  in  Sunny- 
side,  Klickitat  Valley  in  Goldendale, 
Yakima  Valley  Memorial  in  Yakima, 
Kittitas  Valley  Community  in  Ellens- 
burg,  Central  Memorial  in  Toppenish, 
and  the  Prosser  Memorial  in  Prosser. 

The  programs  televised  by  Chan- 
nel 9 in  Seattle  and  Channel  47  in 
Yakima,  are  available  to  other 
communities  throughout  Washington 
State  via  community  cable  systems 


DR.  WAYNE  B.  CARTE,  (left)  from  Shel- 
ton, Washington  reviews  an  EEG  trace 
with  Dr.  Robert  Colfelt,  Seattle  neurolo- 
gist, during  the  first  stroke  preceptorship 
course  sponsored  by  W/ARMP.  Organ- 
ized at  Dr.  Carte’s  request,  the  week  of 
training  represented  a cooperative  effort 
by  neurologists  from  Swedish,  Virginia 
Mason  and  Providence  hospitals.  The 
course  offered  a review  of  diagnostic  and 


David  Fryer,  M.B.,  Ch.B.  John  Tytus,  M.D. 


or  satellite  stations.  All  programs  be  t 
gin  at  7:35  a.m. 

Physicians  interested  in  participat  | 
ing  in  the  course  should  contact  pro 
ject  directors  Dr.  J.  R.  Gustafson,  o 
Dr.  Frank  Ditter,  in  Yakima  to  receive  f 
the  stroke  pamphlet  and  other  in 
structional  materials  related  to  the 
program. 

The  next  televised  series  startinc 
October  29  deals  with  the  recogm 
tion  and  treatment  of  arrhythmias, 
and  will  feature  Dr.  John  Blackmon 
Division  of  Cardiology,  University  o 
Washington  School  of  Medicine. 


treatment  procedures  and  provided  clin 
ical  experience  in  neurologists’  offices 
Dr.  Carte  said  that  the  opportunity  fo ' 
consultation  with  these  specialists  wa: 
more  effective  as  a learning  experienct 
than  formal  courses.  Such  a program  en 
abled  him  to  become  familiar  with  mort\ 
neurological  problems  than  he  could  en- 
counter in  his  general  practice. 


WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98ns 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


The  Home  Core  Counseling  Program 
at  Fircrest  School 


Lee  G.  Miller,  M.D.,  Seattle,  Washington 


The  Home  Care  Counseling  Program  at  Fircrest 
School,  Seattle,  Washington,  is  a rather  unique 
program.  In  corresponding  with  state  departments 
and  institutions  all  across  the  United  States,  Fircrest 
administrators  found  only  one  similar  program- 
in  Seaside,  Connecticut. 

Patients  within  driving  distance  of  Seattle, 
usually  a radius  of  50  to  75  miles,  are  accepted  for 
the  Home  Care  Counseling  program.  Children  come 
from  as  far  north  as  the  Everett-Bellingham  area 
and  as  far  south  as  Tacoma-Olympia  area.  One  child 
came  from  Wenatchee.  The  crucial  factor  is  that 
the  parents  must  be  able  to  drive  to  Seattle  at  least 
once  or  twice  a week. 

the  need 

A family  with  a mentally  retarded  child  is  usu- 
ally referred  to  a diagnostic  clinic  for  complete 
evaluation  at  some  point  in  the  child’s  first  five  years 
of  life.  They  are  then  often  advised  to  place  their 
child  on  a waiting  list  for  admission  to  a state 
institution  for  the  retarded.  Present  day  services  to 
families  with  retarded  children  can  be  seen  as  a 
spectrum  with  the  diagnostic  clinic  on  one  side 
and  the  state  institution  on  the  other.  Between  these 
two  extremes  we  have  a span  of  years  when  the 
retarded  child  lives  at  home  with  very  limited,  if 
any,  direct  service  while  his  name  is  on  the  waiting 
list. 


During  this  time  the  child’s  behavior  often 
becomes  more  unmanageable  and  the  family’s  prob- 
lems multiply.  This  can  lead  to  marital  problems 
and  serious  adjustment  problems  with  the  other 
children  in  the  family.  There  seems  to  be  a clear 
need  to  give  service  to  families  with  retarded  chil- 
dren promptly,  in  their  home  setting,  and  tailored 
to  their  needs. 

historical  development 

The  Home  Care  Counseling  Program  at  Fircrest 
School  has  been  developed  from  the  basic  philosophy 
of  identifying  specific  needs  in  the  total  family  unit 
and  providing  service  to  meet  these  needs. 

The  program  has  two  main  aspects:  teaching 
and  counseling  for  parents,  and  training  and  short- 
term residential  care  for  the  children.  Opportunity 
is  provided  for  the  parents  to  learn  techniques  for 
more  effective  care  of  the  child  at  home  and  to 
gain  modern  insights  into  mental  retardation. 

location 

Fircrest  School  is  located  on  a 50-acre  wooded 
crest  in  the  northeast  district  of  Seattle,  Washing- 
ton, ten  minutes  from  the  city  center.  The  residential 
population  is  approaching  one  thousand  persons, 
most  of  whom  are  severely  retarded.  Fircrest  School 
is  one  of  five  institutions  for  the  mentally  retarded 
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in  the  State  Department  of  Institutions,  Division  of 
Handicapped  Children.  The  Home  Care  Counseling 
Program  was  started  as  a pilot  project  funded  by 
United  States  Public  Health  Service  Hospital  Im- 
provement Grant  Number  2 R20  MR02037-04  from 
June  1,  1964  to  May  31,  1968.  The  program  is  now 
continuing  on  state  funds. 

CURRENT  PROGRAM 
initial  evaluation 

Families  are  accepted  on  referral  from  their 
physician  or  by  self-referral.  Evaluation  begins  with 
a home  visit  by  the  social  worker  and  nurse.  The 
parents  are  then  interviewed  by  a pediatrician, 
speech  therapist,  psychologist  and  psychiatrist.  The 
child  is  examined  by  the  pediatrician,  speech  thera- 
pist, psychologist  and  dentist. 

four  month  residential  stay 

Following  the  initial  evaluation,  the  children  are 
admitted  for  a four-month  residential  training 
program.  They  spend  Monday  through  Friday  at 
Fircrest  School,  day  and  night.  They  return  home 
Friday  evening  and  come  back  into  Fircrest  Monday 
morning. 

child  training  and  care 

Each  child  is  rated  in  his  self-help  skills  and 
an  attempt  is  made  to  determine  his  approximate 
mental  age  level.  An  individual  program  is  then 
planned  for  each  child  based  upon  the  stated  goals 
of  the  parents  and  the  next  appropriate  step  for 
the  child  in  each  area.  For  example,  if  the  child  will 
finger  feed,  he  is  trained  to  use  a spoon.  If  he  is 
sitting,  he  is  encouraged  to  stand  and  then  to  walk. 

parent  counseling  and  seminars 

Weekly  scheduled  discussion  groups  for  the 
mothers  provide  an  opportunity  to  share  informa- 
tion with  other  parents  and  to  discuss  common 
problems.  It  is  beneficial,  for  young  parents  espe- 
cially, to  discover  they  are  not  the  only  ones  with 
a particular  problem.  One  of  the  most  experienced 
group  of  persons  in  caring  for  retarded  children 
are  other  parents  of  retarded  children.  They  provide 
a unique  fund  of  information  regarding  methods 
of  solving  common  problems. 

A series  of  weekly  seminars  is  given  for  the 
mothers.  They  are  designed  to  cover  the  training 
of  retarded  children  in  basic  self-help  skills.  These 
sessions  cover  general  care,  social  development, 
speech  and  language,  feeding,  walking,  toilet  train- 
ing, dressing,  and  common  medical  problems  and 
seizure  disorders. 

The  mothers  are  required  to  participate  one- 
half  day  per  week  in  the  care  and  training  of 


the  child  in  the  hall  under  the  direct  supervision 
of  the  Home  Care  Counseling  child  care  worker.  The 
main  purpose  of  the  mother’s  time  in  the  hall  is 
to  learn  new  methods  of  dealing  with  problems  and 
to  gain  a better  perspective  by  seeing  other  retarded 
children  being  cared  for. 

Following  four  months  of  residential  training, 
the  children  are  eligible  to  continue  on  the  day  care 
program  one  day  a week.  On  this  program,  the 
child  comes  in  at  8 am  and  returns  home  the  same 
day  at  5 pm.  This  is  designed  solely  to  give  the 
mother  relief  from  the  daily  care  of  the  child. 

community  resources 

The  Home  Care  Counseling  staff  also  informs 
parents  about  other  community  agencies  where 
they  can  seek  service  for  their  child.  Frequent 
recommendations  for  management  of  retarded  chil- 
dren are: 

1.  Continued  medical  follow-up  by  private 
physician. 

2.  Public  health  nurse  visits  to  the  home. 

3.  Family  counseling. 

4.  Speech  therapy  and  a hearing  aid  or  both. 

5.  Physical  therapy. 

6.  Special  education  classes. 

7.  Referral  appointments  to  other  specialty 
clinics. 

referrals 

A physician  who  wants  to  refer  families  for 
service  can  write  to  Lee  G.  Miller,  M.D.,  co-direc- 
tor, the  Home  Care  Counseling  Program,  Fircrest 
School,  15230-15th  NE,  Seattle,  Washington  98155, 
or  call  Emerson  4-0300— extension  254.  ■ 


RMP  Telecasts 

Presentations  by  the  Washington/Alaska  Re- 
gional Medical  Program  for  the  Central  Washington 
Continuing  Education  Project  are  being  telecast 
on  Tuesdays  at  7:35  am  (repeated  at  8:00  am) 
on  Channels  9 and  47. 

“Bedside  Diagnosis  of  Stroke”  was  presented 
in  three  parts  on  October  1,  8 and  15.  A live  dis- 
cussion session  will  be  held  at  12  noon  October 
22  at  St.  Elizabeth’s  Hospital,  Yakima,  with  tele- 
vision show  participants  John  Tytus,  M.D.,  Neuro- 
surgeon and  David  Fryer,  M.D.,  Neurologist,  The 
Mason  Clinic. 

“Recognition  and  Treatment  of  Arrhythmias 
Part  I will  be  presented  on  October  29;  Part  II, 
November  5;  and  Part  III,  November  12.  A dis- 
cussion session  will  be  held  at  12  noon  November 
19  at  St.  Elizabeth’s  Hospital  in  Yakima,  with 
John  Blackmon,  M.D.,  Division  of  Cardiology,  Uni- 
versity of  Washington.  ■ 


$ 
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UWSM  Receives  Grant  for  Anesthesia 
Research  Center 

University  of  Washington  School  of  Medicine 
will  receive  a grant  of  $2,287,700  over  a five-year 
period  for  establishment  of  an  Anesthesia  Research 
Center,  Dean  John  R.  Hogness  announced.  The  ini- 
tial award  was  $479,660. 

The  anesthesiology  center  grant  is  the  third  of 
its  kind  to  be  awarded  by  the  National  Institute  of 
General  Medical  Sciences.  The  first,  awarded  by 
the  Institute  in  June  1967,  established  an  Anesthe- 
siology Research  Center  at  the  University  of  Penn- 
sylvania. The  second  center  award  was  to  Harvard 
University  in  January  1968. 

These  large-scale,  multidisciplinary  centers  are 
part  of  the  Institute’s  national  program  of  grant  sup- 
port, authorized  by  Congress,  to  expand  research 
and  training  in  all  aspects  of  modern  anesthe- 
siology. 

Director  of  the  University  of  Washington  center 
will  be  John  J.  Bonica,  professor  and  chairman 
of  the  Department  of  Anesthesiology. 

Dr.  Bonica  outlined  the  objectives  of  the  program 
as  to  define,  investigate  and  solve  some  of  the 
major  problems  in  anesthesiology  and  related  fields; 
to  train  medical  scientists  who  will  pursue  careers 
of  teaching  and  research  in  the  field;  produce  more 
and  better-trained  physicians  specializing  in  the 
field  of  anesthesia;  contribute  to  the  education  of  all 
physicians  in  fields  where  anesthesiologists  are  par- 
ticularly qualified,  and  advancement  of  scientific 
knowledge. 

Research  programs  envisioned  for  the  Center 
cover  nine  fields,  Dr.  Bonica  said.  These  include 
mechanisms  of  anesthetic  action  at  the  cellular 
level,  respiration,  pharmacology  of  the  nervous  sys- 
tem, circulation,  obstetric  anesthesia  including  phys- 
iology and  pharmacology  of  the  newborn,  bioengi- 
neering, regional  and  dental  anesthesia,  and  the 
management  and  mechanisms  of  pain. 

Dean  Hogness  pointed  out  that  these  programs 
will  involve  members  of  almost  every  department 
of  the  school  of  medicine  and  scientists  from  sev- 
eral other  institutions  in  the  United  States  and 
abroad.  The  center  is  intended  as  a regional  re- 
source for  the  advancement  of  anesthesiology  in 
the  Northwest. 

“The  ultimate  goal  of  these  efforts  will  be  more 
rapid  and  effective  application  of  new  knowledge 
to  the  scientific  care  of  patients,”  Dean  Hogness 
said. 

Methods  of  the  research  center  will  be  multi- 
disciplinary, involving  not  only  physicians  but  en- 
gineers who  are  specialists  in  designing  medical  in- 
struments and  apparatus,  electronics  and  computer 
specialists,  basic  medical  scientists,  statisticians  and 


JOHN  J.  BONICA,  M.D. 


mathematicians  and  other  professionals  who  can 
assist  with  the  research. 

Research  proposals  and  the  progress  of  specific 
projects  will  be  reviewed  by  the  Program  Director 
and  the  departmental  Anesthesiology  Research  Com- 
mittee, consisting  of  B.  Raymond  Fink,  professor  of 
anesthesiology,  Rudolph  H.  dejong,  associate  pro- 
fessor of  anesthesiology  and  pharmacology,  and 
Thomas  Hornbein,  associate  professor  of  anesthe- 
siology and  physiology-biophysics.  The  Anesthesiol- 
ogy Advisory  Committee  consists  of  12  outstanding 
scientists  from  fields  other  than  anesthesiology. 

Dr.  Bonica,  a 1942  graduate  of  Marquette  Uni- 
versity School  of  Medicine,  has  been  chairman  of 
the  University's  Department  of  Anesthesiology  since 
1960,  after  15  years  as  director  of  the  Department 
of  Anesthesiology  at  Tacoma  General  Hospital.  Dr. 
Bonica  was  president  of  the  American  Society  of 
Auesthesiologists  in  1966,  has  been  a member  of 
the  executive  committee  and  the  scientific  advisory 
committee  of  the  World  Federation  of  Societies  of 
Anesthesiologists,  and  is  president-elect  of  the  As- 
sociation of  University  Anesthetists. 


"Human  Malformations"  Course 
Offered 

“Human  Malformations,”  a course  offered  by  the 
University  of  Washington  School  of  Medicine  Di- 
vision of  Continuing  Medical  Education,  will  be 
presented  Thursday  and  Friday,  November  7-8,  at 
the  University’s  Health  Sciences  Auditorium. 

PROGRAM: 

Thursday,  November  7 

I.  SIGNIFICANCE  AND  PREVENTION 
8:00  am  The  Problem 

ROBERT  ALDRICH,  M.D. 
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8:30  AM 


8:  50  am 
9: 10  AM 


9:30  am 


9:50  am 


10:30  AM 

11:15  AM 
II. 

2:00  pm 


2:20  pm 


2:50  PM 


3:00  pm 


What  Drugs  Deform 

RONALD  LEMIEE,  M.D. 

Genes,  Reproduction  and  Man 
ARNO  MOTULSKY,  M.D. 

Gourmet’s  View  of  Congenital  Deformity 

IRVIN  EMANUEL,  M.D. 

Premarital  Pregnancy  Prevention 

RONALD  FIOK,  M.D. 

Round  Table  Discussion 

david  dickixsox,  M.D.,  moderator;  louis 
GAFFNEY,  S.J.,  PH.D.,  EUGENE  KITTER, 

d.d.,  don  mcafee,  ph.d.,  physicians 
Discussion  and  coffee 
Discussion 

DETECTION  AND  DEFECTS 

New  Biochemical  Methods:  Aminoacids, 
Lipids  and  Carbohydrates 

C.  RONALD  SCOTT,  M.D. 

Direction  and  Implementation  of  Com- 
munity Programs 

STANLEY  WRIGHT,  M.D. 

Inborn  Errors  of  Clotting 

JACK  LAZERSON,  M.D. 

Patterns  of  Multiple  Malformations 

DAVID  SMITH,  M.D. 


3:30  pm  Discussion  and  coffee 
4:10  pm  Discussion 


Friday,  November  8 

III.  MANAGEMENT  OF  THE  DEFORMED 
8:00  am  The  Multiple  Malformed— Worth  Sal- 
vage? 

david  Dickinson,  M.D.,  moderator 
8:30  am  eldon  foltz,  m.d.,  Neurosurgeon 
8:50  am  warren  chapman,  m.d.,  Urologist 
9:10  am  Charles  dockhorn,  m.d.,  Orthopedist 
9:20  .am  william  sherman,  m.d..  Psychiatrist 
9:50  am  Discussion  and  coffee 
10:50  am  Discussion 

IV.  REPRODUCTIVE  BIOLOGY  AND 
EDUCATION 


1:30  pm  Public  Premarital  Sex  Education 

PATRICIA  HAYDEN,  M.D. 

1:50  pm  Health  Education  and  the  Student 

DON  MCAFEE,  PH.D. 

2:20  pm  Biology  and  Theology:  An  Apparent  Con- 
tradiction? 

LOUIS  GAFFNEY,  S.J.,  PH.D. 

2:50  pm  Family  Planning:  A Moral  Obligation? 

EUGENE  KITTER,  D.D. 

3:10  pm  Discussion  and  iced  tea 
4:10  pm  Discussion 


dzoivn  cdfid  zJ-foiliitai 


FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 


Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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Annual  Cancer  Conference 


Annual  Cancer  Conference  will  be  held  Novem- 
ber 1 and  2,  at  the  Virginia  Mason  Clinic,  8th  Floor 
Auditorium,  joint  sponsors  are  the  American  Can- 
cer Society,  Washington  Division,  Inc.;  U.S.  Public 
Health  Service,  Cancer  Control  Grant;  and  the 
Virginia  Mason  Medical  Center  (Virginia  Mason 
Hospital,  Mason  Clinic,  Virginia  Mason  Research 
Center).  The  program  qualifies  for  AAGP  credit 
of  7 elective  hours. 

Guest  speakers  for  the  conference  are:  Vincent  P. 
Collins,  M.D.,  Director  of  Radiology,  Rosewood 
General  Hospital,  Houston,  Texas;  and  Jerome  A. 
Urban,  M.D.,  Associate  Clinical  Professor  of  Sur- 
gery, Cornell  University  School  of  Medicine,  Asso- 
ciate Att.,  Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  and  James  Ewing  Hospital,  New  York 
City,  N.Y. 


PROGRAM: 

Friday  Afternoon 

2:00  pm  Symposium 

Early  Diagnosis  of  Breast  Cancer— joel 
baker,  m.d.,  moderator 
Examination  of  the  Breast— vincent  p. 
COLLINS,  M.D. 

Place  of  Mammography— willis  j.  tay- 

LOR,  M.D. 

Contralateral  Breast  Biopsy  and  Other 
Cancer  Detection  Experience— jerome 

A.  URBAN,  M.D. 

3:30  pm  The  Paradox  of  Breast  Cancer— vincent 

P.  COLLINS,  M.D. 

4:00  pm  Current  Status  of  Primary  Treatment  of 
Breast  Cancer— jerome  a.  urban,  m.d. 

4:45  pm  Questions  and  Answers— Robert  l.  Niel- 
sen, m.d.,  moderator 


Saturday  Morning 


8:30  am  Management  of  Certain  Cancers  of  the 
Head  and  Neck— john  h.  walker,  m.d., 
VINCENT  P.  COLLINS,  M.D.,  G.  HUGH 
LAWRENCE,  M.D. 

9:30  am  Pain  Control  in  Intractable  Cancer— john 
s.  TYTUS,  M.D. 

9:50  am  Chemotherapy  in  Practice— john  w. 

HUFF,  M.D. 


10:40  am  Carcinoma  of  the  Cervix:  An  Area  for 
Improvement— vincent  p.  collins,  m.d. 

11:15  am  Management  of  Advanced  Breast  Can- 
cer—JEROME  A.  URBAN,  M.D. 


11:45  am  Questions  and  Answers— Robert  l.  niel- 
sen,  m.d. , moderator 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis  — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  comnounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 
Lederle  Laboratories.  Pearl  River.  New  York  10965  . 406-8 


ACCURATE  - EASY  - SIMPLE 
NO  STETHESCOPE  - NO  GUESSING 


Read  blood  pressure  electronically 
with  SPHYGMOSTAT  ELECTRONIC 
BLOOD  PRESSURE  METER 


Precise  indication,  systolic  and  diastolic  by  sight 
or  by  sound  or  both.  Lifetime  guarantee 

MODERN  - EFFICIENT  - RELIABLE 

Write  for  information: 

Name 

Address 

Zip.... 

CHARLES  B.  KRAUSI 

Route  1,  Box  313 
Graham,  Washington  98338 
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WILLIAM  E.  WATTS,  M.D. 


The  physician  engrossed  in  his  practice  too  often 
in  his  innocence  shuns  matters  political  and 
leaves  planning  and  management  to  others.  In  some 
hospitals,  particularly,  his  contribution  to  direction 
and  decision  making  has  been  limited  to  minor 
matters  of  professional  housekeeping.  The  rapidly 
changing  status  of  hospitals  requires  a reappraisal 
of  the  physician’s  role  in  policy  making. 

A generation  ago,  the  hospital  was  mainly  a 
hostelry  that  provided  rooms  and  nursing  care  for 
the  patients  of  individual  physicians.  Now  a hos- 
pital is  a medical  complex  which  provides  medical 
services:  emergency  room  service,  x-rays  for  out- 
patients and  inpatients,  laboratory  services,  diag- 
nostic services  such  as  pulmonary  function  studies, 
radioactive  diagnostic  services,  oncologic  services, 
and  physiotherapy.  In  some  of  these  areas  there 
is  still  a token  of  separation  of  the  professional 
component  from  the  hostelry  part,  but  this  separa- 
tion is  difficult  to  maintain,  and,  in  the  eyes  of  the 
patient,  or  public,  the  service  is  provided  by  the 
hospital.  Further,  the  hospitalized  patient  usually 
has  not  one  physician,  but  several,  or  many,  so  that 
the  total  service  tends  to  be  supplied  by  the  hos- 
pital. And  the  patient  increasingly  tends  to  go 
directly  to  the  hospital  for  medical  care  and  to 
relate  to  one  hospital  with  which  he  becomes  fa- 
miliar. 

This  trend  is  recognized  and  utilized  by  the 
social  planners,  who  envisage  a hospital  based  or- 
ganization of  medical  care  delivery,  with  hospital 
controlled  physician  groups,  and  a prepaid  panel 
system.  This  trend  is  also  recognized  by  Health, 
Education,  and  Welfare  (HEW)  officials  who  have 
conducted  seminars  on  group  practice,  made  federal 
funds  available  to  group  medical  systems,  and  are 
encouraging  further  subsidy  to  these  plans.  And, 
more  important  to  my  thesis,  this  trend  toward 
hospital  based  and  oriented  (and  controlled)  prac- 
tice is  recognized  by  astute  hospital  administrators. 
Throughout  the  country  there  are  appearing  hos- 


PRESIDENTS  page 

The  Hospital 
Executive  Committee 

pital-owned  medical  office  buildings.  Here  in 
Washington  the  cornerstone  for  a Seattle  Medical 
Center  Medical  Office  Building,  or  Health  Building, 
was  laid  in  September.  This  ten  story,  110-office 
building  will  be  erected  on  top  of  existing  hospital 
structure  and  will  be  fully  interconnecting  with  the 
hospital  floors  and  facilities.  It  is  one  of  several 
such  buildings  on  the  drawing  boards  for  this  hos- 
pital and  for  others  in  the  community. 

Some  idea  of  the  role  that  physicians  may  play 
in  determining  the  future  of  this  building,  setting 
its  policies,  controlling  the  methods  of  practice, 
choosing  the  tenants,  resisting  total  hospital  domi- 
nation, meeting  increasing  federal  pressures  for 
control,  can  be  gleaned  from  the  role  that  the  staff 
has  played  to  date.  The  building  was  planned  by 
the  Board  of  Trustees,  all  of  Swedish  descent,  all 
laymen,  in  the  early  1960’s.  As  early  as  1965, 
physicians  were  being  approached  individually  and 
separately  to  commit  themselves  to  tenancy.  In 
January  1966,  I was  called  in  for  such  commit- 
ment. During  this  interview  I learned  that  in  other 
such  centers  physicians  not  in  the  hospital  con- 
trolled building  had  trouble  getting  patients  into 
the  hospital.  Yet  not  until  a year  and  a half  later, 
in  June  1967,  did  the  medical  Executive  Committee 
of  the  Seattle  Hospital  recognize  or  officially  con- 
sider the  building!  Not  until  the  matter  was  thrust 
on  them  by  a few  concerned  physicians  did  they 
discuss  the  matter  themselves  or  present  it  to  the 
staff. 

At  the  June  1967  staff  meeting,  a proposal  was 
made  to  increase  physician  participation  in  hos- 
pital management  by  including  at  least  three  phy- 
sicians on  a seven  to  nine-man  Board  of  Trustees. 
Instead  of  taking  a role  of  leadership  in  this  matter, 
the  Executive  Committee  dragged  its  feet  and  sug- 
gested lesser  representation,  but  finally  under  the 
pressure  of  overwhelming  staff  concensus  did  sub- 
mit a proposal  that  two  physicians  be  included. 
Several  months  later  the  Board  of  Trustees,  recog- 
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After  the  picnic 
even  Gramps 

Was  a victim  of 
intestinal  cramps 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 

In  elderly  patients  it  is  particularly  important 
to  stop  the  diarrhea  fast.  Parepectolin  helps  you 
control  diarrhea  promptly  and  gain  the  patient’s 
confidence  until  etiology  has  been  determined. 


Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 


warning : may  be  habit  forming 

Pectin (2Vs  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 


nizing  the  need  for  change,  accepted  in  principle 
the  inclusion  of  physicians,  and  deleted  the  re- 
quirement that  all  Board  members  must  be  of 
Swedish  descent.  Yet  now,  a year  later,  the  Ex- 
ecutive Committee  has  not  completed  the  necessary 
moves  to  elect  physician  members  to  the  Board. 

The  Executive  Committee  belatedly  appointed  a 
building  committee  of  physicians  to  provide  medical 
input  to  the  plans  and  policies  of  the  building, 
following  the  June  1967  staff  meeting.  This  com- 
mittee has  met  regularly  and  has  helped  shape 
some  policies.  Were  it  guided,  encouraged,  and 
supported  by  a strong  executive  committee,  it  could 
serve  better. 

Thus  in  considering  the  role  of  the  physicians 
of  the  staff  in  the  formation  of  the  new  building— 
and  hence  in  the  rapidly  changing  scene  of  delivery 
of  medical  services— the  record  is  abysmal.  There 
must  be  something  wrong  with  a medical  staff  or- 
ganization that  is  so  isolated  from  the  changing 
hospital  scene.  Perhaps  it  is  the  Executive  Com- 
mittee itself. 

The  Executive  Committee  consists  of  eight  de- 
partment heads,  a chief,  and  an  assistant  chief.  The 
latter  two  are  appointed  by  the  Board  of  Trustees 
from  a slate  proposed  by  the  Executive  Committee. 
Ex-officio,  but  attending  in  force  vocally,  are  the 
chiefs  of  hospital  departments  (Roentgenology, 
Anesthesiology,  Pathology,  Tumor  Institute,  Physical 
Medicine,  and  the  Director  of  Medical  Education). 
There  appear  to  be  just  three  errors  in  this  arrange- 
ment. First,  to  be  representative  of  and  responsive 
to  the  staff,  the  chief  and  assistant  chief  should  be 
elected  by  either  the  staff  or  the  Executive  Com- 
mittee. Second,  the  chiefs  of  hospital  departments, 
though  non-voters,  have,  by  the  fact  of  almost  life- 
long tenure,  a voice  out  of  proportion  to  their  value 
as  representatives  of  the  staff.  This  appears  to  have 
been  particularly  true  in  the  instance  of  a contro- 
versial pathologist  recently  fired.  It  might  be  better 
if  they  were  called  when  needed  for  expertise,  but 
left  out  of  final  policy  determinations.  They  are 
in  a position  of  conflicting  interest.  The  hospital  is 
their  employer. 

Last,  but  most  important,  the  system  of  election 
of  department  heads  to  the  Executive  Committee 
has  proven  particularly  destructive  to  effective 
physician  participation.  The  eight  departments  as 
now  designated  in  the  Bylaws  are  obsolete  and  anti- 
quated residua  from  the  1946  writing.  Now  there 
are  some  twenty  recognizable  departments,  but  only 
eight  represented.  The  census  of  the  original  de- 
partments has  shifted  so  that  four  pediatricians 
now  elect  one  Executive  Committee  member,  as  do 
ten  general  practitioners,  ten  urologists,  and  seven 
neurologist-neurosurgeons;  whereas  sixty  internists 
elect  only  one.  This  disenfranchisement  is  obvious- 
ly unfair,  but  minor  in  effect  compared  to  the 
resulting  loss  of  potential  Executive  Committee 
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talent.  If  one  of  four  pediatricians  is  to  be  selected, 
the  field  is,  to  say  the  least,  narrow.  Furthermore, 
department  heads  tend  to  be  chosen  as  honored 
and  respected  senior  men  in  their  specialty.  At  the 
hospital  under  discussion,  this  is  so.  All  are  top 
men  in  their  fields,  fine  people,  fine  doctors— but 
not  all  are  geared  for  the  complexities  of  repre- 
senting and  guiding  the  staff  in  a rapidly  changing 
medical  world. 

There  is  further  inherent  failure  in  the  traditional 
department-head-club  or  tribal  council  concept  of 
the  executive  committee.  It  tends  to  overemphasize 
minor  differences  in  interest  between  various  small 
subgroups  of  physicians  and  to  ignore  the  more 
significant  relationship  between  the  hospital  and 
the  profession.  For  instance,  in  representing  the 
AMA  in  hearings  on  proposed  legislation  by  HEW, 
is  it  more  important  that  Dwight  Wilbur  be  an 
internist  or  surgeon,  or  that  he  be  a physician 
representing  all  physicians?  Likewise  in  the  near 
future  when  government  contracts  are  offered  for 
community'  or  panel  practice  of  medicine  by  the 
hospital,  it  is  more  important  that  able  physicians 
of  any  subdiscipline  represent  us,  than  that  our 
efforts  be  dissipated  by  minor  factional  rivalries.  As 
physicians  dealing  with  big  government  or  big 
hospital  it  is  essential  that  we  negotiate  from  united 
strength,  rather  than  on  a tribal  basis  of  specialty 
versus  specialty. 

Some  of  the  areas  where  the  present  executive 
committee  system  has  failed  to  function  are  ap- 
palling. Less  than  two  years  ago  the  pathologist 
of  20  years  tenure  was  summarily  fired.  Members 
of  the  Executive  Committee  not  only  weren’t  con- 
sulted; they  didn’t  know  about  it  until  a week  after 
he’d  left!  Xor  did  they  participate  in  the  firing  of 
the  hospital  manager  and  the  hiring  of  a medical 
director,  nor  in  the  terms  of  his  employment.  The 
total  lack  of  interest  in  the  medical  office  building 
has  already  been  mentioned.  Certainly  these  are 
reasonable  areas  of  staff  concern  and  participation. 
There  are  other  areas  where  the  1946  housekeeping 
style  executive  committee  has  lacked  drive  and  has 
ignored  the  changing  times.  Our  1946  Executive 
Committee  at  the  Seattle  Hospital  is  a fine  house- 
keeping committee.  It  is  inappropriate  to  1968— 
and  1978.  A proposed  change  in  the  Bylaws  to 
revise  the  Executive  Committee  was  turned  down 


by  these  gentlemen,  but  may  fare  better  if  the 
staff  is  permitted  to  consider  it. 

Let  not  these  remarks  be  interpreted  in  any  way 
as  criticism  of  this  leading  Seattle  hospital  or  of 
any  of  my  colleagues  on  its  staff  or  Executive  Com- 
mittee. The  foundation  for  the  excellence  of  this 
institution  was  established  by  a strong  physician 
and  the  outstanding  staff  he  was  able  to  attract 
three  and  four  decades  ago.  His  son-in-law,  a busi- 
ness man,  deserves  great  credit  for  its  continued 
development  during  the  last  two  decades.  Now  a 
salaried  medical  director  seems  to  share  in  top  man- 
agement. They  are  dedicated,  gifted,  far-sighted,  ef- 
fective—and  powerful.  I see  only  one  missing  ingre- 
dient-effective staff  participation.  As  the  hospital, 
which  now  has  over  400  beds  and  50  doctors  on 
its  payroll,  grows  to  1,400  beds  and  perhaps  its 
entire  staff  on  its  payroll,  and  as  the  government 
contracts  for  more  and  more  health  services,  it  be- 
comes vital  that  the  active  staff  participate  active- 
ly in  the  changing  scene.  To  do  this  we  need  a 
1970  model  executive  committee. 

Why  should  all  these  matters  be  discussed  in 
northwest  medicine?  Because  they  are  typical  of 
many  problems  facing  medicine  in  a time  of  rapid 
growth  and  change.  Our  old  attitudes  and  old  ways 
are  too  old.  We  need  fresh  ideas  and  skilled  spokes- 
men to  fulfill  our  responsibilities  as  the  world’s  most 
highly  educated  health  care  providers.  We  need 
forceful  and  effective  representation  to  maintain 
some  part  in  the  planning  and  leadership  of  this 
health  care  system.  The  struggle  to  maintain  active 
input  is  not  limited  to  Washington,  D.C.  It  also 
goes  on  here  at  home,  as  in  the  hospital  executive 
committee.  • 


At  press  time,  we  have  learned  that  the  staff 
of  the  Seattle  hospital,  mentioned  in  the  above 
essay,  has  voted  for  reconstitution  of  its  executive 
committee.  Changes  will  give  the  staff  more  equable 
representation  and  more  influence  on  decisions  rele- 
vant to  staff  responsibilities.  Ed. 
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Initiative  242 

Drivers'  Implied  Consent— Intoxication  Tests 


1.  What  has  created  the  need  for  more  meaningful 
legislation  to  curb  the  drunken  driver? 

The  need  for  legislation  in  this  area  can  be  illus- 
trated by  the  following  two  quotations,  20  years 
apart,  from  Accident  Facts,  published  by  the  Na- 
tional Safety  Council. 

1946  Edition— “Influence  of  Alcohol— According 
to  state  reports,  nearly  18%  of  all  drivers  involved  in 
fatal  accidents  have  been  drinking  . . 

1966  Edition— “Alcohol— A leading  factor  in 
fatal  accidents.  Drinking  may  be  a factor  in  as 
many  as  half  of  the  fatal  motor  vehicle  accidents.” 
In  addition,  based  on  highway  mishap  research 
conducted  over  the  past  35  years  the  United  States 
Secretary  of  Transportation,  Alan  S.  Boyd,  reported 
to  Congress  in  August  of  this  year:  “ . . . the  use  of 
alcohol  by  drivers  and  pedestrians  leads  to  some 
25,000  deaths  and  a total  of  at  least  800,000  crashes 
in  the  United  States  each  year.  Especially  tragic  is 
the  fact  that  much  loss  in  life,  limb,  and  property 
damage  involves  completely  innocent  parties.” 

2.  What  can  be  done  to  keep  the  drunk  driver  off 
the  highway? 

Courts  have  ruled  that  driving  is  a privilege,  not 
a right.  Careful  research  of  the  drunk  driver  prob- 
lem by  the  nation’s  legal,  medical  and  traffic  safety 
associations  say  an  Implied  Consent  Law,  coupled 
with  lowering  the  presumptive  limit  (the  critical 
level  of  alcohol  absorption)  from  .15  (150  mg)  to 
.10  (100  mg)  per  cent  of  alcohol  in  the  body,  will 
help  in  keeping  the  drunken  driver  off  our  highways. 
This  legislative  action  would,  in  turn,  protect  the 
majority  of  innocent  drivers  and  pedestrians  from 
the  small  percentage  of  drunken  drivers  who  bring 
death  and  injuries  to  others. 

3.  What  is  Implied  Consent  Law? 

Under  this  law,  a citizen  granted  the  privilege 
to  drive  has  agreed  in  advance  he  will  take  an  al- 
cohol test  should  he  ever  be  requested  to  do  so  if 
arrested  for  being  in  control  of  a vehicle  while  un- 
der the  influence  of  intoxicating  liquor.  Should  he 
violate  that  agreement  by  refusing  to  take  the  test, 
the  motorist’s  privilege  to  drive  would  be  with- 
drawn by  revocation  of  his  driver’s  license  for  six 
months  by  the  State  Department  of  Motor  Vehicles. 
The  driver  has  the  right  to  appeal  the  revocation— 
an  action  which  has  nothing  to  do  with  the  criminal 
court  proceedings  involving  the  drunk  driving 
charge. 


4.  Under  Washington  State's  proposed  law,  would 
police  stop  drivers  at  random? 

No.  An  obvious  violation  would  have  to  be  com- 
mitted in  view  of  the  officer  prior  to  stopping  the 
driver.  Before  an  actual  arrest  for  drunken  driving 
was  made,  the  officer  could  test  the  driver’s  oral  re- 
sponses to  questions,  his  physical  responses  such  as 
walking,  picking  up  scattered  coins  and  other  per- 
formance tests. 

5.  Under  the  existing  law,  what  happens  to  the 
driver  who  is  arrested  for  operating  a vehicle 
while  intoxicated? 

Today,  a driver  may  refuse  to  take  the  breath 
alcohol  test  knowing  his  refusal  to  do  so  would  not 
mean  revocation  of  his  operator’s  license.  This  test 
is  necessary— not  only  to  convict  the  guilty— but  to 
clear  the  innocent. 

6.  Who  pays  for  lack  of  Implied  Consent  legisla- 
ion? 

The  innocent  drivers,  passengers  and  pedestrians 
who  are  killed  and  injured  by  drunk  drivers. 

Without  the  scientific  evidence  of  alcohol  chem- 
ical tests,  a conviction  is  difficult  to  obtain. 

Lack  of  legislation  requiring  alcohol  tests  has  led 
judges  and  juries  to  find  the  guilty  innocent  and— 
on  occasion,  the  innocent  guilty. 

7.  How  many  states  have  the  Implied  Consent  Law? 

As  of  January  1,  1968,  more  than  half  the  United 
States— 27  in  all— had  enacted  Implied  Consent  leg- 
islation. Washington  is  the  only  West  Coast  state 
that  lacks  such  an  instrument  to  improve  highway 
safety.  California,  in  1966,  and  Oregon,  in  1965, 
enacted  Implied  Consent  Laws.  Idaho  has  had  the 
law  since  1955;  Utah,  1957;  Colorado,  last  year. 

Implied  Consent  statutes  also  exist  in  Connecti- 
cut, Florida,  Hawaii,  Illinois,  Iowa,  Kansas,  Massa- 
chusetts, Michigan,  Minnesota,  Missouri,  Nebraska, 
New  Hampshire,  New  Jersey,  New  York,  North 
Carolina,  North  Dakota,  Ohio,  Oklahoma,  Bhode  Is- 
land, South  Dakota,  Vermont  and  Virginia. 

8.  Does  revocation  of  a motorist's  driver's  license 
because  of  refusal  to  take  an  alcohol  test  consti- 
tute a deprivation  of  his  property  without  due 
process  of  law? 

No.  A number  of  State  Supreme  Courts  have 
found  that  license  to  operate  a vehicle  on  the  high- 
ways is  a privilege— not  a property  right.  The  power 
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given  to  suspend  this  privilege  is  an  administrative, 
not  a judicial  function. 

9.  Would  a driver's  right  to  protection  from  testi- 
fying against  himself  be  violated  should  he  con- 
sent to  an  alcohol  test? 

No.  In  1966,  the  U.S.  Supreme  Court  ruled  that 
administering  a chemical  examination  for  evidence 
of  intoxication  does  not  violate  a driver’s  right 
against  self-incrimination  because  only  physical  evi- 
dence is  being  sought. 

The  high  court  ruled  a person’s  body  can  be 
examined  for  breath,  blood,  urine  and  any  other 
physical  tests  without  infringing  on  constitutional 
freedom.  Fingerprinting,  for  example,  has  never 
been  challenged  in  the  courts. 

Similarly,  the  State  Supreme  Court  of  Nebraska— 
where  Implied  Consent  has  been  the  law  for  nearly 
a decade— decreed  the  privilege  against  self-incrimi- 
nation is  limited  to  the  giving  of  oral  testimony. 
Self-incrimination,  the  court  said,  does  not  extend 
to  use  of  the  defendant’s  body. 

10.  Where  does  the  American  Bar  Association  House 
of  Delegates  stand  on  Implied  Consent  legisla- 
tion? 

The  American  Bar  Association’s  House  of  Dele- 


gates, as  early  as  1957,  endorsed  such  legislation  in 
addition  to  supporting  lowering  the  alcohol  limit  as 
proof  of  intoxication. 

11.  Why  should  we  lower  the  limit  of  .15  per  cent 
(150  mg)  alcohol  content  found  in  the  body  to 
.10  per  cent  (100  mg)  as  evidence  of  drunken- 
ness behind  the  wheel? 

Washington’s  existing  law  setting  .15  per  cent 
(150  mg)  of  alcohol  content  as  the  presumptive 
level  of  intoxication  is  considered  by  legal,  medical 
and  federal  authorities  to  be  considerably  beyond 
the  point  where  one’s  driving  ability  is  impaired. 

The  probability  of  accident  involvement  increases 
rapidly  at  levels  over  .08  per  cent  (80  mg). 

An  alcohol  concentration  of  .05  per  cent  (50  mg) 
will  definitely  impair  the  driving  ability  of  some 
individuals.  As  the  alcohol  concentration  increases, 
a driver  who  reaches  .10  per  cent  (100  mg)  is  def- 
initely impaired  and  incapable  of  protecting  the 
lives  of  others— much  less  his  own— on  the  highway. 

12.  What  is  the  difference  between  the  .10  (100 
mg)  driver  and  the  .15  (150  mg)  driver? 

The  drunk  driver  with  .15  per  cent  (150  mg) 
alcohol  concentration  in  his  body  is  suffering  from 
severe  impairment  of  physical  and  mental  func- 
tions. 
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The  drunk  driver  with  .10  per  cent  (100  mg)  or 
more  alcohol  is  an  equally  deadly  driver  because 
he  can  find  his  way  onto  the  freeway  where  he  will 
perform  with  no  concern  for  others.  It  is  this  driver 
which  this  initiative  seeks  to  eliminate  from  our 
highways. 

13.  Has  there  been  recent  legislation  in  other  states 
to  lower  the  presumptive  limit  from  .15  per  cent 
(150  mg)  to  .10  percent  (100  mg)? 

Yes.  In  1967,  laws  lowering  the  presumptive  limit 
from  .15  to  .10  per  cent  were  enacted  in  Georgia, 
Illinois,  Kansas,  Michigan  and  Minnesota.  Utah  low- 
ered the  limit  to  .08  per  cent  (80  mg). 

14.  Why  have  physicians  become  involved  in  this 
campaign? 

Physicians  of  Washington  State  are  deeply  con- 
cerned about  traffic  safety  and  ways  of  reducing 
automobile  accidents.  Trauma  from  traffic  accidents 
is  increasing  and  represent  a significant  medical 
problem. 

Medical  evidence  shows  alcohol  levels  of  .10  per- 
cent (100  mg)  and  above  impair  ability  to  safely 
drive  a vehicle.  Doctors  have  repeatedly  given  sup- 
port to  Implied  Consent  bills  before  the  State  Leg- 
islature. 

15.  Is  this  legislation  aimed  at  the  moderate  drinker? 

No.  The  moderate  or  social  drinker  becomes 
more  careful;  the  problem  drinker  becomes  more 
careless,  behind  the  wheel. 

Alcohol  concentration  in  the  body  is  related  to 
the  person’s  weight,  quantity  and  kind  of  food  in 
the  stomach,  amount  of  liquor  taken,  time  over 
which  it  is  taken,  and  time  since  the  last  drink.  As 
an  extreme  example,  a person  could  sip  whiskey  at 
a rate  of  3A  of  an  ounce  per  hour,  consuming  more 
than  a pint  in  24  hours,  without  accumulating  al- 
cohol in  his  body  or  becoming  intoxicated.  On  the 
other  hand  eight  ounces  of  80  to  90  proof  liquor 
consumed  in  an  hour  to  an  hour  and  one  half  by  a 
man  weighing  150  pounds  would  produce  alcohol 
levels  in  the  blood  around  0.15  per  cent  (150  mg). 
This  means  the  individual  is  bordering  on  gross 
intoxication  and  is  about  10  hours  away  from  com- 
plete elimination  of  the  alcohol  in  his  blood.  He  is 
five  hours  away  from  driving  with  any  degree  of 
safety  and  even  then  his  chances  of  having  an  acci- 
dent are  greatly  increased. 

“A  man  weighing  150  pounds  and  consuming 
about  6 ounces  of  whiskey,  gin  or  rum  of  standard 
proof  (80  to  90  proof  ...  40  to  45%  alcohol)  in  an 
hour  would  reach  blood  levels  of  around  0.10%.” 
Chicago  Traffic  Safety  Review,  November-Decem- 
ber,  1965. 


16.  Is  there  any  federal  legislation  now  involving 
Implied  Consent? 

Not  as  such,  but  the  Implied  Consent  law  is  one 
of  the  standards  of  the  new  federal  highway  safety 
program  as  is  setting  a .10  per  cent  alcohol  con- 
sumption limit. 

17.  Are  there  Implied  Consent  laws  in  foreign  coun- 
tries? 

Yes.  Implied  Consent  laws  more  stringent  than 
the  proposed  legislation  sought  by  this  initiative 
exist  in  Sweden,  Norway,  West  Germany,  British 
Columbia  and  England.  Norway  enacted  the  law  in 
1926  with  the  presumptive  limit  set  at  .05  per  cent. 

18.  How  would  the  test  for  alcohol  be  administered? 

There  are  70  Breathalizers  in  the  state.  Chemical 
analyses  of  the  driver’s  breath  or  blood,  to  be  con- 
sidered valid,  will  be  performed  according  to  meth- 
ods approve  by  the  State  Toxicologist  and  by  an 
individual  possessing  a valid  permit  issued  by  the 
State  Toxicologist  for  this  purpose.  When  a person 
agrees  to  or  requests  a blood  test,  the  test  will  be 
performed  only  by  a physician,  a registered  nurse 
or  a qualified  technician. 

19.  Does  the  word  "highway"  refer  only  to  state 
and  federal  highways  and  freeways? 

No.  It  means  any  public  thoroughfare— whether  it 
be  a street,  road,  highway  or  freeway. 

20.  Why  have  legislative  attempts  failed  to  enact 
Implied  Consent  measures? 

Bepeated  attempts  since  1961  have  failed  in  the 
legislative  process  mainly  because  of  the  efforts  and 
pressure  of  certain  members  of  the  legislature  who 
have  never  permitted  an  Implied  Consent  bill  to 
come  to  a floor  vote.  Implied  Consent  legislation, 
similar  to  Initiative  242  passed  the  House  of  Rep- 
resentatives in  1967,  but  never  came  to  a vote  in 
the  Senate. 

It  may  seem  to  be  a mystery  but  the  answer  is 
not  hard  to  find.  The  members  of  the  Legislature, 
elected  by  the  people  they  represent,  only  reflect 
the  concern  and  interests  of  those  people.  In  other 
words,  the  residents  of  Washington  State  have  not 
demanded  that  this  vitally  important  law  be  sup- 
ported and  passed. 

21.  Why  have  attempts  failed  to  lower  the  presump- 
tive limit  to  .10  per  cent? 

Recent  research  shows  alcohol  involvement  in 
fatal  traffic  accidents  to  be  much  higher  than  pre- 
viously presumed.  Until  the  last  two  or  three  years, 
accident  data  based  on  police  reports  had  estab- 
lished that  from  15  to  20  per  cent  of  all  fatal  traffic 

continued  on  page  1023 
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This  advertisement  for  TAO5  (tri- 
acetyloleandomycin), published  at 
the  request  of  the  Food  and  Drug 
Administration,  replaces  a recent 
one  which  the  FDA  regards  as  mis- 
leading. 


The  advertisement  headlined 
“new  evidence  for  TAO  . . .”  and 
emphasized  that  the  drug  is  “for  the 
frequently  seen  respiratory  infec- 
tion in  the  office  and  for  a problem 
pathogen"  in  the  hospital.  '"Staphy- 
lococcus aureus.” 

We  emphasize  that  triacetylole- 
andomycin  is  to  be  used  only  for 
acute,  severe  bacterial  infections 
where  adequate  sensitivity  testing 
has  demonstrated  susceptibility  to 
this  drug  and  resistance  to  other 
less  toxic  agents.  In  view  of  the  pos- 
sible, but  reversible,  jaundice  and 
hepatotoxicity  of  this  drug,  other 
less  toxic  agents  should  be  used  un- 
less the  organism  is  resistant  to 
those  agents,  or  in  those  cases 
where  hypersensitivity  precludes 
their  use. 

TAO  is  contraindicated  in  pre- 
existing liver  disease  or  dysfunc- 
tion, and  in  individuals  who  have 
shown  hypersensitivity  to  the  drug. 


The  advertisement  emphasized 
that  no  tooth  staining  has  been  re- 
ported after  ten  years  of  use  of  this 
antibiotic-  The  Food  and  Drug  Ad- 
ministration regards  this  claim  as 
an  implied  comparison  suggesting 
that  triacetyloleandomycin  and  tet- 
racycline havea  similar  antibacteri- 
al spectrum  of  effectiveness,  and 
that  TAO  has  less  toxic  potential. 
Any  such  implication  is  not  intend- 
ed and,  of  course,  would  be  invalid. 

The  advertisement  referred  to  a 
research  study  in  which  patients 
were  given  triacetyloleandomycin 
prior  to  determining  the  susceptibil- 
ity of  the  offending  organism.  Any 
suggestion  that  triacetyloleando- 
mycin be  used  clinically  without 
first  determining  susceptibility  of 
the  offending  organism  should  be 
disregarded. 

J.  B.  ROERIG  DIVISION 

CHAS  PFIZER  & CO..  INC. 

235  EAST  42nd  STREET 
NEW  YORK.  N Y.  10017 
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TAO®(triacetyloleandomycin) 

Brief  Summary 


INDICATIONS:  Include  streptococci, 
staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLI- 
NICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 
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accidents  involved  drinking.  But,  during  the  last 
few  years  studies  all  over  the  country  have  been 
based  on  actual  blood  alcohol  content  of  people 
killed  in  traffic  accidents.  This  relatively  recent  re- 
search has  caused  the  National  Safety  Council  to 
revise  earlier  estimates  to  proclaim  that  50  to  60 
per  cent  of  all  drivers  in  fatal  accidents  have  been 
drinking. 

22.  Does  other  information  exist  to  support  this 
claim? 

Yes.  In  a recent  extensive  study  of  fatally  injured 
drivers  in  California,  nearly  three  out  of  five  drivers 
in  fatal  accidents  were  found  to  have  been  drinking 
before  the  accidents.  And,  blood  samples  made 
during  the  past  two  years  by  the  medical  examiner 
of  Atlanta,  Georgia,  show  nearly  70  per  cent  of  the 
fatally  injured  drivers  tested  in  that  region  had  been 
drinking. 

23.  Are  there  other  factors  involved  in  the  need  to 
know  the  physical  condition  of  the  driver  who 
displays  irregular  traffic  behavior? 

It  must  be  determined  by  scientific  evidence  if 
alcohol  is  the  cause  of  driving  behavior  which 
brought  about  the  arrest  of  a driver  accused.  This 
factor  would  protect  the  driver  who  is  innocent.  The 
Breathalyzer  test  would  provide  indisputable  proof 
of  innocence  as  well  as  guilt. 

According  to  the  National  Safety  Council,  there 
are  more  than  60  pathological  conditions  producing 
symptoms  the  same  as,  or  similar  to,  those  of  in- 
toxication. 

There  is  no  rule  of  thumb  by  which  an  officer— 
or  doctor— can  look  at  a person  and  say,  positively 
in  every  case,  that  said  person  is  under  the  influence 
of  alcohol. 

24.  What  is  the  Breathalizer  and  how  does  it  work? 

The  unit  is  about  the  size  of  a bread  box  and 
about  as  simple  in  its  operation.  It  is  designed  for 
the  quantitave  determination  of  alcohol  in  the 
breath. 

The  test  consists  of  four  phases.  First,  the  ap- 
paratus is  cleaned  with  room  air.  Second,  the  sub- 
ject breathes  into  the  mouthpiece.  Third,  the  sub- 
ject’s breath  passes  through  a chemical  compound 
to  allow  oxidation  to  proceed.  Fourth,  the  color 
change  caused  by  the  amount  of  alcohol  in  the 
driver’s  breath  is  measured  by  a photometer  on  a 
calibrated  scale  which  pinpoints  the  alcohol  per- 
centage in  the  body. 

25.  How  long  does  the  test  take? 

A complete  analysis  requires  about  six  minutes. 

26.  What  is  the  chemical  compound  used  in  the 
Breathalizer? 

The  machine  utilizes  potassium  dichromate  in 
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sulfuric  acid  solution  which  acts  as  a reagent  for 
oxidizing  alcohol  found  in  the  air  of  the  lungs. 

27.  What  does  the  photometer  do? 

It  measures  the  color  change  of  the  solution  with 
respect  to  the  amount  of  alcohol  present  in  the 
lung  air. 

28.  Has  the  Breathalyzer  a built-in  safety  factor? 

Yes.  The  Washington  State  Patrol  affirms  the 
Breathalyzer  is  constructed  along  “fail-safe”  lines. 
Any  defect  in  the  mechanism  would  favor  the  de- 
fendant. The  Patrol  has  gone  on  record  as  being  as 
much  concerned  with  exonerating  the  innocent  as 
defining  the  guilty. 

29.  Where  would  the  tests  be  given?  On  the  road 
or  in  the  station? 

Unless  an  unusual  request  arises,  the  test  is  al- 
ways given  in  the  station. 

30.  Who  gives  the  test?  How  can  the  citizen  know 
the  person  giving  the  test  is  qualified? 

Washington  State  Patrol  has  trained  2,500  law 
enforcement  officers  including  its  575  state  troopers 
to  operate  the  device.  In  addition,  30  technicians 
who  are  not  police  officers  also  have  been  trained  to 
give  the  test.  No  breath  test  will  be  accepted  by 
the  State  Toxicologist  unless  it  is  given  by  one  of 
these  persons. 

31.  What  other  supervision  and  control  will  rest  with 
the  State  Toxicologist  relative  to  the  alcohol 
test  section  of  this  initiative? 

The  State  Toxicologist  will  be  directed  to  approve 
satisfactory  techniques  and  methods,  to  supervise 
the  examination  of  individuals  to  determine  their 
qualifications  and  competence  to  conduct  such 
analyses,  and  to  issue  permits  to  perform  such  tests 
—subject  to  termination  or  revocation  at  the  discre- 
tion of  the  State  Toxicologist. 

32.  Will  this  legislation  cost  the  taxpayers  money? 

Additional  personnel  will  not  be  required  to  give 
the  alcohol  test.  In  most  cases,  the  arresting  officer 
will  give  the  test. 

The  only  cost  might  be  in  the  addition  of  Breath- 
alyzer units,  when  needed,  at  a cost  of  approxi- 
mately $200.00  each.  However,  the  Washington 
State  Patrol  believes  that  with  the  state’s  70  Breath- 
alyzers, we  are  presently  well  equipped  and  ready 
to  implement  such  a law. 

33.  Is  there  a cost  to  the  driver  who  takes  the  test 
and  "flunks?" 

No.  The  only  cost  the  arrested  driver  bears  would 
be  fees  for  any  doctor  he  might  he  might  call  to 


give  him  an  alcohol  test,  which  is  the  motorist’s 
right.  Such  a test  would  be  in  addition  to,  and 
would  not  preclude,  the  alcohol  test  given  by  the 
law  enforcement  agency. 

34.  May  a driver  who  has  been  arrested  choose  to 
take  a blood  test,  instead  of  a breath  test,  to 
determine  the  amount  of  alcohol  in  his  body? 
And  how  would  this  test  be  administered? 

Yes.  When  a blood  test  is  given  under  the  pro- 
visions of  this  initiative,  the  withdrawal  of  blood  for 
the  purpose  of  determining  its  alcoholic  content 
may  be  performed  by  a physician,  a registered  nurse 
or  a qualified  technician. 

35.  May  a driver  who  has  been  arrested  have  his 
own  physician,  or  a chemist,  registered  nurse  or 
other  qualified  person  of  his  own  choosing  ad- 
minister a chemical  test  or  tests? 

Yes.  This  test  would  be  in  addition  to  any  tests 
administered  at  the  direction  of  the  arresting  law 
enforcement  officer.  However,  the  failure  or  in- 
ability to  obtain  an  additional  test  shall  not  preclude 
the  admission  of  evidence  relating  to  the  test  or 
tests  taken  at  the  direction  of  the  arresting  officer. 

36.  What  happens  if,  after  an  arrest  for  driving 
while  under  the  influence  of  intoxicating  liquor, 
a driver  refuses  to  take  the  chemical  test  for 
determining  the  alcoholic  content  of  his  body? 

In  the  event  a motorist  refuses  to  take  the  test- 
following  a warning  by  an  arresting  officer  that  his 
driver’s  license  could  be  revoked— no  test  is  given. 
The  Department  of  Motor  Vehicles,  upon  receipt 
of  a sworn  statement  of  the  officer  that  he  had  rea- 
sonable grounds  to  believe  the  driver  was  drunk 
and  had  refused  to  take  the  test— can  revoke  the 
driver’s  license. 

37.  What  provisions  for  appeal  exist  for  the  mo- 
torist whose  license  has  been  revoked? 

The  Department  of  Motor  Vehicles  shall  imme- 
diately notify  the  driver  in  writing  of  its  decision 
for  license  revocation  and  grounds  for  the  action. 
The  Department  shall  also  advise  the  driver  of  his 
right  to  a hearing,  specifying  the  steps  he  can  take 
to  obtain  a hearing.  Upon  receipt  of  his  notice,  the 
driver  may— in  writing  and  within  10  days— request 
a formal  hearing.  Upon  receipt  of  that  request,  the 
Department  shall  afford  the  driver  an  opportunity 
for  a hearing. 

38.  What  happens  to  the  driver  whose  license  has 
been  revoked  because  he  refused  to  take  a 
breath  alcohol  test  but  has  been  found  inno- 
cent in  the  courts  of  a drunk  driving  charge? 

Revocation  of  a motorist’s  license  is  totally  sep- 
arate from  the  criminal  proceedings  against  him  for 
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drunken  driving.  The  revocation  is  solely  because  of 
the  driver’s  refusal  to  take  the  test— not  because  of 
his  guilt  or  innocence  decided  in  the  courts. 

39.  Will  this  law  apply  only  to  Washington  State 
drivers? 

No.  In  addition  to  those  drivers  who  possess  valid 
state  driver’s  licenses,  the  law  will  apply  to  all  mo- 
torists using  the  public  highways  of  the  state. 

40.  What  happens  to  the  out-of-state  motorist  who 
is  arrested  for  drunk  driving? 

The  State  Department  of  Motor  Vehicles  shall 
give  information  in  writing  of  the  action  taken  to 
the  motor  vehicle  administrator  of  the  state  of  the 
person’s  residence  and  of  any  state  in  which  he  has 
a license. 

41.  Great  Britain  has  experienced  a drastic  reduc- 
tion in  traffic  accidents  over  the  past  year.  Why? 

In  that  country,  a police  officer  may  stop  any  mo- 
torist at  random— whether  an  obvious  traffic  viola- 
tion has  been  committed  or  not— and  arbitrarily  give 
the  driver  a breath  test  on  the  roadside.  Britain 
claims  that  as  a result  of  this  permissive  legislation, 
only  86  highway  deaths  were  recorded  last  year 
from  December  21  to  25,  compared  to  136  fatalities 
during  the  same  period  in  1966. 


42.  If  this  initiative  is  passed  in  the  November  5 
general  election,  when  would  the  law  go  into 
effect? 

December  6,  1968— the  required  30  days  follow- 
ing passage. 

43.  Is  this  intiative  receiving  editorial  support  from 
the  news  media? 

Yes.  Even  before  it  was  filed  in  Olympia  for  a 
position  on  the  ballot,  the  initiative  was  endorsed 
by  a host  of  daily  and  weekly  newspapers  across 
the  state. 

Some  of  the  daily  newspapers  first  to  get  behind 
the  proposal  were:  The  Seattle  Times,  Seattle  Post- 
Intelligencer,  Everett  Herald,  Vancouver  Daily  Co- 
lumbian, Centralia  Daily  Chronicle,  Daily  Olympian, 
Tri-City  Herald  and  the  Wenatchee  World. 

44.  What  kind  of  support  for  this  initiative  has  been 
received  so  far? 

The  initiative  has  gained  the  immediate  support 
of  Governor  Dan  Evans,  State  Attorney  General 
John  J.  O’Connell,  the  Legislative  Joint  Committee 
on  Highways,  the  Automobile  Club  of  Washington, 
the  State  Citizens’  Advisory  Committee  on  Highway 
Safety  and  other  organizations.  ■ 


a 

12001  Ambawm  Boulevard,  S.W. 

Seattle,  Washington  98146 
CH  4-8100 

Long  prominent  in  the  treatment  of  alcoholism,  Shadel  Hospital  is  designed 
to  be  both  modern  and  functional  without  neglecting  the  close  personal  and 
homelike  care  and  atmosphere  for  which  it  has  long  been  known. 

The  52-bed  hospital  provides  the  convenience  of  close  contact  with  all 
medical  facilities  of  the  City  of  Seattle  combined  with  the  quiet  surroundings 
and  peaceful  atmosphere  of  its  secluded  suburban  district. 

MEMBER  OF  THE  AMERICAN  HOSPITAL  ASSOCIATION 
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IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


officers  and  councilors  meet 

The  fall  meeting  of  the  officers  and  councilors  of 
the  Idaho  Medical  Association  was  held  at  Sun 
Valley,  September  26-28,  1968,  President  O.  D. 
Hoffman,  Rexburg,  reports. 

Attending  were  President-Elect  John  M.  Ayers, 
Moscow;  Immediate  Past-President  James  R.  Kir- 
cher,  Burley;  Secretary-Treasurer  William  R.  Tre- 
goning, Boise;  Councilor  E.  R.  W.  Fox,  Coeur 
d’Alene;  Councilor  J.  B.  Marcusen,  Nampa;  Coun- 
cilor George  W.  Warner,  Twin  Falls;  Councilor 
John  E.  Comstock,  Pocatello,  and  A.M.A.  Al- 
ternate Delegate  Donald  K.  Worden,  Lewiston. 

program  committee 

John  R.  McMahon,  Pocatello,  chairman,  called  a 
meeting  of  the  association’s  Program  Committee  on 
Friday,  September  20,  in  the  association  offices  in 
Boise.  Under  discussion  were  the  guest  speakers, 
special  events  and  arrangements  for  the  77th  an- 
nual meeting  of  the  Idaho  Medical  Association  at 
Sun  Valley  July  2-5,  1969,  which  will  be  held  in 


conjunction  with  the  Rocky  Mountain  Medical  Con- 
ference biennial  meeting. 

Members  of  the  committee  attending  the  session 
included  W.  Wray  Wilson,  Coeur  d’Alene;  G.  E. 
Rosenheim,  Boise,  and  A.  Scott  Earle,  Sun  Valley. 

Ada  County  officers 

New  officers  of  the  Ada  County  Medical  Society 
for  the  coming  year  will  be: 

President,  Leon  W.  Nowierski,  Boise;  President- 
Elect  Roy  J.  Ellsworth,  Boise;  Secretary  R.  Bruce 
Moody,  Boise;  Treasurer  Bernard  P.  Strouth,  Boise; 
Council  Member-at-Large,  John  C.  McCarter,  Boise. 

Delegates:  Those  with  terms  expiring  in  1971 
are:  John  M.  Ocker,  Walter  W.  Hair  and  Leonard 
E.  Alkire. 

Terms  expiring  in  1970:  David  M.  Barton,  Law- 
rence L.  Knight,  G.  E.  Rosenheim,  President  Leon 
W.  Nowierski  and  President-Elect  Roy  J.  Ellsworth. 

Terms  expiring  1969:  H.  A.  P.  Myers,  Frank  W. 
Crowe,  Everett  N.  Jones,  Jr.,  and  Gerald  N.  Hecker, 
all  of  Boise. 

Alternate  Delegates:  Loren  D.  Blickenstaff,  How- 
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aid  E.  Adkins,  John  H.  Gordon,  A.  Curtis  Jones,  Jr., 
J.  Wayne  Tyler,  Bernard  I.  Copple,  Martha  D. 
Jones,  Theodore  R.  Florentz,  Helen  W.  Beeman, 
David  A.  Weeks,  Robert  D.  Jenkins,  Donald  M. 
Mack  and  Paul  F.  Miner,  all  of  Boise. 

postgraduate  education 

Hearings  on  a report  dealing  with  postgraduate 
medical  education  in  Idaho  were  conducted  August 
8 in  Pocatello;  August  13  in  Boise  and  August  15 
in  Lewiston. 

Physicians  appearing  before  the  Idaho  Medical 
Education  Study  Commission  included  O.  D.  Hoff- 
man, Rexburg,  president  of  the  Idaho  Medical  As- 
sociation; E.  V.  Simison,  Lloyd  S.  Call,  Robert  H. 
Loehning,  E.  E.  Fisher,  Merrill  J.  Sharp,  and  W. 
R.  Hearne,  Pocatello;  William  R.  Tregoning,  Ray- 
mond L.  White,  Boise,  and  Donald  K.  Worden  and 
Burton  R.  Stein,  Lewiston. 

William  E.  Davis,  Ph.D.,  Pocatello,  president  of 
Idaho  State  University,  and  Ernest  W.  Hartung, 
Ph.D.,  Moscow,  president  of  the  University  of 
Idaho  also  appeared. 

Corwin  E.  Groom,  Pocatello,  and  Birdsall  N. 
Carle,  Twin  Falls,  are  members  of  the  study  com- 
mission, which  is  headed  by  Senator  Fred  Bagley, 
of  Boise.  The  commission  is  to  present  its  findings 
to  the  State  Board  of  Education,  which  will  present 
its  recommendations  to  the  40th  Idaho  Legislature. 

hospital  association 

The  35th  annual  convention  of  the  Idaho  Hospital 
Association  was  held  at  Sun  Valley  October  12-16, 
1968.  An  interesting  program  was  arranged  with 
attention  to  all  facets  of  hospital  operation.  Allied 
groups  also  held  their  annual  sessions  in  conjunction 
with  the  hospital  meeting. 

volunteer  physicians 

A total  of  450  individual  physicians  have  served 
483  service  tours  under  the  Volunteer  Physicians  for 
Vietnam  program  administered  by  the  American 
Medical  Association. 

The  three  Idaho  physicians  who  volunteered  for 
60-day  tours  in  Vietnam  are:  Warren  B.  Ross,  Nam- 
pa; George  B.  Saviers,  Sun  Valley,  and  Lauren  M. 
Neher,  Jerome. 

Dr.  Neher  was  among  25  physicians  in  the  nation 
who  volunteered  for  a second  tour. 


plications  before  January  1,  1969,  in  order  to  com- 
ply with  this  requirement.  There  is  no  fee  for  the 
license.  Application  forms  and  related  information 
are  available  from  the  Radiological  Health  Section, 
Idaho  State  Department  of  Health,  Statehouse, 
Boise,  Idaho  83707,  or  by  calling  344-5811,  exten- 
sion 362. 

review  committee 

Charles  A.  Terhune,  Burley,  chairman,  called  a 
meeting  of  the  Medical  Practice  Act  Review  Com- 
mittee on  September  12-13,  1968  in  the  association 
offices  in  Boise.  The  committee  reviewed  the  third 
draft  of  a proposed  amended  Medical  Practice  Act. 

Members  of  the  committee,  besides  Dr.  Terhune, 
are:  E.  V.  Simison,  Pocatello;  C.  Gedney  Barclay, 
Coeur  d’Alene;  Leland  K.  Krantz,  Idaho  Falls,  and 
Robert  E.  Lloyd,  Boise. 

continuing  education 

Operation  of  the  Ada  County  Medical  Society’s 
Continuing  Physician  Medical  Education  Program 
has  been  extended  for  another  year  by  the  spon- 
sors, the  Ada  County  Medical  Society,  St.  Alphon- 
sus  Hospital  and  St.  Luke’s  Hospital. 

David  M.  Barton,  Boise,  continues  as  director  of 
the  program,  with  space  rented  in  the  association 
offices,  407  West  Bannock,  Boise,  Idaho  83702. 
During  the  past  year,  the  program  has  sponsored 
regular  Saturday  morning  education  seminars,  in- 
tensive education  seminars  utilizing  services  of  the 
University  of  Oregon  and  University  of  Washington 
medical  schools,  a coordinated  program  of  continu- 
ing medical  education  using  resources  of  the  Vet- 
erans Administration  Hospital,  and  an  audio-visual 
system  has  been  initiated. 

practice  re-opened 

C.  Hayden  Ellingham,  Burley,  has  returned  to 
his  surgical  practice  from  two  years  of  military 
duty,  including  a year’s  tour  in  Vietnam. 

brigadier  general 

Roy  L.  Peterson,  Boise,  has  been  promoted  to 
Brigadier  General  in  the  Idaho  Air  National  Guard. 
He  has  served  on  the  Idaho  Air  Guard  headquarters 
staff  and  as  a flight  surgeon.  He  joined  the  Idaho 
Air  National  Guard  in  1956. 


radiation  control 

Pursuant  to  recent  changes  in  Idaho’s  Radiation 
Control  Law,  the  use  of  radium  and  other  radio- 
active materials  requires  a state  license,  effective 
October  1,  1968.  Individuals  must  file  license  ap- 
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medical  society 

The  following  physicians  have  been  elected  to 
membership  in  the  South  Central  Idaho  District 
Medical  Society: 

continued  on  page  1030 
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“Upper  respiratory  infection!  I thought  everything 
was  a ‘virus’  these  days?” 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 


That's  why  we  make  Novahistine9 
in  two  different  tablet  formulations. 

And  let  you  control  the  dosage. 

With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 

Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride.  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate,  8 mg.;  and  acetaminophen,  500  mg. 

PITMAN-MOORE  DIVISION  OF  THE  DOW  CHEMICAL  COMPANY,  INDIANAPOLIS 
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continued  from  page  1027 

Richard  E.  Short,  Gooding;  Jon  D.  Wilmoth, 
Jerome;  Richard  F.  McClure  and  Lehman  N.  Ster- 
ling, both  of  Twin  Falls. 


temporary  licenses 

Temporary  licenses  were  granted  in  August  to: 

Quentin  M.  Thomas,  Lewiston.  Graduate  Univer- 
sity of  Colorado  School  of  Medicine,  Denver,  June 
1952.  Internship,  Naval  Hospital,  San  Diego,  Cali- 
fornia, 1952-53.  Surgery  Residency,  University  of 
Wisconsin  Affiliated  Hospitals,  Madison,  1963-67. 
Thoracic  Surgery,  Marquette  University  Affiliated 
Hospitals,  Milwaukee,  1967-68.  General  Surgery. 

William  V.  Van  Duyne,  Orofino.  Graduate  Co- 
lumbia University-  College  of  Physicians  and  Sur- 
geons, New  York,  June  1953.  Internship,  Valley 
Forge  Army  Hospital,  Phoenixville,  Pennsylvania, 
1953-54.  Psychiatry  Residency,  Roston  Psychopathic 
Hospital,  Boston,  Mass.,  1964-56,  Boston  State  Hos- 
pital, Boston,  1956-57.  Psychiatry. 

Robert  C.  Olding,  Nampa.  Graduate  Marquette 
University  School  of  Medicine,  Milwaukee,  June 
1962.  Internship,  St.  Joseph’s  Hospital,  Phoenix, 
Arizona,  1962-63.  OB-GYX  Residency,  Good  Sa- 
maritan Hospital,  Cincinnati,  Ohio,  1965-68.  Ob- 
stetrics and  Gynecology.  ■ 


Library  Reference  Service 
Now  Free  and  Direct 

Resources  of  the  Regional  Health  Sciences  Li- 
brary, University  of  Washington,  Seattle,  and  the 
National  Library  of  Medicine,  Bethesda,  Maryland, 
are  now  available  to  physicians,  dentists,  technol- 
ogists, therapists,  nurses,  hospitals  and  all  health 
professionals. 

Free  direct  wire  library  reference  service  became 
effective  October  1,  1968.  The  Idaho  Foundation 
for  Medicine  and  Biology,  through  a Bell  System 
TWX  terminal,  located  in  its  offices,  will  wire 
requests  for  reference  materials  directly  to  the 
Pacific  Northwest  Regional  Health  Science  Library- 
in  Seattle.  Reference  material  will  then  be  mailed 
directly  from  the  Regional  Library-  to  the  address 
of  the  inquirer.  Messages  and  information  received 
from  the  Library  on  TWX  will  be  transmitted  to 
the  source  of  the  request  by  telephone  the  same 
day. 

Prompt  free  library  service  can  be  obtained  by- 
contacting:  Idaho  Foundation  for  Medicine  and 
Biology,  Bank  of  Idaho  Building,  Suite  1120,  Boise, 
Idaho  83702.  Telephone  (collect)  342-8941;  re- 
quest library  reference  service.  TWX  No.  910- 
970-5778.  ■ 


CJ*  How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  efiect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  Bs 7.5  mg 

Vitamin  Bo 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid  15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


LEDERLE  LABORATORIES 


A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 
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See  inside  fold  for  product  summary. 
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Effectiveness:  ACHROMYCIN  Tetra- 
cycline is  a crystalline  broad-spectrum 
antibiotic  which  provides  effective 
therapeutic  activity  against  suscep- 
tible microorganisms. 

Contraindication:  History  of  hyper- 
sensitivity to  tetracycline. 

Warning:  In  renal  impairment,  usual 
doses  may  lead  to  excessive  accumula- 
tion and  liver  toxicity.  Under  such 
conditions,  lower  than  usual  doses  are 
indicated  and,  if  therapy  is  prolonged, 
serum  level  determinations  may  be  ad- 
visable. Some  patients  may  develop  a 
photodynamic  reaction  to  natural  or 
artificial  sunlight.  Those  with  a his- 
tory of  photosensitivity  reactions 
should  avoid  direct  exposure  to  sun- 
light while  under  treatment.  Discon- 
tinue drug  at  first  evidence  of  skin 
discomfort. 

Precautions:  Use  may  result  in  over- 
growth of  nonsusceptible  organisms. 
Constant  observation  is  essential.  If 
new  infections  appear,  take  appropri- 
ate measures.  Use  of  tetracycline 
during  teeth  development  may  cause 
discoloration  of  teeth. 

Side  Effects:  Gastrointestinal  system 
—anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular 
and  erythematous  rashes  (a  case  of 
exfoliative  dermatitis  has  been  re- 


ported); photosensitivity  reaction, 
onycholysis  and  discoloration  of  nails 
(rare).  Kidney— rise  in  BUN,  appar- 
ently dose-related.  Hypersensitivity  re- 
actions—urticaria,  angioneurotic 
edema,  anaphylaxis.  In  young  infants, 
bulging  fontanels  have  been  reported 
following  full  therapeutic  dosage. 
This  symptom  has  disappeared  rapid- 
ly when  drug  is  discontinued.  Teeth— 
dental  staining  (yellow-brown)  in 
children  of  mothers  given  tetracycline 
during  the  latter  half  of  pregnancy, 
and  in  children  given  the  drug  during 
the  neonatal  period,  infancy  and  early 
childhood.  Enamel  hypoplasia  has 
been  seen  in  a few  children.  Blood- 
anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver- 
cholestasis  (rare),  usually  at  high  dos- 
age. Tetracycline  may  form  a stable 
calcium  complex  in  bone-forming  tis- 
sue. If  adverse  reaction  or  idiosyn- 
crasy occurs,  discontinue  medication 
and  institute  appropriate  therapy. 

Average  Adult  Daily  Dosage:  One  Gm. 

per  day,  in  4 divided  doses  of  250  mg. 
each.  Should  be  given  1 hour  before 
or  2 hours  after  meals,  since  absorp- 
tion is  impaired  by  the  concomitant 
administration  of  high  calcium  con- 
tent drugs,  foods  and  some  dairy  prod- 
ucts. Treatment  of  streptococcal  infec- 
tions should  continue  for  10  days, 
even  though  symptoms  have  subsided. 


ACHROMYCIN*  V 

TETRACYCLINE  capsules 


ACHROMYCIN*  WORKS  HERE 

TETRACYCLINE 


Actually  ACHROMYCIN  works  wherever  the 
infection  is  due  to  an  organism  your  lab  cultures  have 
shown  to  be  tetracycline-sensitive.  No  other 
tetracycline-or  analogue-can  assure  you  of  quicker  or 
more  effective  antibiotic  action.  After  all,  isn’t  that 
what  you  want  for  your  patient? 


ACHROMYCIN  was  a pioneer  in  tetracycline 
therapy.  Seventeen  years  of  experience  have  shown 
that  when  the  respiratory  system,  the  genitourinary 
system,  or  the  skin  and  soft  tissue  require  treatment 
for  infection  probably  caused  by  any  of  a number  of 
sensitive  strains,  ACHROMYCIN  is  a wise  choice 
for  therapy  while  awaiting  test  results. 

Available  in  31  useful  forms  to  meet  your  situational 
needs. 


The  cost  differential— inconsequential 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 


r 

for  bed 


but  not 

for 

sleep 


.because  psychic  tension 
may  not  stop  at  night 

The  calming  action  of  Valium  (diaz- 
epam) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness,  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 


Valium' 

( diazepam) 

Roche® 

LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Picture  of 
a sprained  shoulder 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1'2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Ifl 

treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed. : The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al . : Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  •u.s  PATENT  NO.  2,895,877 

McNEIL  LABORATORIES,  INC,,  FORT  WASHINGTON,  PA. 


( McNEIL 


Diets  to 

reduce  cholesterol  levels 
can  show  a marked  improvement 
in  patient 
acceptance 
with 
Saffola 
products. 


Patients  enjoy  the  light,  delicate  flavor 
of  all  Saffola  products.  This  flavor  comes 
from  safflower  oil,  Saffola’s  principal 
ingredient.  Safflower  oil  produces 
superior  mayonnaise  and  margarine.  As 
a salad  and  cooking  oil,  it’s  unexcelled. 
And  safflower  oil  is  50%  higher  in 


poly-unsaturates  than  corn  oil. 

To  help  your  patients  adjust  to  a diet  low 
in  saturated  fats,  we  have  a special  Saffola 
recipe  booklet.  A supply  is  yours  for  the 
asking — from  Pacific  Vegetable  Oil 
Corporation,  World  Trade  Center,  San 
Francisco,  California  94111. 


"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure , 
hut  in  rest  from  pain!* 

John  Dryden 


‘Empirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

3 W 9x  Co  ’ narcotic  products  are  Class  "B",  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


“Breathing's  a snap  again"  he  said  gingerly. 

(COMPLIMENTS  OF  DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)—  along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


AH  ROBINS 


...but  his  other  symptoms: 
functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HC1|MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness:  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486  I 

WHERE  TODAY’S  THEORY  IS  TOMORROW'S  THERAPY 


OMNI-TUSS*  b.i.d. 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


'Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12 years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tieman  Inc.,  Rochester,  N.Y. 


“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

s a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.  Y.  10016  lA/mthrop 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


qJai 


W, 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 


A' 
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Easier 

than  takirrc 
them 

separately 

Serpasil-Esidrix 

#2  Tablets 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

#1  Tablets 

(0.1  mg  reserpine  and  25  mg  hydrochlorothiazide) 


C I 13  A 
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"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


peptic 


ulcer: 


antacid 


solved  by 

Mylanta 

aluminum  and  £ magnesium  hydroxides  plus  simethicone 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.,  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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CLASSIFIED  ADVERTISEMENTS 


All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  21-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


OBSTETRICIAN-GYNECOLOGIST— Board  certified  or  eligible; 
68-man  clinic  of  specialists  associated  with  250-bed  hospital; 
8-man  department.  Starting  income  $21,800  to  $23,000  per 
annum  with  increments  and  fringe  benefits.  Harold  R 
Cohen,  M.D.,  Chief,  Department  of  Ob-Gyn,  The  Per- 
manente  Clinic,  5055  N.  Greeley  Ave.,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  'round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrators,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


UROLOGIST— The  Permanente  Clinic  seeks  a third  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $24,000. 
Walter  Berlin,  M.D.  The  Permanente  Clinic,  5055  N.  Gree- 
ley, Portland,  Ore.  97217. 


SALEM,  OREGON— Applications  invited  for  1st  and  2nd  yr 
psychiatric  residencies  beginning  July  1969.  Training  ac- 
credited for  3 yrs,  each  with  separate  dynamic  program. 
Emphasis  on  community  psychiatry  with  individual  super- 
vision. $12,360,  1st  yr;  $12,840,  2nd  yr;  $13,320,  3rd.  Also 
4 NIMH  Fellowships  in  basic  psychiatric  training  plus  4th 
yr  in  community  psychiatry  available.  Write  N.  B.  Jet- 
malani,  M.D.,  Dir.  Ed.  & Research,  Oregon  State  Hospital, 
Salem,  Ore.  97310. 


ORTHOPEDIST— For  65-man  clinic  serving  the  Kaiser  Health 
Plan  in  Oregon.  Starting  income  $30,000;  substantial  in- 
creases for  10  years.  Insurance  benefits,  retirement  pro- 
gram. N.  W.  Frink,  M.D.,  The  Permanente  Clinic.  5055 
N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  17-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hospital,  Cle  Elum;  or  F.  J.  Rogalski, 
M.D.,  Cle  Elum.  Wash.  98922. 


OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


NEUROSURGEON— For  68-man  Permanente  Clinic  serving 
the  Kaiser  Health  Plan  of  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits,  re- 
tirement program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


INTERNIST  WANTED— To  join  7-physician  clinic  in  Central 
Washington  College  town.  Top  salary  with  partnership 
after  2 years.  Fine  clinic  facilities  and  new  hospital.  Write 
Box  27-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


EMERGENCY  ROOM  PHYSICIANS— For  full  time  coverage  in 
expanding  new  150-bed  accredited  hospital  in  growing 
residential  community  near  Tacoma-Seattle.  Excellent 
guarantee  on  fee  for  service  with  other  benefits.  Wash- 
ington State  license  required.  Contact  Administrator, 
Good  Samaritan  Hospital.  P.O.  Box  430,  Puyallup,  Wa. 
98371,  (206)  845-1743. 

PHYSICIAN— Immediate  opening  for  2nd  physician  at 
Washington's  largest  adult  correctional  facility  located  at 
Walla,  Walla,  Wash.  Abundant  hunting,  fishing  and  boat- 
ing in  Southeast  Washington’s  sun  capitol.  Cultural  ad- 
vantages in  a community  of  26,000  with  two  four-year 
colleges  and  a community  college.  State  civil  service 
benefits.  Salary  up  to  $19,572  per  annum.  Contact  Art 
Morse,  Personnel  Officer,  Dept,  of  Institutions,  P.  O.  Box 
768.  Olympia,  Wa.  98501.  Phone  (206)  753-5420. 

OPENING  FOR  TWO  GPS',  INTERNIST  & PEDIATRICIAN-To 

join  established  GP  in  new  Med. -Dent.  Center.  Located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Additional  GP’s  and  specialists  added  as  needed.  Write 
Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  NORTH-END  SEATTLE— Complete  office 
equipment  including  x-ray  for  sale.  Solo  practice.  Gross 
$60,000  a year.  Four  hospitals  near  by.  Retiring  when  new 
physician  fully  introduced.  Write  Box  16-A,  Northwest 
Medicine,  500  Wall  St.,  Seattle.  Wa.  98121. 


NEUROSURGEON  WANTED— In  association  with  certified 
neurologist  and  psychiatrist.  Write  or  call  C.  I.  Hood,  M.D.. 
205  Crescent  Drive,  Yakima,  Wa.  98902,  phone  GL  3-5561, 
home  GL  7-5568. 


TECHNOLOGIST  WANTED— Chief  Tech  ASCP  for  moderate 
size  satellite  laboratory.  Want  good  clinical  lab  tech  with 
automation  experience.  Excellent  opportunity  for  aggres- 
sive man.  Salary  negotiable.  Send  resume  to  Mr.  Bell,  419 
N.W.  23rd  St.,  Portland,  Ore.  97210. 


GP,  INTERNIST  OR  GENERAL  SURGEON-Willing  to  do  some 
general  practice,  for  suburban  clinic.  Salary  open.  Four 
weeks  vacation  per  year.  Write  Box  15-A,  Northwest  Med- 
icine, 500  Wall  St.,  Seattle,  Wa.  98121. 


WANTED-EMERGENCY  ROOM  PHYSICIAN-For  200-bed  hos- 
pital, 400-500  visits  monthly.  ECFMG  certificate  or  license 
in  any  state  of  U.S.A.  or  Canada.  Write  Box  25-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.  98121. 


SITUATIONS  WANTED 


UROLOGIST— Seeking  an  associate  or  clinic  practice  in 
Washington  or  Oregon.  Desire  a community  of  50,000  or 
greater.  Presently  in  last  year  of  residency  at  University 
of  Cincinnati  Medical  Center.  Available  July  1,  1969.  Mili- 
tary obligation  fulfilled.  Write  Box  24,  Northwest  Medi- 
cine, 500  Wall  St.,  Seattle,  Wa.  98121. 


EXPERIENCED  GP— Major  surg.  & OB,  42  yrs,  tired  of  solo 
practice,  wants  to  relocate  in  a group  or  clinic  in  Wash- 
ington. Write  Box  26, -A,  Northwest  Medicine,  500  Wall 
St.,  Seattle.  Wa.  98121. 


SERVICE 


PROFESSIONAL  OFFICE  SERVICE— Billing  and  handling  of 
accounts,  insurance,  and  related  work.  Reliable,  capable, 
confidential.  Routine  office  work  handled  by  our  com- 
petent staff  at  a saving.  References.  General  Business 
Services,  Inc.,  324  S.W.  153rd„  Seattle,  Wa.  98166.  246-4313. 
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PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO Write  or  call  for  free  brochure  that  tells  why 

Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


TO  SUBLET Mercer  Island  office  of  975  sq.  ft.  in  estab- 

lished medical-dental  bldg.  For  details,  call  GL  4-6442. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3  50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


FOR  SALE  OR  RENT— Office  40'x30'.  Adequate  parking.  City 
of  6.0C0,  urban  20,000.  Annual  payroll  $21,000  in  agricultural 
area.  Fully  accredited  65-bed  community-owned  hospital, 
70-bed  extended  care  facility.  All  major  religions.  Ex- 
cellent school  system.  Accredited  junior  college  within 
commuting  distance.  Climate  relatively  mild  and  dry. 
Recreation:  water  and  snow  skiing,  trout  fishing,  pheasant, 
duck  and  deer  hunting  within  90  min.  Write  A.  C.  Meagher, 
M.D.,  28  No.  “B”  St.,  Toppenish,  Wa.  98948;  phone  865-3475 
ofc.,  865-3885  res. 


IDEAL  LOCATION— For  clinic  or  professional  offices;  5 acres 
directly  across  from  new  St.  Peters  Hospital  presently  be- 
ing constructed  in  Olympia,  Wash.  3-bedroom  home  at 
end  of  property.  Call  Olympia  943-7612  evenings  or  week- 
ends. 


RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 

Physicians 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago. 


AMA  Clinical — Dec.  1-4,  1968,  Miami 
Beach;  Nov.  30-Dec.  3,  1969,  Denver; 
Nov.  29-Dec.  2,  1970,  Boston. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
Sept.  14-17,  1969,  Seattle;  Sept.  13- 
16,  1970,  Spokane;  Sept.  19-22,  1971, 
Seattle. 


Idaho  Medical  Association — July  2-5, 
1969,  Sun  Valley;  July  1-5,  1970, 
Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Annual  Meeting,  Nov.  6-9, 
1968,  Mazatlan,  Mexico. 

Sec.,  Virginia  Bryant.  Phoenix, 
Ariz. 


North  Pacific  Pediatric  Society — March 
5-8,  1969,  Hilton  Hotel,  Portland. 

Pres.,  Loy  T.  Swinehart,  Boise,  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  17-18,  Wash.  Athletic 
Club,  Seattle. 

F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


West  Coast  Allergy  Society,  Annual 
Meeting,  Nov.  7-9,  1968,  San  Fran- 
cisco. 

Pres.,  Albert  G.  Corrado,  Richland 
Sec.,  Van  Vleck  Chambers,  Palo 
Alto,  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres.,  Jack  B.  Miller,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  II.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — last 
Friday  (Sept.-May,  except  Nov.,  3rd 
Friday)  Congress  Hotel,  Portland. 
Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday,  Jan. -May,  Sept. -Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 
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Puget  Sd,  Acad.  Ophth  & Oto.— 3rd 
Tues.  (Oct.-Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam,  Jr.,  Bellevue 


Seattle  Gyn.  Soc. — Annual  Fall  Assem- 
bly, Sept.  13,  14;  3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.) 

Pres.,  Bernard  Gomberg,  Seattle 
Sec.,  Joe  J.  Griffin,  Lynnwood 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec.,  Janice  Keller,  Seattle 


Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J.  Koutsky,  Seattle 


Spokane  Surgical  Society — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 


Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May). 

Pres.,  Stanley  W.  Tuell,  Tacoma 
Sec.,  L.  Stanley  Durkin,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair.  Seattle 

Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly.  Seattle. 

Pres.,  Richard  L.  Pokorny,  Seattle 


Yakima  Surgical  Society — Last  Thurs- 
day (Sept.-May). 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr.,  Yakima 
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...can  be  rough  when  epidemics  of  nausea  and 
vomiting  strike  a family.  Emetrol  offers  prompt,  safe  relief.  It  is 
free  from  toxicity1  or  side  effects2,3  and  will  not  mask  symptoms  of 


serious  organic  disorders. 


1.  Bradley,  J.  E.,  etal.:  J.  Pediat.  38:41  (Jan.)  1951. 

2.  Bradley,  J.  E.:  Mod.  Med.  20:71  (Oct.  15)  1952. 

3.  Crunden,  A.  B.,  Jr.,  and  Davis,  W.  A.:  Am.  J.  Obst, 
& Gynec.  65:311  (Feb.)  1953. 


WILLIAM  H.  RORER,  INC. 
Fort  Washington,  Pa. 


Emetrol® 

phosphorated  carbohydrate 
solution 

emesis  control 


RORER 


Togetherness 
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MONDAY 

£!*:-  ** 


SUNDAY 


WEDNESDAY 


FRIDAY 


THURSDAY 


SATURDAY 


Ovulen -2/ 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  “shopping  day/’  “bridge  day" 
or  “housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week . . . because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

7he  same  Ovulen  in  the  same  low  dosage. . . 
with  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  Three  It'eeks  On — One  Tt'eek  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication — For  oral  contraception. 

Contraindications  — Thrombophlebitis  or  a history  of  thrombophlebitis 
or  pulmonary  embolism,  liver  dysfunction  or  disease,  known  or  suspected 
carcinoma  of  the  breasts  or  genital  organs  and  undiagnosed  vaginal  bleeding. 

Warnings  — Discontinue  medication  pending  examination  if  sudden 
partial  or  complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or 
migraine  occurs.  Discontinue  if  papilledema  or  retinal  vascular  lesions 
occur.  Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  established, 
rule  out  pregnancy  before  a patient  who  has  missed  two  consecutive 
menstrual  periods  continues  the  tablets.  Consider  the  possibility  of 
pregnancy  at  the  first  missed  withdrawal  flow  if  the  recommended  schedule 
has  not  been  followed.  The  active  ingredients  in  oral  contraceptives  have 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  significance 
of  this  to  the  infant  has  not  been  determined. 

Precautions  — The  pretreatment  physical  examination  should  specifically 
include  the  breasts,  pelvic  organs  and  a Papanicolaou  smear.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  Ovulen.  Such  tests 
should  be  repeated  two  months  after  stopping  the  medication  if  their  results 
were  abnormal  in  a woman  taking  Ovulen.  Pre-existing  fibroids  may 
enlarge  under  the  influence  of  progestin-estrogen  preparations.  Patients 
with  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  which 
conditions  might  be  influenced,  require  careful  observation  because  Ovulen 
may  cause  some  degree  of  fluid  retention. 

Ovulen  should  be  used  with  caution  in  patients  with  a history  of 
cerebrovascular  accident.  Nonfunctional  causes  should  be  considered  if 
breakthrough  bleeding  occurs.  Adequate  diagnostic  measures  are  indicated 
in  women  with  undiagnosed  vaginal  bleeding.  Carefully  observe  patients 
with  a history  of  psychic  depression  and  discontinue  the  medication  if 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  prolonged 
Ovulen  use  on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  Carefully  observe  diabetic  patients  during  Ovulen  use 
since  a decrease  in  glucose  tolerance  has  occurred  in  a few  such  patients. 
Physicians  should  be  alert  to  the  earliest  manifestations  of  thrombophlebitis 
and  pulmonary  embolism  since  such  conditions  occasionally  occur  in 
patients  taking  oral  contraceptives.  Use  Ovulen  judiciously  in  young 


patients  in  whom  bone  growth  is  not  complete  because  of  the  effects  of 
estrogens  on  epiphyseal  closure.  Age  is  no  absolute  limiting  factor,  although 
Ovulen  use  may  mask  the  onset  of  the  climacteric.  Pathologists  should  be 
informed  of  Ovulen  use  when  relevant  specimens  are  submitted. 

Side  effects  — The  following  adverse  reactions  have  been  observed  in 
varying  incidence  in  patients  taking  oral  contraceptives : nausea,  vomiting, 
gastrointestinal  symptoms  (such  as  abdominal  cramps  and  bloating), 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea, 
edema,  chloasma  or  melasma,  breast  changes  (tenderness,  enlargement, 
secretion),  change  in  weight  (increase  or  decrease),  changes  in  cervical 
erosions  and  secretions,  suppression  of  lactation  when  used  immediately  post 
partum,  cholestatic  jaundice,  migraine,  allergic  rash,  rise  in  blood  pressure 
in  susceptible  individuals  and  mental  depression. 

Although  the  following  side  effects  have  been  reported  in  users  of  oral 
contraceptives  no  cause  and  effect  relationship  has  been  established: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness, 
dizziness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema 
multiforme  and  nodosum,  hemorrhagic  eruption  and  itching.  Thrombo- 
phlebitis, pulmonary  embolism  and  neuro-ocular  lesions  have  occurred  in 
users  of  oral  contraceptives,  although  a cause  and  effect  relationship  has 
been  neither  established  nor  disproved. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
Bromsulphalein®  and  other  hepatic  function  tests — increased;  coagulation 
tests,  including  prothrombin,  Factors  VII,  VIII,  IX  and  X — increased; 
thyroid  function  — increase  in  protein-bound  iodine  and  butanol  extractable 
protein-bound  iodine,  and  a decrease  in  T3  values;  metyrapone  test  and 
pregnanediol  determinations. 

Dosage  and  administration  — One  tablet  of  Ovulen-21  daily  for  21 
consecutive  days,  beginning  five  days  after  the  onset  of  a menstrual  flow 
(the  first  day  of  menstruation  is  counted  as  day  1),  then  discontinued  for 
one  week.  If  Ovulen  is  started  later  than  day  5 after  menses  begins  another 
method  of  protection  is  used  until  the  first  seven  tablets  have  been  taken. 
Subsequent  21-day  courses  are  begun  on  the  eighth  day  after  the  last  tablet 
was  taken  in  the  preceding  cycle.  This  three  weeks  on  — one  week  off 
schedule  is  continued  whether  or  not  withdrawal  flow  has  begun,  flow  has 
ceased  or  spotting  or  breakthrough  bleeding  has  been  experienced. 

If  one  tablet  is  missed  it  is  to  be  taken  as  soon  as  it  is  remembered  and 
the  next  tablet  at  the  usual  time.  If  two  consecutive  tablets  are  missed  the 
dosage  is  doubled  for  the  next  two  days,  then  the  regular  schedule  is 
resumed.  If  three  consecutive  tablets  are  missed  a new  tablet  cycle  is  started 
on  the  eighth  day  after  the  last  tablet  was  taken.  For  the  best  protection 
in  the  latter  two  instances  instruct  the  patient  to  use  another  method  of 
contraception  until  the  next  seven  consecutive  tablets  have  been  taken. 
The  possibility  of  ovulation  increases  with  each  successive  tablet  missed. 

Postpartum  administration  — Non-nursing  mothers  may  begin  Ovulen 
immediately  after  delivery  and  nursing  mothers  after  lactation  is  well 
established. 

Before  prescribing  see  Detailed  Product  Information. 

5EARLE  G D SearIe  & Co.,  P.O.  Box  5110,  Chicago,  Illinois  60680 

Ovulen  -21 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

three  weeks  on... one  week  off 
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Alternatives  to  ^^*^1 
Stored  Pooled  Plasma 


PLASMANATE 

Plasma  Protein  Fraction 
(Human)  5%  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na  - 110  mEq  L 
Cl  — 50  mEq  L 

K -0.25  mEq  L 

Na  - 154  mEq  L 
Cl  - 124  mEq  L 
K — .03  to  .05  mEq  L 

Na  — 1 42  mEq  L 
Cl  - 103  mEq  L 
K — 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  — 88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  — 57% 

Alpha  Globulin  —14% 
Beta  Globulin  —17% 

Gamma  Globulin  — 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  4%% 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%  Solution,  U.S.P. 

Plasmanate1  is  available  in  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  set. 


World  Leader  in  Human  Plasma  Fractions 

CUTTER  JlaJpo^oic^Ue^,  Inc.,  Berkeley,  Calif.  94710 
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heavenly  relief 
for  unearthly  cough 


ABTB 


Benyliri 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BEN  Y LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYL1N  EXPECTORANT 
helps  break  down  tenacious  mu- 
cous secretions...  tends  to  inhibit 
cough  reflex ...  soothes  irritated 
throat  membranes . . . reduces 
congestion  in  the  bronchial  tree. 
And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BEN  Y LIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYL1N  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor’’  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC.  Baltimore,  Maryland  21201 
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...but  his  other  symptoms: 
functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 
strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HCI  | MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

© MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Pbmt  Pa  19486 

WHERE  TODAYS  THEORY  IS  TOMORROW  S THERAPY 


When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.' 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
ndial overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection  — nystatin  to 
help  prevent  monilial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion consult  Official  Package  Circular.  Indications:  Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial infections.  Contraindications:  The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components.  Warnings: 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin  discomfort  occurs* 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
® actions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline HCl  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.  F.  S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Medicine  Is  for  Patients— Not  Society 

The  Dalles , Oregon 

Editor,  NORTHWEST  MEDICINE: 

In  re:  your  editorial,  in  the  August  issue,  regard- 
ing the  right  of  medical  school  students  to  dissent, 
and  applauding  their  interest  in  social  welfare: 
perhaps  you  are  too  permissive. 

Some  one  should  say  plainly  to  these  students 
(of  SHO,  etc.)  that  they  are  abusing  their  privi- 
leges in  Medical  School.  They  should  relinquish 
their  place  to  one  of  the  many  applicants  who  were 
not  admitted  to  Medical  School. 

There  is  too  much  to  be  learned  about  medicine 
in  Medical  School  for  any  student  to  get  it  all. 
Medical  School  is  the  golden  opportunity  for  the 
student  to  learn  it  with  uninterrupted  study  and 
knowledgeable  supervision.  Medicine  is  primarily 
a study  of  the  individual  patient’s  problems  and 
health;  not  those  of  Society.  For  the  student  to 
allow  himself  to  be  diverted  and  preoccupied  with 
concern  over  social  ills  is  poor  timing. 

I say  poor  timing  because  it  is  entirely  desirable 
and  proper  that  the  established  practicing  physician 
with  greater  knowledge  and  appreciation  of  social 
ills  as  they  relate  to  his  patient,  should  devote  his 
influence  toward  their  correction.  There  may  be 
some  validity  in  the  students’  criticism  of  their  older 
professional  brethren.  Considering  the  efforts  we 
older  ones  do  make  it  comes  as  bad  grace  from  the 
neophytes  who  probably  will  not  do  as  much  as 
we  are  doing  when  they  get  in  our  position. 

Yours  truly, 

T.  L.  HYDE,  M.D. 


More  Paper  Will  Not  Help  Patients 

Portland,  Oregon 

Editor,  northwest  medicine: 

This  is  October  2,  1968.  I am  in  Portland  for 
the  Oregon  Medical  Association  annual  scientific 
meeting.  It  is  6:30  pm.  I am  in  my  hotel  room  at 
the  Sheraton.  The  TV  is  on.  We  are  getting  the 


news.  There  is  a man,  an  accomplished  announcer, 
telling  me  and  the  general  public  that  we  doctors 
“are  not  keeping  up.”  There  is  a suggestion  by  one 
of  the  doctors  interviewed  that  only  a few  of  us 
“are  not  keeping  up.” 

I have  some  criticism.  The  announcer  cannot, 
nor  is  it  his  business  to  know  where  we  are  not 
keeping  up.  But  if  this  subject  is  to  serve  function 
other  than  that  of  harrassment  and  detraction  of  a 
busy  physician’s  image,  it  needs  a depth  of  dis- 
cussion. 

It  is  obvious  that  not  any  doctor  knows  every- 
thing there  is  to  know  about  everything,  not  even 
everything  medical. 

It  is  admitted  that  there  is  a new  growth  of 
valuable  knowledge.  But  this  growth  may  not  be  at 
the  rate  imagined  by  many.  Some  of  it  is  only  the- 
oretical and  some  things  alleged  or  believed  to  be 
facts  by  the  majority  of  us  are  not  even  true.  Fu- 
ture experience  may  modify  or  totally  refute  such 
beliefs. 

Those  of  us  at  the  grass  roots  are  busy  seeing 
30  or  40  patients  a day.  Most  of  us  are  here  at  this 
medical  meeting  by  grace  of  a fellow  physician  who 
will  do  a little  double  duty  for  a few  days,  whom 
we  agree  to  pay  back  in  the  future.  Often  we  are 
benumbed  or  exhausted  from  a trying  night.  The 
end  of  the  day  frequently  finds  us  trapped  with  one 
or  two  or  three  additional  worrisome  problems  which 
we  deal  with  in  practiced  equanimity  and  to  the 
best  of  our  ability.  We  really  do  not  have  time  we 
can  specifically  set  aside  and  call  our  own  for  per- 
sonal study.  There  is  an  increased  amount  of  paper 
work,  much  of  it  unnecessary.  Some  of  it  is  tediously 
rote,  or  repetitious  of  information  found  elsewhere 
on  the  chart.  In  theory  it  purports  to  help  the  pa- 
tient but  in  practice  it  detracts  valuable  minutes, 
hours,  and  days  away  from  patient  care.  Medicare 
adds  its  load  bogging  down  administrative  and 
medical  functions. 

Nevertheless,  we  do  want  to  keep  up.  We  do  need 
help.  We  realize  the  uncomfortable  gap  between 
what  we  know  and  would  sincerely  like  to  know. 
We  are  cognizant  of  what  we  are  expected  to  know. 

Most  new  knowledge  is  only  fragmentary  to  “not 
a few  of  us”  but  the  majority  of  us.  Despite  honest 
endeavors  to  acquire  it,  the  details  remain  difficult, 
obscure,  or  inaccessible.  This,  even  though  the  the- 
ory may  remain  quite  clear. 

The  need  for  us  on  the  firing  line  is  so  that 
knowledge  that  may  be  transmitted  into  action  on 
the  patient  before  us.  The  necessary  urgency  for 
such  knowledge  depends  upon  the  acuteness  or 
chronicity  of  the  disturbed  physiology.  We  are  cog- 
nizant that  some  patients  need  to  be  referred  lo- 
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cally.  We  recognize  the  occasional  patient  that  is 
best  sent  to  a treatment  center.  But  the  majority  of 
cases  can  be  satisfactorily  treated  by  the  grass  root 
physician,  be  he  local  G.P.  or  local  specialist. 

I do  not  believe  we  can  legislate  new  knowledge. 
I do  not  believe  medical  deficits  can  be  corrected 
by  non-medical  people.  I do  not  believe  yearly 
examinations  offer  very  much  value.  American  edu- 
cation, if  not  world  education,  is  frought  with  the 
childish  fallacy  of  “cramming”  for  an  examination 
and  then  forgetting  it.  There  is  a difference  between 
book  learning  and  practical  application.  We  re- 
member what  we  use. 

I do  not  wish  to  be  idly  complaining.  I recog- 
nize the  need  for  improvement.  But  let  not  the 
effort  to  meet  such  needs  expend  itself  or  deteriorate 
into  simple  harrassment.  I have  two  suggestions. 

First,  let  our  paid  and  very  capable  staff  at  the 
AM  A advise  us  specifically  “where  we  are  not  keep- 
ing up”  (It  is  true  that  such  information  exists 
in  our  journals,  but  it  is  obscured  in  a mountain  of 
trivia).  What  we  need  is  a simple  concise  digest  of: 

1.  The  most  (common  errors  and  their  remedies. 

S'  * 

2.  What  is  new"  and  what  is  capable  of  being 
put  into  practice  in 

a.  a doctor’s  office 

b.  the  local  hospital 

c.  in  treatment  centers 

3.  A convenient  list  of  accessible  films,  refresher 
courses  (especially  work  laboratories),  and 
outstanding  articles  where  a physician  may 
get  concise  detailed  new  information  that  he 
may  put  into  action  on  the  patient. 

4.  That  which  is  outdated  and  why. 

Such  information  would  need  periodical  revision 
and  updating.  Most  likely  yearly  publication  would 
be  sufficient.  A suitable  title  might  be  “What  is  new 
and  useful  for  the  practicing  physician  in  (1969).” 

Since  medicine  is,  and  is  most  likely  to  remain, 
an  incomplete  science,  the  framers  of  the  digest 
would  do  well  to  preface  any  new  procedure  with 
traditional  humility.  “This  procedure  appears  to  be” 
or  “Experience  so  far  dictates  . . . etc.” 

The  second  suggestion  is  more  grass  roots  rep- 
resentation on  the  Joint  Committee  of  Accreditation 
where  people  who  do  not  practice  medicine  but 
dictate  policy  may  hear  of  the  practicing  physician’s 
needs  and  make  appropriate  corrections. 

What  we  can  do  about  Medicare  I do  not  know, 
but  HEW  should  be  made  aware  of  our  opinion  that 
more  paper  will  not  help  patients. 

Thank  you, 
ROY  E.  HANFORD,  M.D. 

0 We  would  add:  What  is  old  that  is  still  good.  Ed. 


A2/Hong  Kong/68 

Chicago.  Illinois 

Editor,  NORTHWEST  MEDICINE: 

The  occurrence  of  a sizable  outbreak  of  influenza 
in  Hong  Kong  recently,  due  to  a considerably  al- 
tered strain  of  A2  (Asian)  influenza  virus,  has  led  to 
the  prediction  that  the  United  States  may  experi- 
ence extensive  occurrence  of  influenza  during  the 
coming  winter. 

Currently  available  bivalent  and  polyvalent  vac- 
cines may  provide  only  limited  protection  against 
the  new  strain,  designated  as  A2/Hong  Kong/68. 
The  Surgeon  General  of  the  Public  Health  Service 
has  urged  licensed  vaccine  manufacturers  to  begin 
development  and  production  of  a monovalent  vac- 
cine containing  A2/Hong  Kong/68  as  soon  as  pos- 
sible. It  may  take  from  3 to  6 months  to  produce 
any  substantial  amount  of  the  new  vaccine. 

Meanwhile,  currently  available  vaccine  should 
be  administered  to  those  groups  at  greatest  risk  of 
mortality  or  of  serious  complications  of  influenza, 
and  these  high-risk  groups  should  be  given  the 
highest  priority  for  receiving  the  new  monovalent 
vaccine  when  it  becomes  available. 

High-risk  groups  include  persons  over  45  years 
of  age  and  even  more  notably  for  those  over  65, 
and  those  individuals  with  chronic  illnesses:  1.  Pa- 
tients with  rheumatic  heart  disease,  especially  with 
mitral  stenosis.  2.  Patients  with  cardiovascular  dis- 
orders or  arteriosclerotic  heart  disease  and  hyper- 
tension, especially  those  showing  evidence  of  frank 
or  incipient  cardiac  insufficiency.  3.  Patients  with 
chronic  bronchopulmonary  diseases  such  as  asthma, 
chronic  bronchitis,  cystic  fibrosis,  bronchiectasis, 
pulmonary  fibrosis,  pulmonary  emphysema,  or  pul- 
monary tuberculosis. 

The  Council  urges  practitioners  to  inform  them- 
selves as  to  the  Public  Health  Service’s  recommen- 
dations for  the  use  of  influenza  vaccines,  and  to  see 
that  the  high-risk  groups  receive  first  consideration 
for  vaccination.  The  Council  also  recommends  that 
practitioners  report  increased  incidence  of  flu-like 
respiratory  disorders  promptly  to  local  or  state  pub- 
lic health  agencies  for  early  identification  of  the 
causative  virus. 

Sincerely, 

JAMES  H.  STERNER,  M.D. 

Chairman,  Council  on  Environmental 
and  Public  Health,  American  Medical 
Association 


1061 

Nortluvest  Medicine,  November,  1968 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen»Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections : treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections:  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms: 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion) : Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis:  urticaria:  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  ‘‘Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units):  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN-VEEK 

(potassium  phenoxymethyl  penicillin) 


Each  Adipex  Ty-Med*  tablet  or  capsule  contains : 
Methamphetamine  hydrochloride  10  mg./  Amobarbital  (Warning,  may 
be  habit  forming ) 50  mg./Homatropine  methylbromide  7.5  mg. 
*Lemmon  brand  of  timed-release  medication. 

In  the  depressed  state  caused  by  temporary  stress,  every  fear, 
every  problem  and  every  ache  assumes  exaggerated  importance  to  your 
patient.  This  nervous  depression,  which  is  frequently  situational  in 
origin  and  self-limiting  in  nature,  is  usually  amenable  to  therapy 
with  Adipex. 

Adipex  is  ideal  for  short  term  treatment  of  your  mildly  depressed 
patients.  Its  soothing,  mood-elevating  ingredients  ease  the  symptoms  of 
nervous  depression,  while  the  antispasmodic  helps  to  control  tension- 
induced  GI  distress.  With  your  professional  counselling  and  supportive 
therapy  with  Adipex,  a normal  outlook  can  be  restored  to  these  patients 
as  they  learn  to  cope  with  or  overcome  the  depression  caused  by 
temporary  stress. 

Dosage : The  usual  dose  of  Adipex  Ty-Med  is  one  tablet  or  capsule 
daily,  taken  on  arising. 

Side  Effects : Insomnia,  excitability,  centi'al  excitatory  symptoms 
or  cardiovascular  reactions. 

Precautions : Discontinue  use  if  rapid  pulse,  dizziness  or  blurring 
of  vision  occurs. 

Contraindications : Coronary  or  cardiovascular  disease,  hyperten- 
sion, hyperthyroidism,  hyperexcitable  or  psychotic  states,  glaucoma, 
or  idiosyncrasy  or  habituation  to  any  of  the  components. 

Caution : Federal  law  prohibits  dispensing  without  prescription. 

Supplied : Bottles  of  100  and  1000  tablets  or  capsules. 

Reference : Feigley,  D.  M. : Office  care  of  mild  emotional  distress, 

Dis  Nerv  Syst  23 :450  (Aug)  1962  . © 1966  HAACK  1-66  MADE  IN  U.S.A. 

HAACK  LABORATORIES, INC., 

Division  of  Lemmon  Pharmacal  Company,  Portland,  Oregon  97208 


BOOKS 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 


The  Genetics  of  Dermal  Ridges.  By  Sarah  B.  Holt,  BSC., 
Ph.D.,  Lecturer  in  Human  Genetics.  Galton  Laboratory, 
University  College  London,  London,  England.  Introduction 
by  Professor  L.  S.  Penrose,  M.D.,  F.R.S.,  Galton  Profes- 
sor, University  College  London,  1945-1965,  Winner  of  the 
Kennedy  Scientific  Award,  1963  (Mental  Deficiency).  195 
pp.  Illustrated.  Price  $15.75.  Charles  C Thomas,  Spring- 
field,  111.  1968. 

The  Oscillometric  Vectocardiogram.  By  Ralph  M.  Tan- 
dowsky,  M.D.,  F.A.C.P.,  F.A.C.C.  Fellow,  Council  on  Clini- 
cal Cardiology,  American  Heart  Association,  Associate 
Clinical  Professor  of  Medicine,  Loma  Linda  University. 
Loma  Linda,  Calif.,  Senior  Attending  Staff,  Los  Angeles 
County  Hospital,  Consulting  Cardiologist,  Hollywood  Pres- 
byterian Hospital,  Medical  Staff,  Cedars  of  Lebanon  Hos- 
pital, Los  Angeles,  Calif.  With  Mathematical  & Electronic 
Participation  of  Wm.  L.  Morris,  Ph  D.,  Chief  Project  Engi- 
neer. North  American  Aviation,  Inc.  339  pp.  Illustrated. 
Price  $30.00.  Charles  C Thomas,  Springfield,  111.  1968. 
Anatomy  of  the  Eye  and  Orbit.  By  Eugene  Wolff.  Sixth 
Edition.  Revised  by  R.  J.  Last,  M.B.,  B.S.  (Adelaide) 
F.R.C.S.  (Eng.)  529  pp.  Illustrated.  Price  $19.00.  W.  B. 
Saunders  Co.,  Philadelphia,  Pa.  1968. 

Growth  of  the  Nervous  System.  Author:  Ciba  Foundation. 
295  pp.  Illustrated.  Price  $12.00.  Little,  Brown  & Company, 
Boston,  Mass.  1968. 

Systemic  Mycoses.  Author:  Ciba  Foundation.  287  pp. 

Illustrated.  Price  $12.00.  Little  Brown  and  Company,  Bos- 
ton, Mass.  1968. 

Surgery  in  the  Hemophiliac.  By  Thomas  J.  Tarnay,  M.D. 
131  pp.  Illustrated.  Price  $11.75.  Charles  C Thomas,  Spring- 
field,  111.  1968. 

A Technique  for  Extracorporeal  Circulation.  By  Raymond 
C.  Stofer,  D.V.M.,  Foreward  by  Norman  Shumway,  M.D 
115  pp.  Illustrated.  Price  $6.75.  Charles  C Thomas,  Spring- 
field,  111.  1968. 

How  to  Live  With  Hypoglycemia.  By  Charles  Weller,  M.D. 
and  Brian  Richard  Boylan.  130  pp.  Illustrated.  Price  $4.50. 
Doubleday  & Company,  Inc.,  New  York,  N.Y.  1968. 

Harold  G.  Wolff’s  Stress  and  Disease.  Revised  and  Edited 
by  Stewart  Wolf,  M.D.,  Professor  and  Head,  Department  of 
Medicine,  University  of  Oklahoma  Medical  Center,  Okla- 
homa City,  Okla.,  and  Helen  Goodell,  B.S.,  Research  Asso- 
ciate, Department  of  Neurology,  Cornell-New  York  Hos- 
pital Medical  Center.  New  York,  N.Y.  2nd  ed.  277  pp. 
Illustrated.  Price  $10.00.  Charles  C Thomas,  Springfield, 
111.  1968. 

Consider  the  Season.  By  Reuben  Merliss,  M.D.,  Associate 
Clinical  Professor  of  Medicine.  424  pp.  Price  $5.95.  Double- 
day & Company,  Inc.  New  York,  N.Y. 

The  Side  of  the  Angels.  By  John  Rowan  Wilson,  M.D. 
348  pp.  Price  $5.95.  Doubleday  & Company,  Inc.,  New 
York,  N.Y.  1968. 

Spare-Part  Surgery;  The  Surgical  Practice  of  the  Future. 
By  Donald  Longmore,  M.D.,  Fellow  of  the  Royal  College 
of  Surgeons  of  Edinburgh  and  consultant,  National  Heart 
Hospital,  London.  192  pp.  Illustrated.  Price  $5.95.  Double- 
day & Company,  Inc.  New  York,  N.Y.  1968. 

Lung  Transplantation.  By  Max  J.  Trummer,  M.D.,  Cap- 
tain, M.C.,  USN,  Assistant  Chief  of  Surgery.  Head  of 
Thoracic  Surgery,  U.  S.  Naval  Hospital,  Philadelphia, 
Pa.,  and  Paul  Berg,  V.M.D.,  Assistant  Professor  of  Surgery, 
The  School  of  Veterinary  Medicine,  University  of  Pennsyl- 
vania; Consultant,  Research  Facility,  U.  S.  Naval  Hospital, 
Philadelphia,  Pa.;  With  a chapter  on  histology  by  R.  Irvin 
Morgan,  M.D.,  Lt.  Cmdr.,  M.C.,  USN,  Staff  Pathologist, 
U.  S.  Naval  Hospital,  Philadelphia,  Pa.  122  pp.  Illustrated. 
Price  $8.50.  Charles  C Thomas,  Springfield,  111.  1968. 
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ACHROMYCIN  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial—  bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 
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Suspected  tetracycline-sensitive  infection? 

While  waiting  for  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 

Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROM Y CIN®  V,  in  a way,  provides  the 
ultimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROM Y CIN®  V is  effective  in 
treating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
doesn’t  stat  dosage  of  this  time-tested  antibiotic 
make  good  sense? 

* 'Prescribing  Information 


ACHROMYCIN  Y 

TETRACYCLINE 


The  price  differential 
is  inconsequential. 


He  isn’t  burdened 
by  his  hypertension 
or  his  therapy... 


Butiserpazide®  lowers 
blood  pressure  so  smoothly  that 
patients  are  often  untroubled 
by  either  the  disease...or  treatment 


Butiserpazide  provides  not  only  the  classic  thiazide/ 
reserpine  formula;  it  supplements  it  with  the  mildly 
sedative  effect  of  Butisol  (butabarbital). 

Clinical  comparisons  have  shown  that  many  patients 
respond  to  this  treatment  with  (1)  smooth,  uniform 
lowering  of  blood  pressure1 ...  at  times  below  the  levels 
attained  with  previous  therapy2;  (2)  “striking”  im- 
provement in  such  symptoms  as  headache,  nervous- 


ness, palpitation  and  dizziness2;  plus  (3)  “...lowered 
incidence  of  drug  side  effects.”2 

And  Butiserpazide  offers  an  added  advantage:  the 
usual  dosage  is  just  1 tablet  once  or  twice  daily.  It  is 
available  in  two  strengths  for  dosage  flexibility. 

Are  there  any  hypertensives  in  your  practice  who 
might  find  life  a little  pleasanter  on  Butiserpazide? 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  child-bearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide  — May  induce  electrolyte  imbalance;  when  used  with 
digitalis  or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insuffi- 
ciency, cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may 
occur.  Discontinue  and  institute  appropriate  countermeasures  if  prolonged  use 
produces  hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic 
alkalosis,  is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum 
uric  acid  levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering 
insulin  requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms 
of  peptic  ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depres- 
sion; keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to  2 
weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease.  Ad- 
verse Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg  cramps, 
nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  headache, 
dehydration,  skin  rash,  “hangover,”  systemic  disturbances,  diarrhea,  itching, 
vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xanthopsia, 


purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic  anemia, 
anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by  alcohol, 
barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion,  increased 
intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias,  brady- 
cardia, flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely  atypical 
Parkinsonian  syndrome,  central  nervous  system  sensitization  (manifested  by 
dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of  mouth, 
syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido.  Usual 
Adult  Dosage:  BUTISERPAZIDE<sv25  or  BuTlSERPAZiDE®-50:  1 tablet  daily  or 
b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering , see  package  //rserf.  References:  1.  Johnson,  H.  J.,  Jr.; 
Penna.  M.  J.  67:35,  1964.  2.  Coodley,  E.  L.:  Curr.  Ther.  Res.  4:460,  1962. 

Butiserpazide-25 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  25  mg.; 

Reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  m 

Butisol®  (butabarbital)  30  mg.t;  Hydrochlorothiazide  50  mg.; 

Reserpine  0.1  mg. 


tWarning;  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer  layer; 
15  mg.  of  Butisol  (butabarbital)  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 


( McNEIL ) 


MCNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA. 
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Diets  to 

reduce  cholesterol  levels 
can  show  a marked  improvement 
in  patient 
acceptance 
with 
Saffola 
products. 


Patients  enjoy  the  light,  delicate  flavor 
of  all  Saffola  products.  This  flavor  comes 
from  safflower  oil,  Saffola’s  principal 
ingredient.  Safflower  oil  produces 
superior  mayonnaise  and  margarine.  As 
a salad  and  cooking  oil,  it’s  unexcelled. 
And  safflower  oil  is  50%  higher  in 


poly-unsaturates  than  corn  oil. 

To  help  your  patients  adjust  to  a diet  low 
in  saturated  fats,  we  have  a special  Saffola 
recipe  booklet.  A supply  is  yours  for  the 
asking — from  Pacific  Vegetable  Oil 
Corporation,  World  Trade  Center,  San 
Francisco,  California  94111. 


NOTES: 


Public  handwringing  on  health  subjects  shows  some 
striking  inconsistencies.  Witness  the  dollar  volume  do- 
nated for  diseases  causing  minor  medical  problems  but  major 
emotional  impact.  Also  witness  the  emotional  response  to 
injuries  resulting  from  all  crimes  of  violence  as  compared 
that  arising  from  injuries  resulting  from  automobile 
crashes.  Criminal  violence  accounts  for  about  1,000  in- 
juries daily — automobile  violence  accounts  for  10,000 
injuries  daily. 

Zinc  treatment  of  malabsorption  was  reported  by  Mac- 
Mahon  and  others  in  The  Medical  Journal  of  Australia,  August 
2,  1968.  One  patient  was  a woman,  aged  71  and  the  other  a 
7-month-old  male.  Both  responded  to  treatment  with  zinc 
sulphate.  Rise  in  plasma  and  red  cell  zinc  levels  was 
coincident  with  clinical  improvement.  Extensive  superficial 
ulcers,  suffered  by  the  older  patient,  healed  rapidly  after 
zinc  therapy  was  started. 

"After  considering  the  etiology  of  alcoholism,  it  is 
not  difficult  to  predict  that  if  only  one  aspect  of  causa- 
tion is  dealt  with,  failure  of  the  treatment  program  is 
practically  inevitable." — from  the  AMA  Manual  on  Alcoholism. 

Credit  cards  are  honored  by  50  percent  of  the  retailers 
doing  business  on  the  Pacific  Coast.  Firms  with  business 
volume  of  $50,000  to  $100,000  per  year  report  that  24 
percent  of  their  volume  is  on  cards.  Firms  using  cards 
report  a 15  to  19  percent  increase  in  total  volume  as  a 
result.  These  data  are  from  the  National  Federation  of  In- 
dependent Businesses. 

James  J.  Kilpatrick,  a columnist,  says  the  report 
of  the  "Task  Force  on  Prescription  Drugs"  was  a slovenly 
job.  Although  produced  by  Philip  R.  Lee  and  Milton  Silver- 
man,  and  ten  persons  trained  in  the  scientific  method, 
the  report  is  not  carefully  done,  and  it  carries  no  infor- 
mation enabling  the  reader  to  check  its  reliability, 
according  to  Mr.  Kilpatrick.  He  says,  "In  brief,  this  is 
not  fact-finding  by  men  of  science  ; it  is  political  propa- 
gandizing by  a gang  of  neo-sociologists  who  are  philo- 
sophically antagonistic  to  the  enterprise  system." 

Medicare  beneficiaries  will  pay  more  for  hospitalization 
after  January  1,  1969,  according  to  Mr.  Wilbur  Cohen, 
secretary  of  HEW.  The  deductible  payment,  to  be  made  by 
the  beneficiary,  goes  from  $40  to  $44.  Payments  for  care 
beyond  60  days  will  also  be  increased. 

The  U.S.  Senate  has  voted  $25,000  for  the  Select 
Committee  on  Nutrition  and  Human  Needs  "to  make  a complete 
study  of  matters  pertaining  to  lack  of  food  and  medical 
assistance,  and  related  necessities  of  life  and  health." 
During  the  same  week  the  Senate  voted  $19  billion  for 
Departments  of  Labor  and  HEW. 

Frank  Cole,  whose  editorials  in  The  Nebraska  State 
Medical  Journal  frequently  have  a puckish  twist,  writes 
about  a dinner  meeting  of  cardiologists  at  which  dessert 
was  unduly  high  in  calories  and  unduly  rich  in  fat — 
just  what  the  doctors  do  not  order.  They  apparently  ate 
with  relish.  Dr.  Cole  observes  that  it  was  a coronocclu- 
siogenic  dish — but  the  cardiologists  got  their  just 
desserts. 

H.L.H. 
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" For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure, 
but  in  rest  from  pain V 

John  Dryden 


‘Empirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

B W Ac  Co.'  narcotic  products  are  Class  "B ",  and  as  such  are  available  on  oral  prescription,  where  State  law  perm. is 

^ BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Communication  and  Trauma 


EDITORIAL 


The  patient  is  in  shock.  He  has  a fracture  of 
one  femur,  severe  contusion  of  the  left 
upper  abdominal  quadrant  and  there  are  multi- 
ple lacerations  of  face  and  scalp  from  which  he 
has  bled  profusely.  He  comes  to  the  hospital 
by  ambulance.  What  if  the  hospital  cannot 
accept  him?  If  he  is  admitted,  how  soon  will 
he  be  seen  by  a general  surgeon,  a neurosurgeon, 
an  orthopedic  surgeon  or  all  three?  How  long 
will  he  be  in  shock  before  the  correct  decisions 
are  made  and  the  proper  orders  given?  Will  he 
receive  adequate  treatment  before  it  is  too  late? 

The  answers  will  not  necessarily  depend  on 
the  quality  of  medical  care  available  in  the 
community— they  will  depend  largely  on  the 
quality  of  communication  available  from  the 
moment  of  his  injury  to  the  moment  of  his  ar- 
rival at  the  hospital.  Time  and  communication 
make  the  difference.  Compare  two  situations: 

Case  1.  The  patient  was  injured  in  a head-on 
collision,  on  a county  road,  ten  miles  from  the 
nearest  hospital.  There  were  no  other  survivors. 
Five  minutes  elapsed  before  the  wreckage  was  dis- 
covered by  a motorist.  He  went  to  a farmhouse 
and  placed  a call  to  an  ambulance  company.  An 
ambulance  was  dispatched  and  the  state  patrol 
notified.  The  ambulance  crew  arrived  in  fifteen 
minutes,  picked  the  patient  up  and  started  for  the 
nearest  hospital.  The  trip  took  another  fifteen  min- 
utes. But,  upon  arrival  at  the  hospital,  they  were 
told  that  the  patient  could  not  be  cared  for  properly 
due  to  the  severity  of  his  injuries. 

There  was  another,  larger  hospital  within  five 
miles,  a seven  minute  trip.  Upon  arrival  at  the 
second  hospital,  the  nurse  in  the  emergency  room 
accepted  the  patient  and  immediately  asked  the 
telephone  operator  to  notify  the  surgeon  on  call. 
He  arrived  twenty  minutes  later.  Total  elapsed 
time,  including  delay  at  the  first  hospital,  one  hour, 
seven  minutes.  In  spite  of  subsequent  good  treat- 
ment at  the  hospital,  the  patient  did  not  recover 
from  shock. 

Case  2.  Injuries,  locale,  and  distances  the  same. 
On  the  way  to  the  site  of  the  crash,  the  ambulance 
crew  established  radio  contact  with  the  nearest 
hospital,  a trauma  center  at  a metropolitan  hospital, 
and  the  highway  patrol.  The  trooper  arrived  before 
the  ambulance,  surveyed  the  wreckage,  stopped 
bleeding  from  the  lacerations  and  cleared  debris  to 
permit  quick  pickup. 

The  ambulance  crew  recognized  the  seriousness 
of  the  patient’s  condition,  and  as  soon  as  under 
way,  reported  the  findings.  The  smaller  hospital 
immediately  replied  that  facilities  were  inadequate 
for  the  type  of  case  described  and  signed  off.  The 


surgeon  at  the  trauma  center  came  on,  and  main- 
tained contact  during  the  trip  to  the  hospital,  di- 
recting treatment  by  the  attendant  and  receiving  a 
constant  flow  of  information  about  the  patient’s 
condition.  In  the  meantime  he  had  alerted  the 
operating  room,  the  x-ray  technician,  the  laboratory, 
and  an  anesthesiologist.  Everything  was  ready  for 
swift,  coordinated  action,  the  instant  the  ambulance 
stopped  at  the  emergency  room  door.  Due  to  route 
change,  trip  to  the  trauma  center  required  only  an 
additional  two  minutes.  Total  elapsed  time  44 
minutes.  Thanks  to  well  directed  care  during  the 
trip  to  the  hospital  and  prompt  treatment,  the  pa- 
tient survived.  Time  and  communication  made  the 
difference. 

Delays,  such  as  those  described  in  Case  1, 
are  not  imagined.  These  things  have  happened. 
The  equipment  and  the  organization  permitting 
operation  as  described  in  Case  2 are  available- 
now— and  have  been  for  a long  time.  A much 
better  organization,  involving  complete  radio 
network,  dispatching  centers,  and  designated 
trauma  centers,  is  being  planned.  But  the  com- 
munication part  of  the  ultimate  plan  need  not 
wait.  Compared  to  other  devices  in  use  to  save 
lives  and  improve  treatment,  radio  is  not  ex- 
pensive. 

A recent  survey  of  communication  facilities 
in  use  in  hospitals  revealed  a hodgepodge  of 
equipment  and  hopelessly  inadequate  utilization. 
All  modern  ambulance  companies  use  radio  but 
usually  just  to  establish  communication  between 
the  ambulance  and  the  office  of  the  company. 
There  is  no  medical  communication  network. 
There  is  no  communication  tie  to  the  highway 
patrol.  Radio  frequencies  assigned  for  medical 
use  are  not  being  used  and  some  have  been 
taken  over  by  commercial  and  industrial  firms. 
This  situation  prevails  in  most  states.  A bril- 
liant exception  is  Nebraska  where  a coordinated 
system  includes  communication,  transportation, 
hospital  and  medical  coverage  on  a 24-hour, 
seven-day  basis. 

Establishment  of  a medical  communication 
network  will  involve  a great  deal  of  discussion 
and  planning.  Many  organizations  will  be  in- 
volved but  agreements  should  be  reached  with- 
out serious  difficulty7.  Communication  cannot  be 
longer  neglected.  It  can  make  the  difference.  ■ 

H.  L.  H. 
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No  one 
should  be  cold 
on  a Caribbean 
cruise 


To  those  with  peripheral  vascular  disease,  a balmy  ocean  breeze  can 
become  a limb-chilling  wind  ...  a stroll  on  the  deck  a painful, 
stop-and-go  chore. 

Priscoline  can  help.  It  dilates  peripheral  blood  vessels,  increases  blood  flow 
to  extremities.  Relieves  numbness.  Makes  hands  and  feet  less  prone  to  chill. 
Makes  patients  more  comfortable.  Helps  them  get  around. 

Nothing  magic  about  Priscoline.  But  people  with  peripheral 
vascular  disease  might  think  so. 

See  following  page  for  prescribing  information. 


(tolazoline) 

peripheral  vasodilator 

| | 2/3851 


C 1 B A 


Priscoline' 

hydrochloride 
(tolazoline  hydrochloride) 


Indications  Spastic  peripheral  vascular  disorders. 

Precautions  Tolazoline  stimulates  gastric  activity  and  increases 
hydrochloric  acid  content  of  the  stomach;  use  cautiously  in 
patients  with  gastritis  or  peptic  ulcer  or  in  those  with  suspected 
peptic  ulcer.  Give  cautiously,  if  at  all,  to  patients  with  known 
or  suspected  coronary  artery  disease. 

Adverse  Reactions  Occasional:  nausea,  epigastric  discomfort, 
tachycardia,  flushing,  slight  rise  or  fall  in  blood  pressure,  in- 
creased pilomotor  activity  with  tingling  or  chilliness.  Rare: 
vomiting,  diarrhea.  Symptoms  are  generally  mild  and  frequently 
disappear  with  continued  therapy,  regardless  of  dosage. 
Administration  and  Dosage  Careful  individualization  of  dosage 
is  required. 

Oral  Tablets:  Usually  25  mg  4 to  6 times  daily  is  sufficient.  If 
necessary,  dosage  may  be  increased  gradually  up  to  50  mg 
6 times  daily. 

Lontobs:  Generally,  1 Lontab  every  12  hours  will  achieve  the 
same  effect  as  one  25-mg  regular  tablet  every  4 hours  (6  times 
a day).  Thus,  continuous  action  throughout  the  night  is  achieved 
without  the  need  for  arising  to  take  additional  medication. 
Parenteral  Subcutaneously,  Intramuscularly,  or  Intravenously:  10  to 
50  mg  4 times  daily.  Start  with  low  doses,  increasing  with  patient 
under  close  observation  until  optimal  dosage  las  determined  by 
appearance  of  flushing)  is  established.  Keeping  patient  warm 
will  often  increase  effectiveness  of  drug. 

Supplied  Tablets,  25  mg  (white,  scored);  bottles  of  100  and  1000. 
Lontabs,  80  mg  (bright  yellow);  bottles  of  100.  Multiple-dose 
Vials,  10  ml,  each  ml  containing  25  mg  tolazoline  hydrochloride, 
0.65%  sodium  citrate,  0.65%  tartaric  acid,  and  0.5%  chlorobutanol 
as  preservative  in  water;  cartons  of  1. 

Lontabs®  (long-acting  tablets  CIBA) 

Consult  complete  literature  before  prescribing.  z/sbsi 

CIBA  Pharmaceutical  Company,  Summit,  N.J.  CIBA 


cJ7]asy  on 
theG^udget... 

cp]asy  on 

the  other 

GAQ\Tablets  Elixir  J/q)Vq) 

cpor  ^ron  CJ^)eficiency  Qy^nemia 


BREON  LABORATORIES  INC. 

Subsidiary  of  Sterling  Drug  Inc. 

90  Park  Avenue,  New  York,  N Y.  10016 
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See  next  page  for  prescribing  informatior 


You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 

3DECLOMYCIIV 


DEMETHYLCHLOKTETRACTCLINE 


You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 

Your  experience  has  shown  that  H.  influenzae  and 
D.  pneumoniae  are  commonly  implicated  in  acute 
bronchitis.  And  DECLOMYCIN  is  effective  against 
these  organisms.  Although  some  strains  may  resist 
its  action,  and  other  organisms  may  also  be 
involved,  sensitivity  testing  will  prove  the 
usefulness  of  DECLOMYCIN. 

You  know,  too,  that  DECLOMYCIN  provides  rapid, 
high  and  prolonged  activity  levels  in  both  serum 
and  tissue. 

Dosage  is  convenient  — 300  mg  b.i.d.  or 
150  mg  q.i.d. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -Ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin  — maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions -urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  during  the  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetra- 
cycline may  form  a stable  calcium  complex  in  any  bone-formingtissue 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg.;  Tablets:  film  coated,  300 
mg.,  150  mg.  and  75  mg.  of  demethylchlor- 
tetracycline HCI.  393-8 


BECIXJMYCIN 

DEM  ETI IYLCI ILORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


Surer  surgical  gut 
isn’t  like  any  other 


It’s  exceptionally  strong  . . . unusually  resistant  to  fraying  . . . 
and  has  excellent  handling  qualities.  It’s  a dependable  per- 
former ...  in  your  hands — and  in  the  tissues. 

Want  to  feel  the  difference?  Just  fill  out  and  mail  the  coupon 
below.  We’ll  send  you  a sample,  and  a catalog  from  which  to 
select  items  you  might  like  to  try  in  surgery. 

P.S.  While  you’re  about  it,  why  not  request  a sample  of 
Surel®  Silk?  It’s  different,  too.  We  think  you’ll  like  the 
way  it  handles  and  ties. 


SUREL'NC 


Arcadia,  California 


a subsidiary  of  Smith  Kline  & French  Laboratories 
Dependable  Sutures  • Dependable  Service 


Dept.  26,  Surel,  Inc.,  232  E.  Live  Oak  Avenue,  Arcadia,  California  91006 
Please  send  me  a complimentary  sample  of  Surel®  Surgical  Gut 

| | Plain  (Type  A)  Q Chromic  (Type  C) 

| Please  also  send  me  a sample  of  Surel®  Silk. 

Name Specialty 


Street  Address. 
City 


.State, 


-Zip. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric. for  Oral  Solution.  125  mg.  (200,000  units)  and  250  mg, 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 
spoonful). [0«r567«] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  48206 
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The  Child  with  a Learning  Problem 


RICHARD  O.  GO  D E,  M.D.,  Seattle,  Washington 


Learning  problems  are  managed  more  easily 
when  the  type  of  difficulty  is  recognized.  There 
are  four  main  categories:  physical,  psycho-social , 
intellectual,  and  specific  learning  disabilities. 
Physical  causes  are  most  easily  handled  in  the 
traditional  pattern  of  medical  practice.  Motiva- 
tion, self-image,  negativism,  and  maturation  are 
factors  in  the  psycho-social  group.  Intellectual 
capacity  varies  greatly  in  each  individual  child. 
Specific  learning  disabilities  include  a variety  of 
problems  settng  some  children  apart  from  those 
in  the  first  three  groups.  Most  learning  problems 
can,  and  should  be,  managed  under  direction  of 
the  physician  responsible  to  the  child  and  his 
family. 


When  worried  and  bewil- 
dered parents  seek  a 
physician’s  advice  about  a child 
who  is  not  doing  well  in  school, 
there  is  more  at  stake  than  just 
the  learning  problem.  The  whole 
family  is  involved  in  addition  to 
the  school  teacher.  Opportunity 
is  great  for  physician  under- 
standing and  leadership.  No  one 
else  is  as  well  qualified  to  take 
charge,  to  give  sound  advice  as 
to  what  can  be  done,  and  to  co- 
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ordinate  the  efforts  of  everyone 
involved. 

Much  helpful  information  has 
come  from  studies  in  this  field 
during  the  past  few  years. 1:1 
Types  of  learning  disorders  have 
been  identified,  new  teaching 
methods  have  been  developed, 
and  it  is  now  possible  to  set 
reachable  goals  for  manage- 
ment. It  is  my  purpose  in  this 
communication  to  present  a gen- 
eral discussion  of  the  problem 


but  not  to  emphasize  treatment 
or  management  methods.  Rec- 
ommendations on  methods  will 
be  offered  in  another  paper. 

Children  with  learning  prob- 
lems can  be  divided  into  four 
categories: 

a.  Physical 

b.  Psycho-social 

c.  Intellectual 

d.  Specific  learning  disabili- 
ties 

This  is  necessarily  a coarse 
screen,  because  of  tremendous 
overlap  of  signs  and  symptoms, 
and  would  be  unworkable  if 
precision  were  to  be  demanded. 
There  is  still  considerable  dis- 
agreement on  identification,  but 
the  refinements  sought  in  re- 
search need  not  hamper  good 
clinical  practice.  Most  of  the 
problems  brought  to  a physi- 
cian’s office  may  be  well  handled 
by  using  the  guide  provided  in 
this  simple  classification. 

A.  PHYSICAL  FACTORS 

The  most  comfortable  and 
probably  the  easiest  part  of  the 
physician’s  role  is  the  diagnosis 
and  treatment  of  those  physical 
factors  which  may  be  totally  or 
partially  causing  the  problem. 
Unfortunately,  only  a very  small 
percentage  of  children  who  pre- 
sent with  learning  problems 
have  diagnosable  or  correctable 
physical  disorders.  Nevertheless, 
it  is  necessary  to  systematically 
rule  out  or,  if  possible,  correct 
those  conditions  that  can  be  de- 
fined by  taking  a thorough  med- 
ical history  and  conducting  a 
careful  physical  examination, 
adding  appropriate  laboratory 
studies  and  specialty  consulta- 
tion when  needed. 

Effective  learning  is  depend- 
ent upon  effective  and  accurate 
reception  of  sensory  input.  The 
two  most  important  channels  of 


sensory  input  in  the  learning 
process  are  vision  and  hearing. 
Therefore,  no  child  should  es- 
cape careful  attention  to  both 
these  modalities.  Tests  for  visual 
acuity  and  conjugate  eye  func- 
tion, and  careful  fundiscopic 
examination  can  all  be  accom- 
plished in  a medium-sized  office 
with  Snellen  and  E charts,  and 
an  ophthalmoscope.  It  is  inex- 
cusable to  permit  a child  with 
undiagnosed  and  uncorrected 
strabismus,  gross  errors  of  re- 
fraction, or  glaucoma  to  sit  in 
a classroom  with  children  hav- 
ing normal  eyesight.  Examina- 
tion of  the  ears  and  hearing  can 
be  done  adequately  with  an  oto- 
scope coupled  with  screening 
tests  using  a tuning  fork,  a tick- 
ing watch,  finger  rubbing  and 
various  noise  makers.  An  office 
assistant  can  easily  conduct 
audiometric  screening  on  a port- 
able audiometer,  an  investment 
that  all  pediatric  physicians 
ought  to  consider. 

Orthopedic  handicaps  can 
readily  be  detected  from  the 
case  history  and  careful  exami- 
nation. Neuro-muscular  diseases 
require  more  detailed  scrutiny; 
they  frequently  call  for  neuro- 
logical assessment  and  thorough 
testing  of  major  muscle  groups. 

Previously  undetected  illness, 
as  well  as  partially  of  untreated 
chronic  disease,  should  be 
brought  to  the  attention  of  the 
family,  and  proper  means  of 
correction  instituted  as  quickly 
as  possible.  It  is  not  likely  that 
such  maladies  as  hemophilia, 
nephrosis  or  lupus  erythemato- 
sus would  be  unrecognized  and 
untreated.  On  the  other  hand, 
long-standing  anemia  or  respira- 
tory disease  may  well  smoulder 
over  substantial  lengths  of  time 
and  interfere  significantly  with 
a child’s  daily  performance  in 
school  and  at  home.  This  can 


be  especially  true  in  families 
who  pay  little  or  no  attention  to 
mild  or  only  slightly  handicap- 
ping health  problems.  However, 
the  family  in  the  habit  of  sound- 
ing the  M.  D.  alarm  at  the  first 
occurrence  of  every  small  symp- 
tom is  unlikely  to  let  such  prob- 
lems go  unnoticed. 

Physical  problems  secondary 
to  other  etiologic  factors  form  a 
special  category.  Obesity,  ano- 
rexia nervosa,  globus  hystericus, 
hyperventilation  syndrome,  en- 
uresis, constipation,  encopresis, 
certain  dermatoses,  as  well  as 
some  complaints  of  headache, 
abdominal  pain  and  fatigue  all 
fall  into  this  category.  All  are 
difficult  to  treat,  and  require 
much  more  than  simply  pre- 
scription and  assurance  that 
“time  will  heal.” 

Strict  organic  causes  must  be 
ruled  out  and  functional  causes 
must  be  dealt  with  over  a 
greater  length  of  time.  They 
frequently  require  psychologi- 
cal or  psychiatric  treatment. 
The  physician  should  not  sell 
himself  short,  however,  in  deal- 
ing with  functional  problems. 
Frequently  it  merely  takes  a 
few  extra  moments  of  time, 
some  careful  thought,  and  a 
logical  approach  to  the  family, 
to  get  to  the  root  of  the  matter. 

B.  PSYCHOLOGICAL  AND 
SOCIAL  FACTORS 

Without  dissecting  this  cate- 
gory away  from  the  physical 
factors,  one  can,  nevertheless, 
isolate  certain  trends  in  behavior 
of  the  child  that  have  undoubt- 
edly contributed  to  failure  in 
school.  Here  again  the  physician 
is  in  position  to  render  accurate 
judgment,  as  well  as  offer  pro- 
fessional advice  to  the  family,  in 
dealing  with  these  factors  or  in 
finding  assistance  in  the  corn- 
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munity  and  schools.  Wimberger 
has  offered  a practical  system 
for  classifying  school  under- 
achievement due  to  psychogenic 
causes.4  Among  the  more  com- 
mon psychological  and  social 
factors  encountered  in  children 
with  learning  problems  are  the 
following: 

1.  Motivation:  Many  theories 
of  behavior  and  personality  have 
been  advanced  but  no  agree- 
ment has  yet  been  reached  on 
definition  and  explanation  of 
motivation.  Nevertheless,  there 
is  a property  of  human  behavior 
exhibited  by  some  individuals 
that  causes  them  to  strive  to- 
ward certain  goals.  This  same 
property  is  lacking  in  other  in- 
dividuals or  perhaps  is  function- 
ing over  a variable  range  of  ef- 
fectiveness, depending  on  a 
variety  of  intrinsic  psychologi- 
cal and  extrinsic  environmental 
variables  operating  at  any  one 
time. 

Coupled  with,  and  perhaps  in- 
separable from,  motivation  are 
the  concepts  of  stimulation  and 
exposure.  There  is  no  doubt  that 
certain  children  not  adequately 
stimulated  to  learn  will  encoun- 
ter problems  at  school.  This  is 
not  to  say  that  such  a child  is 
incapable  of  learning,  but  per- 
haps that  the  formal  school 
learning  process  is  one  alien  to 
his  family  or  to  his  cultural 
background,  and  that  he  has 
never  had  the  opportunity  to  be 
stimulated  intellectually. 

Similarly,  children  who  have 
not  been  exposed  to  learning  ex- 
periences or  to  an  environment 
that  provides  materials  for  learn- 
ing may  be  unable  to  perform 
in  a school  setting  the  way  their 
more  fortunate  peers  perform. 
Much  interest  has  centered  on 
this  group  of  children  recently. 
As  a result  many  programs  like 


the  Headstart  project  have  been 
instituted. 

There  is  no  question  that 
most  children  who  become  in- 
volved in  such  programs  make 
rapid  strides  in  learning  and 
very  often  match  their  more 
fortunate  counterparts  when 
school  age  is  reached.  Obvious- 
ly, much  more  needs  to  be 
learned  about  this  complex  triad 
of  motivation,  stimulation  and 
exposure,  but  already  promising 
work  in  educational  and  psy- 
chological research  is  providing 
data  that  someday  soon  may 
solve  the  enigma  of  stimulation 
and  exposure.  Motivation,  on 
the  other  hand,  may  continue  to 
wear  its  cloak  of  mystery  and 
elude  our  understanding  for  a 
much  greater  length  of  time. 

2.  Self-Image:  The  concept 
of  self-image  is  perhaps  the 
most  crucial  among  the  psycho- 
logical and  social  factors.  Chil- 
dren with  learning  problems  in- 
evitably think  of  themselves  as 
being  different  from  those  who 
are  successful  in  school.  Wheth- 
er a poor  self-image  is  a pri- 
mary or  a secondary  factor  is 
irrelevant;  the  important  thing 
is  that  a child  who  thinks  poorly 
of  himself  will  not  perform  well 
in  school.  In  order  to  change 
this  pattern,  personal  success 
must  be  achieved,  not  only  in 
the  child’s  own  eyes  but  it  must 
become  visible  in  his  perform- 
ance at  home,  in  school,  and  in 
the  eyes  of  his  peers.  This  may 
well  be  difficult  to  achieve,  but 
plans  and  programs  must  be 
ready  and  people  must  be  will- 
ing and  able  to  change  in  effort 
to  allow  the  child  to  experience 
some  degree  of  success. 

Strong  physician  leadership 
and  continuing  guidance  must 
be  exercised  in  this  situation. 
No  one  else  can  so  well  appre- 
ciate the  need  and  no  one  else 


is  in  position  to  coordinate  the 
efforts  of  everyone  concerned. 
Admittedly,  this  does  take  extra 
time,  effort,  and  frequent  con- 
ference with  key  individuals 
working  with  children,  but  the 
rewards  can  be  significant. 

.3.  Negativism:  This  concept 
is  evident  in  the  older  child  and 
adolescent  who  is  seeking  to  es- 
tablish his  own  identity  and  at- 
tempting to  identify  himself 
with  the  rest  of  the  world.  In 
the  process  of  rebelling  against 
the  various  authorities  opposing 
his  independence,  what  more 
convenient  figurehead  is  there 
than  the  school?  Therefore,  the 
rebelling  adolescent  with  learn- 
ing problems  is  frequently  de- 
scribed as  negativistic.  Here 
again  no  attempt  need  be  made 
to  pinpoint  various  causes,  if  in- 
deed it  could  be  done.  It  is 
more  important  that  energy  be 
directed  toward  encouraging  the 
family,  the  school,  and  the  com- 
munity to  understand  this  age 
group. 

4.  Maturation:  The  process  of 
physical,  intellectual,  emotional 
and  social  development  from 
birth  to  adulthood  and  beyond 
might  be  one  way  to  define  this 
concept.  There  is  very  good  evi- 
dence to  demonstrate  variable 
rates  of  maturation  in  these  four 
channels  of  development.  One 
sensitive  index  of  maturation  is 
speech  and  language.  These 
complex  processes  obviously  in- 
volve all  areas  of  development, 
and  some  knowledge  of  the 
milestones  and  common  disor- 
ders is  vital  to  the  physician 
who  is  directing  management." 

How  these  rates  of  maturation 
affect  the  learning  process,  and 
at  what  points  in  time  different 
kinds  of  learning  can  be  intro- 
duced is  a most  controversial 
subject.  It  has  been  shown  that 
many  of  the  previously  held  con- 
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cepts  of  school  readiness  are  not 
valid.  While  it  is  beyond  reason 
to  think  of  teaching  Roman  his- 
tory to  a two-year-old,  it  has 
been  demonstrated  that  a wide 
variety  of  complex  subjects  can 
be  taught  to  younger  and  young- 
er children.  We  must,  therefore, 
allow  ourselves  to  view  the 
neuro-phvsiological  and  intel- 
lectual maturation  process  with 
a great  degree  of  flexibility,  so 
that  we  can  accept  what  prom- 
ises to  be  a startling  revolution 
in  the  education  of  tomorrow’s 
children. 

C.  INTELLECTUAL  FACTORS 

There  is  no  question  that 
some  individuals  are  more  in- 
tellectually capable  than  others. 
The  physician  is  in  unique  posi- 
tion to  judge,  over  a period  of 
time,  the  intellectual  capacity  of 
the  child.2  Like  the  physical, 
psychological  and  social  factors, 
intellectual  factors  play  a most 
important  role  in  the  etiologic, 
as  well  as  the  therapeutic  facet 
of  a child  with  learning  prob- 
lems. The  physician  should  ask 
himself  three  basic  questions: 

1.  What  is  the  child’s  level 
of  intelligence  compared 
with  that  of  most  other 
children  of  his  chrono- 
logic age? 

2.  What  is  the  child’s  ca- 
pacity to  acquire  knowl- 
edge and  put  it  to  use? 

3.  At  what  rate  does  this 
child  acquire  this  knowl- 
edge compared  to  most 
of  his  chronologic  peers? 

Obviously,  there  are  no  hard 
and  fast  figures  to  answer  these 
three  questions,  but  if  he  can 
continually  have  them  in  mind, 
the  physician  will  be  doing  a 
great  service  to  the  child  and  to 
the  family  by  providing  valuable 
and  authoritative  opinions  for 


parents,  schools,  and  other  pro- 
fessionals who  may  work  with 
the  child. 

Psychological  evaluation  is  es- 
sential for  children  who  are  sus- 
pected of  being  intellectually 
retarded.  It  is  important  to  re- 
member that  while  these  exami- 
nations are  based  on  normative 
values  obtained  by  testing  large 
numbers  of  school  children,  they 
are  nevertheless  only  as  valu- 
able as  the  psychological  tester, 
and  measure  only  the  child’s 
performance  at  one  particular 
time.  Results  of  any  and  all 
psychological  tests  should  be 
accepted  as  merely  parts  of  a 
psychological  evaluation  and 
furthermore,  should  not  be  used 
as  weighty  predictors  of  the 
child’s  future  performance  in 
school. 

The  entire  concept  of  mental 
retardation  is  currently  an  area 
of  great  interest  and  high  ac- 
tivity among  biological  and  be- 
havioral researchers.  Since  it  is 
also  one  of  great  controversy, 
physicians  in  particular  should 
be  cautious  with  use  of  the 
phrase  “mental  retardation.”  It 
is  not  uncommon  to  find  pa- 
tients in  our  institutions  for  the 
mentally  retarded  who  have  sen- 
son,"  deprivation,  such  as  deaf- 
ness, that  has  gone  unrecognized 
for  years.  Likewise,  certain  types 
of  mental  illness,  most  com- 
monly classified  as  psychoses, 
can  also  masquerade  as  mental 
retardation.  The  sifting  and 
sorting  of  these  various  condi- 
tions is  obviously  a most  com- 
plex task  and  is  perhaps  impos- 
sible in  a physician’s  office; 
however,  it  is  most  important 
not  to  let  this  fact  go  unrecog- 
nized and  respond  to  even  the 
most  subtle  clue  in  the  case  his- 
tory and  physical  examination 
that  might  lead  toward  a more 
accurate  diagnosis  and  perhaps 


a correctable  condition.  An  ac- 
curate screening  tool,  such  as 
the  Denver  Developmental 
Screening  Test,  should  be  part 
of  every  practitioner’s  armamen- 
tarium.® 

D.  SPECIFIC  LEARNING 

DISABILITIES 

After  consideration  of  the 
three  major  categories  given 
above,  there  remains  a huge 
wastebasket  for  a poorly  under- 
stood category"  known  as  spe- 
cific learning  disabilities.  This 
wastebasket  has  continued  to 
fill,  over  the  past  30  years,  and 
the  synonyms  it  has  collected 
have  become  too  numerous  to 
list. 

This  group  of  children,  who 
are  recognizably  different  from 
those  suffering  physical  defects, 
overt  psychological  or  social 
handicaps,  or  intellectual  retar- 
dation, have  certain  behavioral 
characteristics  overlapping  the 
three  other  categories.  Routine 
physical  examination  usually  re- 
veals nothing  overtly  abnormal. 
These  children  do  have  some 
subtle  neurological  findings  that 
may  have  positive  correlation 
with  their  learning  disability.2 
They  do  have,  almost  without 
exception,  psychological  and  so- 
cial problems  which  most  in- 
vestigators feel  are  secondary"  to 
primary  factors  of  central  ner- 
vous system  origin.  Their  in- 
ability to  achieve  in  a regular 
academic  setting  frequently  is 
reflected  in  the  results  of  psy- 
chological testing  procedure. 
These  children  are,  however,  of 
normal  and  frequently  above- 
normal intelligence. 

Because  they  frequently  come 
to  the  attention  of  educators 
and  psychologists  before  being 
seen  by  a physician,  they  often 
have  been  evaluated  by  schools 
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where  the  results  of  observation 
and  testing  have  led  to  a sus- 
picion of  one  or  more  popular 
diagnostic  categories.  In  cur- 
rent diagnostic  vogue  are  mini- 
mal brain  damage,  and  cerebral 
dysfunction. 

Within  the  last  three  or  four 
years,  this  diagnostic  category 
has  been  under  close  scrutiny 
by  several  investigators  in  this 
country.  The  general  consensus 
is  that  specific  learning  disabili- 
ties are  a composite  of  behavior- 
al patterns,  the  causes  of  which 
are  as  yet  unknown.  It  is  hoped 
that  futher  research  will  either 
disclose  a relationship  between 
certain  prenatal  or  perinatal 
events  leading  to  such  organic 
behavior  disabilities,  or  that 
many  of  the  problems  that  we 
now  classify  under  specific 
learning  disorders  will  turn  out 
to  be  exaggerations  of  normal 
functional  behavior  under  dif- 
ferent types  of  environmental 
stress.  Probably  some  percent- 
age of  both  organic  and  func- 
tional elements  contribute  to 
this  problem. 

It  is  important  for  the  physi- 
cian to  recognize  this  category 
as  an  entity;  to  learn  how  it  is 
separate  from  the  other  more 
overt  problems  of  learning,  and 
to  know  how  he  can  most  ef- 
fectively work  with  such  a child, 
his  family,  and  the  school  to  re- 
duce the  probability  of  this  dis- 
ability becoming  a handicap. 
The  diagnosis  should  be  consid- 
ered one  of  exclusion  and  the 
physician  should  anticipate  con- 
siderable frustration  and  misun- 
derstanding of  these  children 
and  their  families.  There  is  no 
specific  treatment  for  the  disor- 
der, but  the  family  doctor  or 
pediatrician  can  offer  great  sup- 
port to  the  child  and  his  fam- 
ily in  obtaining  educational  as- 
sistance as  well  as  additional 


family  counseling  as  needed.  In 
some  cases,  he  may,  through  the 
use  of  drugs,  aid  the  child  in 
establishing  more  acceptable  and 
manageable  types  of  behavior. 
Researchers  in  education  are 
currently  exploring  various  spe- 
cialized techniques  to  teach 
such  children. 

conclusion 

In  the  preceding  discussion  I 
have  provided  an  approach  for 
the  classification  and  subse- 
quent management  of  a child 
presenting  with  problems  of 
learning  in  school. 

Each  of  the  four  major  cate- 
gories requires  a somewhat 
separate  method  of  evaluation 
and  treatment.  Learning  prob- 
lems directly  resulting  from 
physical  disease  can  be  handled 
easily  in  the  traditional  pattern 
of  medical  practice.  The  other 
three  categories  almost  always 
require  the  specialized  services 
of  supporting  non-medical  con- 
sultants. 

Every  child  who  has  difficulty 
learning  regardless  of  cause  or 
category  can  benefit  from  the 
guidance  and  advice  of  a phy- 
sician. All  too  often  the  child 
and  his  family  lose  this  valuable 
counsel  and  become  lost  in  a 
hopeless  maze  of  consultations. 


interpretations,  and  contradict- 
ing predictions.  The  well  in- 
formed and  communicative  phy- 
sician is  the  one  person  who  can 
best  coordinate  such  an  evalua- 
tion and  to  whom  the  child  and 
his  family  can  return  for  con- 
tinuous support  and  further  rec- 
ommendations. 

In  this  age  of  high  volume 
medical  care,  it  is  difficult  per- 
haps for  the  busy  physician  to 
envision  himself  dealing  effec- 
tively with  many  of  these  prob- 
lems. But  since  he  can  measure 
physical  growth  and  develop- 
ment, evaluate  social  and  psy- 
chological variables,  make  accu- 
rate estimates  of  intelligence, 
and  conduct  sophisticated 
screenings  to  detect  specific 
learning  disabilities,  he  is  both 
judge  and  jury.  The  sooner  he 
learns  to  deal  with  these  prob- 
lems effectively,  the  more  re- 
warding will  be  his  practice  and 
the  greater  will  be  his  satisfac- 
tion in  seeing  these  children 
face  and  overcome  their  educa- 
tional handicaps  as  effectively 
as  they  overcome  their  treatable 
organic  disease. 

In  a subsequent  article,  I 
shall  discuss  specific  learning 
disabilities  in  greater  length.  ■ 

4701  24th  Ave.  N.E. 

(98108) 
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Com  mu nity  Tra  ining 
oj  Ambulance  Attendants 


PAUL  CAMPBELL,  M.D.,  Portland,  Oregon 


Training  of  ambulance  attendants  in  advanced 
first  aid  techniques  is  a medical  responsibility. 
In  Portland,  the  Portland  Community  College 
cooperated  with  a committee  of  physicians  in 
presenting  a comprehensive  course.  Instruction 
was  given  in  two-hour  sessions,  two  evenings  a 
week,  for  ten  weeks.  Certificates  were  given  to 
those  successfully  completing  the  course.  Plans 
are  being  made  to  present  the  course  in  other 
Oregon  communities. 


Training  of  ambulance  at- 
tendants has  long  been 
recognized  as  a medical  respon- 
sibility but  has  never  been  con- 
ducted systematically  by  the 
profession.  Training  in  first  aid 
is  available  from  the  Red  Cross, 
but  the  standard  courses  do  not 
offer  advanced  training  in  emer- 
gency medical  services.  Ad- 
vances in  this  field  require  in- 
struction in  techniques  not  in- 
cluded in  regular  curricula,  and 
available  to  ambulance  person- 
nel only  occasionally.  Thus  it  is 
incumbent  upon  the  medical 
profession  to  provide  compre- 
hensive training  on  a systematic 
basis.  The  need  grows. 

first  comprehensive  course 

Nationally,  the  first  steps  to- 
ward establishing  comprehen- 
sive emergency  medical  care 
training  for  ambulance  attend- 
ants were  taken  by  the  Com- 


mittee on  Trauma  of  the  Ameri- 
can College  of  Surgeons  in  1961. 
The  intensive,  comprehensive, 
short  course  established  that 
year  has  been  repeated  annually 
and  has  been  highly  successful 
in  attracting  registrants  keenly 
interested  in  advances  in  the 
field.  Most  of  them  vrere  teach- 
ers of  first  aid  and  they  have 
come  from  all  parts  of  the 
country'. 

The  Committee  on  Injuries, 
of  the  American  Academy  of  Or- 
thopaedic Surgeons,  devised  a 
similar  three-and-a-half-day  pro- 
gram that  has  been  presented 
in  medical  centers  throughout 
the  country.  At  the  present 
time  approximately  14  local 
groups,  in  addition  to  the  orig- 
inal one  in  Chicago,  are  spon- 
soring courses.  The  first  of  the 
Academy  of  Orthopaedic  Sur- 
geons’ programs  in  the  nation 
w'as  given  in  Portland  under 
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Emergency  Medical  Care  Course  for 

Ambulance  Drivers  and 

CURRICULUM 

Attendants 

Session 

Subject 

Faculty 

1 

Introduction 

City  health  officer 

Current  experience 

Emergency  room 
physicians 

Priority 

General  surgeon 

2 

Circulation  and  Shock 

Professor  of  Surgery, 

Anatomy  & Physiology 

Medical  School 

3 

Movie  on  bleeding  and 
bandaging 
Practical  Session 

Moderators 

4 

Prescription  for  Life 
Resuscitation 

Anesthesiologist 

5 

Practical  Session 
Resuscitation 

Anesthesiologist 

6 

Fractures 

Upper  extremity 

Orthopedist 

Lower  extremity 

Orthopedist 

7 

Fractures 

Spine  and  Pelvis 

Orthopedist 

Head  Injuries 

Neurosurgeon 

Unconscious  patient 

Neurosurgeon 

8 

Open  Fractures 

Orthopedist 

Dislocations 

Orthopedist 

9 

Practical  Session 

Splinting  and  handling 

Orthopedist 

10 

Emergency  Childbirth 
Obstetrics 

Obstetrician 

11 

Airway  Obstruction 

Otolaryngologist 

Respiratory  obstruction 

General  Surgeon 

12 

Scalp,  face,  nose 

Plastic  Surgeon 

Eyes 

Opthalmologist 

Burns 

Plastic  Surgeon 

13 

Chest 

General  Surgeon 

Abdomen 

General  Surgeon 

14 

Medical  emergencies 

Internist 

15 

Poisoning 

Internist 

Bites 

Internist 

Gassing 

Public  Health 

16 

Extrication 

Fire  Chief 

Vehicles,  wells,  etc. 

Orthopedist 

Equipment  and  devices 

Orthopedist 

17 

Electrical  safety 

Power  and  Light 
company 

Suicides 

Internist 

The  unruly  patient 

Neurologist 

18 

Radiation  (film) 

Pathologist 

Disaster  other  than 
enemy  action 

General  Surgeon 

19 

Traffic  control 

Police  Department 

Drowning  and  water  safety 

Anesthesiologist 

20 

Legal  aspects 

Lawyer 

Handling  at  the  hospital 

Emergency  room 
physician 

Summary 

Committee  Chairman 

21 

Final  Examination 

direction  of  Faulkner  Short,  in 
1964,  and  the  fifth  was  given 
last  September.  Attendance  at 
these  programs  has  remained 
high  and  a valuable  function 
has  been  fulfilled  in  bringing 
newer  techniques  to  teachers 
for  further  dissemination. 


a better  program 

It  has  become  apparent,  how- 
ever, that  these  intensive  three- 
and-a-half-day  programs  are 
not  reaching  the  individuals 
actually  supplying  emergency 
medical  services,  for  at  least 
two  reasons.  First,  it  is  impos- 
sible for  many  of  them,  particu- 
larly those  who  volunteer  their 
services,  to  donate  the  three 
and  a half  days  required.  Both 
monetary  and  other  personal 
reasons  are  involved.  Second, 
the  average  individual  cannot 
adequately  absorb  and  put  into 
practice  information  and  skills 
to  be  derived  from  such  an  in- 
tensive course.  For  these  rea- 
sons, it  was  determined  that  it 
would  be  necessary  both  to  take 
the  course  to  the  students  and 
to  give  it  in  shorter  sessions 
over  a longer  period  of  time. 

Task  of  developing  the  new 
curriculum  was  assigned  to  a 
subcommittee  of  the  Joint  Com- 
mittee of  Multnomah  County 
Medical  Society  and  Portland 
Council  of  Hospitals.  After  con- 
siderable discussion,  and  con- 
sultation with  many  individuals 
knowledgeable  in  the  field,  it 
was  decided  to  expand  the 
amount  of  material  presented  to 
approximately  twice  that  given 
in  the  original  intensive  course, 
and  to  give  it  two  nights  a 
week  for  two  hours  each  night 
over  a ten-week  period. 

In  making  this  decision  it  was 
realized  that  the  proposal  was 
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a compromise  between  concen- 
trated presentation  at  an  inten- 
sive course  and  what  might  be 
considered  an  ideal  program. 
An  ideal  program  would  be  one 
carried  out  as  a two-year  col- 
lege course  in  which  students 
would  be  given  background 
training  in  the  basic  sciences  of 
anatomy,  physiology  and  path- 
ology, as  well  as  business  train- 
ing in  bookkeeping,  and  princi- 
ples of  management.  For  ob- 
vious reasons,  it  was  determined 
that  the  40-hour  program  should 
be  given  a trial  and  that  prep- 
aration of  an  ideal  program 
should  await  future  develop- 
ments. 

community  college  contribution 

A further  decision  of  the  sub- 
committee was  that  candidates 
successfully  completing  the 
course  should  be  given  a certifi- 
cate attesting  the  fact  officially. 
It  was  soon  apparent  that  this 
could  best  be  accomplished  by 
enlisting  participation  of  an 
established  educational  institu- 
tion. The  President  of  the  Port- 
land Community  College  was 
approached  and  the  purposes  of 
the  course  were  explained  to 
him.  His  approval  was  immedi- 
ate and  enthusiastic.  He  assign- 
ed responsibility  for  arrange- 
ments to  the  School  of  Live 
Science  and  Health. 

The  faculty  made  all  arrange- 
ments for  the  classroom,  includ- 
ing a number  of  devices  for 
audio-visual  instruction.  In  ad- 
dition, faculty  members  moni- 
tored all  of  the  sessions  con- 
ducted by  physician-instructors, 
prepared  examination  questions, 
graded  the  papers,  and  partici- 
pated in  presentation  of  certifi- 
cates to  those  completing  the 
course  satisfactorily.  All  of  this 
service  was  provided  for  a fee 


of  only  $2.00  per  student.  Ob- 
viously, this  represented  a con- 
siderable contribution  by  the 
College,  since  the  fee  could  not 
possibly  meet  the  actual  costs 
involved. 

the  students 

The  student  body  was  made 
up  principally  of  employees  of 
private  ambulance  companies 
in  the  metropolitan  area,  al- 
though a few  from  volunteer 
ambulance  services  in  the  out- 
lying communities  also  attend- 
ed. No  college  credit  was  given, 
since  this  would  have  increased 
costs  appreciably.  Tests  were 
given  once  a week  for  approxi- 
mately eight  weeks.  Because  of 
this  repeated  testing,  it  was  un- 
necessary to  give  a final  exami- 
nation. 

More  than  40  signed  up  for 
the  course,  but  only  36  com- 
pleted it.  Of  these,  27  achieved 
a satisfactory  aggregate  grade. 
They  were  certified  by  the  Com- 
munity College  as  having  com- 
pleted the  course.  Most  of  those 
who  failed  did  so  by  missing  too 
many  tests,  thus  accumulating  a 
below-standard  score  at  comple- 
tion of  the  course. 

the  faculty 

The  faculty  was  made  up  of 
specially  qualified  physicians  as 
well  as  experts  in  allied  fields, 
such  as  resuscitation,  traffic  con- 
trol, and  radiation  emergencies. 
The  subcommittee  supplied  a 
moderator  for  each  of  the  ses- 
sions to  serve  as  both  a master 
of  ceremonies  and  as  a time 
organizer  to  keep  the  program 
on  schedule.  Many  visual  aids 
were  used  and  practice  sessions 
were  given  whenever  subject 
matter  allowed. 

A brief  graduation  ceremony 
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was  held  after  completion  of 
the  course,  and  the  awarding  of 
certificates  was  followed  by  a 
social  period.  This  session  offered 
the  subcommittee  members  a 
valuable  opportunity  to  discuss 
the  course  informally  with  the 
graduates,  and  to  evaluate  its 
effectiveness.  Goodwill,  engen- 
dered during  the  course  was 
furthered  at  this  event.  A ques- 
tionnaire was  circulated  after 
completion  of  the  course.  It 
elicited  valuable  suggestions 
concerning  changes  to  be  made 
in  subsequent  courses. 

It  is  the  opinion  of  members 
of  the  subcommittee  that  the 
course  has  been  valuable  and 
that  it  should  be  repeated  at 
least  once  a year  so  that  all 
ambulance  attendants  in  the 
metropolitan  area  may  have  a 
chance  to  be  certified  within  a 
reasonable  period  of  time  after 
being  employed. 

A committee  of  the  Oregon 
Medical  Association  is  now 
planning  to  develop  similar 
courses  throughout  the  state, 
using  the  various  community 
colleges  as  the  certifying  organi- 
zations. If  these  courses  prove 
successful,  they  should  evolve 
to  the  point  that  ambulance 
drivers  can  be  adequately  train- 
ed prior  to  being  hired.  For  the 
present,  this  program  is  felt  to 
be  a worthwhile  step  toward 
achieving  that  goal.  ■ 

3025  N.  Vancouver  Ave. 

(97227) 

Much  valuable  information  on 
first  aid  training  will  be  found 
in  “Guidelines  on  Training 
Ambulance  Attendants.”  It  can 
be  obtained  from  the  National 
Academy  of  Sciences-National 
Research  Council,  2101  Consti- 
tution Avenue  N.W.,  Washing- 
ton, D.  C.  20418.  Ed. 


History  and  Physical  Form  for 
Student  Health  Service 


J.  S.  RE  I NSC  HM  IDT,  M.D.,  Eugene,  Oregon  / R.  A.  MAC  HAFFIE,  M.D., 
Corvallis,  Oregon  / S.  CARLSON,  Ph.D.  /JAMES  TOMBAUGH,  R.  A., 
Eugene,  Oregon 


A simplified  Admission  History  and  Physical 
Examination  form  has  been  designed  for  use 
by  private  examining  physicians  and  Student 
Health  Services  of  the  Oregon  State  Board  of 
Higher  Education.  This  examination  form  is 
intended  to  present  a standard  form,  reduced 
to  the  most  important  clinical  facts  to  lighten 
the  examining  physicians  load,  and  provide  ac- 
curate data  for  follow-up  by  the  Student  Health 
Service. 


The  multiplicity  of  student 
admission  history  and  phy- 
sical examination  forms  main- 
tained by  the  universities  and 
colleges  of  the  Board  of  Higher 
Education  of  the  State  of  Ore- 
gon is  consistent  with  the  mani- 
fold and  different  needs  of  each 
of  these  institutions.  At  the 
same  time  it  is  likely  that  a 
number  of  advantages  might  be 
realized  if  a single  form  could 
be  designed  to  serve  at  least 
the  major  needs  of  all  the 
schools.  Increased  accuracy  re- 
sulting from  greater  familiarity 
with  a single  form  by  examining 
physicians,  readily  available, 


comparable  data  allowing  for 
more  extensive  inter-institutional 
research,  and  reduced  costs  in 
the  preparation  and  printing  of 
the  forms  are  a few  of  these 
possible  advantages. 

A series  of  conferences  has 
been  held  by  the  Student  Health 
Services  of  the  Board  of  Higher 
Education  Colleges  and  Univer- 
sities to  prepare  a simplified 
Student  Admission  History  and 
Physical  Examination  form 
which  would  meet  the  basic 
needs  of  all  institutions  and 
could  be  easily  executed  by 
both  student  applicant  and  ex- 
amining physician.  Numerous 
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INSTRUCTIONS  FOR  PHYSICAL  EXAMINATION 


PLEASE  USE  A NO.  2 (SOFT)  PENCIL  TO  COMPLETE  THE  PHYSICAL  EXAMINATION  FORM 

(This  form  is  designed  to  be  processed  automatically 
and  care  is  essential  in  handling  and  completing  it.) 

Leave  this  Instruction  Sheet  attached  for  Doctor. 


TO  THE  STUDENT: 


A physical  examination  by  a licensed  Doctor  of  Medicine  or  Osteopathy  plus  certain  immunizations  are  required 
for  entrance.  Expense  is  to  be  borne  by  the  student.  The  attached  form  has  been  designed  to  gather  pertinent  health 
data  in  order  to  assess  the  needs  and  afford  each  individual  student  optimum  participation  in  a complete  university 
program. 

Please  do  the  following  without  omission: 

1.  Using  a No.  2 (soft)  pencil,  answer  all  questions  on  Page  One  (purple  side)  of  the  physical  form  as  instructed. 
Consult  your  family  for  accurate  and  complete  answers  to  medical  history  questions.  All  information  will  be 
treated  as  confidential. 


2.  YOUR  STUDENT  NUMBER  MUST  BE  INDICATED  ON  BOTH  SIDES  OF  THE  PHYSICAL  EXAMINATION  FORM.  This 
number  is  found  on  your  Notice  of  Admission  slip.  It  is  the  last  eight  digits  on  the  office  code  line. 


Example  for  recording 
student  number  on 
Physical  Examination  Form. 

Sample  number  54034376 


BEGINNING  AT  ROW  1 
AND  WORKING  DOWN, 
ENTER  YOUR  STUDENT 
BODY  NUMBER  IN  THE 
SPACE  PROVIDED  AND 
ALSO  MARK  OUT  THE 
CORRESPONDING  DIGIT 
IN  THE  SAME  ROW. 


ROW 


(Must  be  8 digits) 


3.  Transfer  students:  A transcript  of  physical  examination  from  prior  school  will  be  accepted,  provided  the  physical 
examination  is  less  than  five  years  old,  immunizations  have  been  brought  up-to-date,  and  accompanied  by 
(a)  record  of  tuberculin  skin  test  with  result  made  within  six  (6)  months  of  registration;  (b)  summary  of  in- 
terval history  while  at  prior  school. 

4.  A Veteran  may  submit  a copy  of  his  military  service  medical  examination  mode  within  one  year.  Accompany- 
ing this  must  be  a record  of  a tuberculin  skin  test  with  the  result  made  within  six  (6)  months  of  registration. 
Contact  your  doctor  for  this. 

5.  Any  student  re-entering  the  University  of  Oregon  after  an  absence  of  one  year  must  have  a new  physical 
examination  and  immunizations  must  be  brought  up-to-date. 

6.  Make  necessary  arrangements  to  have  your  doctor  perform  the  physical  examination  and  complete  Page  Two 
(brown  side)  of  the  form.  The  completed  form  must  be  received  by  the  Student  Health  Service  for  processing 
not  later  than: 


Fall  term  September  1 

Winter  term December  1 

Spring  term March  1 

Physical  examination  and  immunizations  must  be  complied  with  as  indicated  before  registration  can  be  com- 
pleted. 


PLEASE  USE  A NO.  2 (SOFT)  PENCIL  TO  COMPLETE  THE  PHYSICAL  EXAMINATION  FORM 

This  instruction  sheet  may  he  removed  and  destroyed  hr  the  doctor. 

To  the  Doctor: 

Please  review  the  personal  and  family  history.  Using  a No.  2 (soft)  pencil,  record  the  physical  examination  on 
Page  Two  (brown  side).  Your  thoroughness  in  completing  this  form  is  appreciated.  Comments  on  positive  findings, 
abnormalities  and  recommendations  are  most  important. 

Please  note  specific  requirements  on: 

1.  Urinalysis  and  Hemtocrit  or  Hemoglobin. 

2.  Smallpox  vaccination,  unless  medically  contraindicated. 

3.  Diphtherio-tetanus,  unless  medically  contraindicated 

4.  Tuberculin  skin  test,  unless  history  of  oositive  reaction. 

PLEASE  MAIL  THE  COMPLETED  PHYSICAL  EXAMINATION  FORM  DIRECTLY  TO  THE  STUDENT  HEALTH  SERVICE 


Fig.  1 
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history  and  physical  examina- 
tion forms  were  examined  and 
analyzed.12  Pertinent  useful 
items  were  considered  and  mod- 
ified to  meet  the  needs  of  the 
Student  Health  Services.  Each 
item  included  in  the  proposed 
form  was  scrutinized  keeping 
in  mind  the  needs  of  the  stu- 
dent health  physician  and  nurse, 
the  private  practitioner  of  med- 
icine or  osteopathy,  and  the 
needs  of  the  student  applicant 
to  receive  a continuity  of  med- 
ical care  suitable  to  maintenance 
of  his  health,  emotional  stabil- 
ity, and  optimum  physical  ac- 
tivity. 

In  general,  three  criteria  were 
applied  to  each  item  included. 

1.  Is  it  pertinent  to  the  stu- 
dent’s health  survey  and  his 
follow-up  care? 

2.  Is  it  meaningful  to  the  ex- 
amining physician,  student 
health  physician  and  nurse? 

3.  Can  it  be  readily  identified 
for  rapid  recall  and  use  by  stu- 
dent health  personnel? 

The  format  has  been  arranged 
for  use  of  the  optical  scanner 
and  for  the  convenience  and 
ease  of  the  examining  physician. 

Generous  space  has  been  pro- 
vided on  the  examination  form 
so  that  the  examining  physician 
may  amplify  the  data  on  abnor- 
malities found.  It  is  hoped  that 
the  physician  who  examines  the 
applicant  will  feel  free  to  enter, 
in  some  detail,  as  much  infor- 
mation about  the  abnormality 
as  will  be  helpful  to  the  Stu- 
dent Health  Services.  The  fam- 
ily physician  is  the  best  source 
of  the  applicant’s  past  medical 
history  and  treatment.  The 
authors  hope  that  the  family 
physician  will  find  this  form 
meaningful  and  helpful  in  trans- 
mitting pertinent  information 


about  the  applicant  to  the  Stu- 
dent Health  Services. 

optical  scanner 

Since  the  form  will  be  read 
by  an  optical  scanner,  the  blocks 
will  have  to  be  filled  in  with 
pencil  or  an  ink  containing  car- 
bon, Figure  1.  Ordinary  ball- 
point or  chemically  tinted  inks 
are  not  read  by  the  scanner  and 
any  forms  filled  out  with  these 
inks  will  be  rejected  by  the  ma- 
chine and  will  have  to  be  pro- 
cessed by  hand.  The  fact  that 
the  optical  scanner  records  the 
data  it  “reads”  on  magnetic  tape 
is  important  to  Student  Health 
Service  physicians  who  hope  to 
be  able  to  use  many  of  these 
data  for  purposes  of  research  in- 
to some  of  the  medical  problems 
of  this  age  group.  The  accuracy 
and  completeness  with  which  the 
forms  are  filled  out,  therefore, 
will  determine  in  no  small  way 
the  usefulness  of  the  data  in 
medical  research  problems. 

Figure  2 is  a facsimile  of  the 
student’s  personal  and  family 
history  form.  As  can  be  seen, 
most  of  the  emphasis  is  on 
actual  illnesses,  injuries  and  di- 
agnoses sustained  by  the  patient 
rather  than  on  symptomatology. 
The  form  was  planned  specifi- 
cally this  way  to  avoid  the  re- 
cording of  trivial  symptoms 
based  on  transient,  non-disabl- 
ing illnesses  which  would  not 
be  significant  to  the  student’s 
general  health.  The  committee 
responsible  for  the  design  of  the 
form  felt  that  serious  symptom- 
atology would  probably  lead 
the  student  to  the  doctor  who 
in  turn  would  translate  symp- 
toms and  physical  findings  into 
a specific  diagnosis  which  he 
would  tell  the  student.  Thus,  a 
student  completing  this  history' 
form  would  fill  in  the  pneu- 
monia space,  rather  than  a 


series  of  spaces  entitled,  fever, 
chest  pain,  spitting  of  blood, 
etc.  A quick  review  of  the  ad- 
mission history  may  be  very 
helpful  to  the  physician  who  is 
unfamiliar  with  the  student’s 
past  history. 

quick  scanning 

The  items  of  immediate  inter- 
est to  the  Student  Health  Serv- 
ice evaluating  officer  (director, 
student  health  physician,  chief 
nurse,  etc.)  are  placed  in  a ver- 
tical column  at  the  right  hand 
margin  of  the  Admission  His- 
tory and  Physical  Examination 
sheet.  Figure  3.  This  will  en- 
able any  one  of  these  personnel 
to  scan  the  record  quickly  for 
immunizations,  tuberculin  skin 
tests,  physical  education  defer- 
ments or  special  classifications, 
allergies,  drug  sensitivities  and 
psychiatric  problems.  The  opti- 
cal scanner  may  be  programmed 
to  select  out  those  histories  and 
physical  examinations  which 
contain  positive  findings  in 
these  areas  for  more  precise 
evaluation,  study;  and  allocation 
to  special  physical  education 
courses  or  treatment. 

Serious  sensory  deficiencies 
and  their  measurment  should  be 
noted  on  the  form.  The  testing 
of  color  vision,  however,  has 
been  eliminated,  as  most  color 
blind  individuals  have  been 
made  aware  of  this  and  will 
volunteer  it  in  their  history,  and 
few  physicians  have  the  equip- 
ment or  time  to  do  or  properly 
evaluate  a standard  color  vision 
test,  such  as  the  Ishihara,  during 
a college  entrance  physical  ex- 
amination. 

Blood  pressure  and  pulse  are 
a necessary  screen  but  tempera- 
ture is  less  reliable  and  has 
been  deleted. 

The  Tuberculosis  Epidemi- 
ology Section  of  the  Oregon 
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MEDICAL  HISTORY  REPORT 

TO  BE  COMPLETED  BY  STUDENT 


LAST  NAME  FIRST  MIDDLE 

~~  STREET  ADDRESS 


CITY  STATE  TELEPHONE 

NAME  OF  PARENT  GUARDIAN  OR  SPOUSE 
STREET  ADDRESS 


CITY  STATE  TELEPHONE 


IMPORTANT:  USE  NO.  2 SOFT  PENCIL  NOT  INK  OR  BALL  POINT  FOR  THE  VERTICAL  M.ARKS. 

BE  SURE  TO  MAKE  MARKS  HEAVY  AND  DARK;  ERASE  COMPLETELY  ANY  MARKS  YOU  WISH  TO  CHANGE. 
EXAMPLE:  SEX:  MALE  I FEMALE 


PERSONAL  FAMILY  HISTORY:  indicate  whether  you  or  any  member  of 

YOUR  FAMILY  HAVE  EVER  HAD: 


YOU  FAMILY  YOU  FAMILY  YOU 


ECZEMA 

0 

THYROID  DISEASES 

MALARIA 

ASTHMA 

Q 

CANCER 

CONGENITAL 

DISEASE 

OTHER  ALLERGIES 

B 

NERVOUS  AND  H 

MENTAL  DISEASES 

U 

- CHILDHOOD  DISEASES:  - 

MEASLES  (3-DAY) 

TUBERCULOSIS 

u 

D 

EPILEPSY 

MUMPS 

DIABETES 

HERNIA 

_ OPERATIONS: 

APPENDECTOMY 

RHEUMATIC  FEVER 

u 

n 

DUODENAL  OR  ["1 

STOMACH  ULCER 

OTHER  SURGERY 

HEART  DISEASE 

D 

MONONUCLEOSIS 

SPECIFY:  _ 

RHEUMATOID  ARTHRITIS 

D 

NEPHRITIS 

RECENT  FRACTURES 

ANEMIA  OR 
BLOOD  DISEASE 

0 

HEPATITIS 

SPECIFY: 

SPECIAL  PROBLEMS  YOU  WISH  CONSIDERED  BY  THE  STUDENT  HEALTH  SERVICE 

MARK  BLOCK  AND  SPECIFY 


SEX 

MARITAL  STATUS 

MALE  , 

SINGLE 

L 

FEMALE 

MmRRiED 

CLASS 

DIVORCED 

UNDERGRAD  jj 

WIDOWED 

U 

GRAD  H 

SEPARATED 

I AM  ALLERGIC  TO  THE  FOLLOWING  DRUGS: 


SULPHA  DRUGS 


PENICILLIN 
ASPIRIN  LOCAL  ANESTHETICS 

OTHER  - SPECIFY  BELOW:  ' 


PHYSICAL  EDUCATION  STATUS 


I AM  ABIE  TO  TAKE  UNLIMITED  PE 

I AM  ABLE  TO  TAKE  RESTRICTED  PE  ONLY 

I AM  UNABLE  TO  TAKE  ANY  PE 
REASON: 


D 

0 

0 


signature  of  applicant 


DATE 


I AM  TAKING  THE  FOLLOWING  MEDICATION:  

I WOULD  LIKE  TO  CONSULT  WITH  SOMEONE  FROM  THE  MENTAL  HEALTH  CLINIC 
I HAVE  BEEN  UNDER  THE  CARE  OF  A PSYCHOLOGIST  OR  PSYCHIATRIST  FROM 


— Q 
D 

TO D 


Fig.  2 

1090 

Northwest  Medicine,  November,  1968 


PHYSICAL  EXAMINATION  REPORT 

TO  BE  COMPLETED  BY  PHYSICIAN 


LAST  NAMt 


IMPORTANT 

USE  NO.  2 SOFT  PENCIL  (NOT  INK  OR  BALL  POINT) 

FOR  VERTICAL  MARKS. 

BE  SURE  TO  MAKE  MARKS  HEAVY  AND  DARK; 

ERASE  COMPLETELY  ANY  MARKS  YOU  WISH  TO  CHANGE. 


EXAMPLE: 


SEX: 


MALE! 


°AGE  2 

BOW 

BEGINNING  AT  ROW  1 

% 0T23456Z?? 

J iLllllilil 

AND  WORKING  DOWN, 

5 TTTim rtf 

ENTER  YOUR  STUDENT 

4 oTjj??»7I* 

NUMBER  IN  THE  SPACE 

5 2 * IfTflTtT 

PROVIDED  AND  ALSO 

6 oTjSJsstI? 

MARK  OUT  THE  COR- 

• i 5 s n 1 ? j j 

RESPONDING  DIGIT  IN 

0 7 J 7 4 5 6 7 I » 

THE  SAME  ROW. 

’ nmnm: 

PVEX5E 

MARK 


PHYSICAL  EXAMINATION 


RECORD 

ft. 


h, 


PULSE  

LABORATORY  (Required. 


URINE  - SUGAR 


MICRO 

SPECIFY 

ABNORMALITY: 


NORMAL  ABNORMAL 

D D 

0 0 

D D 

D D 

0 D 

D 0 

0 D 


HGB  OR 
HEMAT. gm% 


* D D 


VISION 

RIGHT  20/ 
LEFT  20/ 

CORRECTED 
RIGHT  20/ 
LEFT  20/ 

HEARING 

RIGHT  /15 

LEFT  /15 


TESTS  AND  IMMUNIZATIONS 


IMMUNIZATIONS  REQUIRED  UNLESS  MEDICALLY  CONTRAINDICATED. 
IF  HISTORY  UNCERTAIN.  IMMUNIZE  OR  GIVE  BOOSTER. 


OTHER  IMMUNIZATIONS 
SPECIFY. 


TUBERCULIN  TEST  TINE  OR  INTERMEDIATE  PPD  REQUIRED 
W!Tw!N  6 MONTHS  UNLESS  MEDICALLY  CONTRAINDICATED 


PREVIOUS  TEST 
DATE 

PRESENT  TEST 
DATE 


D D 
D 0 


MEASURE  IF  5 
POSITIVE 


a d 


PHYSICAL  EDUCATION  ACTIVITY  CLASSIFICATION 


UNLIMITED  INCLUDING  CONTACT  SPORTS 
EXEMPT  SWIMMING  CORRECTIONAL 

LIMITED  ACTIVITY  I EXEMPT  FROM  ALL  PE 


D 

- 0 

0 


NORMAL  ABNORMAL 

D D 
D D 

0 D 
0 D 

■D  D 
-D  0 


THE  INTERIM  MEDICAL  HISTORY  ON  THIS  STUDENT  TO  DATE 
REVEALS  THE  FOLLOWING  PATHOLOGY: 


NORMAL  ABNORMAL 


EYE  (Other  than 
Refractive) 


E.N.T. 


HEAD  AND  NECK 


SKIN  AND  SCALP 


THORAX  AND  BREASTS 

ABDOMEN 

HERNIA 

EXTREMITIES 

LYMPHATICS 

NEUROLOGICAL 

RECTAL 

GENITALIA 


ABNORMAL  FINDINGS 


z aj  cn 

o o 3 
Q > 

lu 

or  oj  cd 
O °° 

c 

LL_  O 

O — cxO 
ca  a> 

& ~ aT 


HEAITH  APPRAISAL 


ARE  YOU  THIS  PERSON'S  REGULAR  PHYSICIAN? 

YES 

HOW  WOULD  YOU  RATE  THIS  PERSON'S  PHYSICAL  HEALTH? 

EXCELLENT  Q GOOD  f|  POOR 

HOW  WOULD  YOU  RATE  THIS  PERSON'S  EMOTIONAL  STABILITY? 
DON'T  KNOW  jj  EXCELLENT  jj  GOOD  jj  POOR 

DOES  THIS  PERSON  HAVE  ANY  CHRONIC  LONG-TERM  DISABILITY? 

YES  NO 


MO  \\ 

HEALTH? 

Q poor  D 


Mark  Block  and  Specify  (Any  sig-  fj 
nificant  factors  to  be  considered.)  LI 


TO  THE  EXAMINING  PHYSICIAN:  PLEASE  RETURN  THIS  FORM  DIRECTLY  TO:- 


SIGNATURE  OF  SHS  PHYSICIAN 


SIGNATURE  OF  EXAMINING  PHYSICIAN 


STREET  ADDRESS 


DATE  OF  EXAMINATION 
STATE 


Fig.  3 
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State  Board  of  Health  has  ad- 
vised that  the  Tine  Test  is  the 
preferred  screening,  and  this 
test  is  specified  as  acceptable  on 
the  form  as  a required  part  of 
the  examination.  Every  appli- 
cant must  have  a Tine  Test 
recorded  72  hours  after  appli- 
cation as  negative  or  positive, 
with  the  size  in  millimeters  of 
the  indurated  area.  If  a previous 
positive  test  has  been  obtained, 
it  should  be  recorded,  but  a re- 
peat test  need  not  be  done.  Posi- 
tive reactors  will  be  x-rayed  by 
the  Student  Health  Services  at 
the  major  schools  and  universi- 
ties. 

Only  two  immunizations  are 
required,  smallpox  within  five 
years  and  diphtheria  - tetanus 
every  ten  years.  Recommended 
immunizations  are:  poliomyeli- 
tis (Sabin  or  Salk),  influenza  A 
and  B,  mumps  and  rubella  (if 
available ) . 


The  appropriate  boxes  should 
be  marked  to  indicate  which  of 
these  vaccinations  have  been 
administered. 

no  effect  on  student's  acceptance 

An  estimate  of  the  student’s 
emotional  stability  and  pres- 
ence or  absence  of  mental  or 
emotional  illness  will  be  useful 
to  the  mental  hygiene  sections 
of  the  student  health  services. 
A part  of  the  preventative  medi- 
cine tasks  of  the  Student  Health 
Services  is  to  provide  early  psy- 
chiatric evaluation  and  care  of 
disturbed  students.  Any  nota- 
tion in  this  area  will  not  preju- 
dice the  student’s  acceptance  at 
the  school,  as  the  student’s  ad- 
mission has  been  accomplished 
prior  to  reception  of  the  Student 
Health  Admission  History  and 
Physical  Examination  form. 

The  acceptance  and  use  of 
these  forms  by  the  family  phy- 


sicians and  other  physicians 
who  do  entrance  physical  ex- 
aminations on  our  students  is 
vitally  important  to  the  success 
of  the  Student  Health  Service 
care  of  the  student.  The  com- 
mittee realizes  that  these  forms 
are  neither  perfect  nor  final  and 
will  await  suggestions  for  their 
modification  and  improvement. 
Such  suggestions  may  be  sub- 
mitted by  letter  or  note  attached 
to  the  examination  form  and 
mailed  to  the  college  or  univer- 
sity to  which  the  student  is 
applying.  After  two  years  ex- 
perience with  the  present  form, 
the  Admission  History  and  Phy- 
sical Examination  form  will  be 
revised  in  the  light  of  experience 
and  comment  from  the  examin- 
ing physicians  and  staffs  of  the 
Student  Health  Services.  ■ 
Oregon  State  University  (97331) 
(Dr.  Mac  Haffie) 


REFERENCES 

1 Hall,  William  A.,  Clark.  Ewen,  Kluge,  Paul  B., 
Further  development  in  computer  science  applications  in 
a university  student  health  service,  J Amer  Coll  Health 
Ass  16:392-399  (April)  1968. 

2 Buxham,  Robert  C.,  Herrick,  Marjorie  C.,  An  infor- 
mational retrieval  system  for  incoming  patients;  its  use 
in  a student  health  center,  J Amer  Coll  Health  Ass  14:169- 
175  (February)  1968. 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte'Ws 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. . .but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1 4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al. : Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *U . S PATENT  NO.  2.895,877 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL ) 


(diphenylhydantoin) 


PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 

Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 

The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium. 


PARKE-DAVIS 


OI5R67 


OREGON 


Oregon  Medical  Association -21 64  s.w.  park  place,  Portland,  Oregon  97205 


president  J.  Richard  Raines,  M.D.,  Portland 

secy.-treas.  Lawrence  M.  Lowell,  Portland 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Sept.  23-27,  1969,  Portland 


Obesity  Regulation  Pending 


Notice  is  hereby  given  that  the  Board  of  Medical 
Examiners  is  considering  the  adoption  of  a Reso- 
lution Pertaining  to  the  Treatment  of  Obesity  as 
set  forth  below. 

Any  person  desiring  to  submit  any  views  or  data, 
orally  or  in  writing,  on  this  matter,  may  do  so  by 
contacting  the  Board  of  Medical  Examiners  for  the 
State  of  Oregon,  611  Failing  Building,  618  S.W. 
Fifth  Avenue,  Portland,  Oregon,  before  4:00  pm, 
December  7,  1968,  or  may  appear  and  be  heard  be- 
tween the  hours  of  9:00  am  and  12:00  noon  or 
1:00  pm  and  4:00  pm  on  the  aforesaid  day  in  Room 
36,  State  Office  Building,  1400  S.W.  Fifth  Avenue, 
Portland,  Oregon. 

PROPOSED  REGULATION  PERTAINING  TO 
TREATMENT  OF  OBESITY 

WHEREAS,  it  has  been  determined  by  reliable 
medical  authorities  the  use  of  digitalis,  its  deriva- 
tives or  synthetic  equivalents;  thyroid  extract  or  its 
synthetic  equivalents;  diuretics,  as  well  as  other 
potentially  dangerous  drugs,  when  used  singularly 
or  in  combination  to  treat  obesity  alone,  can  be 
dangerous  to  the  health  of  the  patient; 

NOW  THEREFORE,  the  State  Board  of  Medical 
Examiners  does  hereby  adopt  the  following  regu- 
lation: 


No  person  licensed  by  the  Board  of  Medical 
Examiners  shall  dispense,  for  the  treatment,  control 
or  management  of  obesity  alone,  either  singularly 
or  in  combination: 

1.  Digitalis,  its  derivatives  or  synthetic  equiv- 
alents; 

2.  Thyroid  extract  or  its  synthetic  equivalents; 

3.  Diuretics;  or 

4.  Any  dangerous  drugs.0 

The  dispensing  of  the  above  enumerated  drugs 
or  substances  for  the  treatment,  control  or  manage- 
ment of  obesity  alone  shall  constitute  unprofessional 
conduct  on  the  part  of  the  licentiate  so  dispensing 
the  said  drugs  or  substances  and  shall  subject  the 
said  licentiate  to  the  penalty'  as  provided  in  ORS 
Section  677.190  (1): 

“The  Board  may  suspend  or  revoke  a license  to 
practice  medicine  in  this  state  for  any  of  the  fol- 
lowing reasons: 

( 1 ) Unprofessional  or  dishonorable  conduct.” 

° 475.010  (1)  “Dangerous  drug  means  a drug  des- 
ignated by  the  Drug  Advisory  Council  as  a dan- 
gerous drug  and  included  in  published  regula- 
tions of  the  State  Board  of  Pharmacy  under  ORS 
689.620. 
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UOMS  Appointments  Announced 


M.  ROBERTS  GROVER,  M.D. 


M.  Roberts  Grover  lias  been  appointed  associate 
dean  at  University  of  Oregon  Medical  School.  He 
was  formerly  program  coordinator  of  the  Oregon 
Regional  Medical  Program  and  assistant  medical  di- 
rector and  assistant  administrator  of  the  School’s 
Hospitals  and  Clinics.  He  will  assist  Dean  Holman 
with  general  administrative  functions  of  the  School. 

Michael  D.  Baird,  a former  assistant  medical  di- 
rector, has  been  appointed  medical  director  and  ad- 
ministrator of  the  Medical  School  Hospitals  and 
Clinics.  Both  of  the  new  administrators  have  been 
appointed  professors  in  the  department  of  medicine. 

A 1954  graduate  of  Cornell  University  Medical 
College,  Dr.  Grover  took  his  internship  and  a resi- 
dency in  internal  medicine  at  the  University  of 


MICHAEL  n.  BAIRD,  M.D. 


Oregon  Medical  School.  He  was  named  to  the  facul- 
ty in  1958. 

Dr.  Baird  is  an  alumnus  of  the  University  of 
Oregon  Medical  School,  having  received  his  medical 
degree  in  1957.  He  also  took  his  internship  and 
residency  at  the  School,  and  was  named  to  the  facul- 
ty in  1961. 

Mr.  Gary  J.  Rood  has  been  promoted  from  assist- 
ant administrator  to  administrator  of  the  Medical 
School  Teaching  Hospital. 

Rood  was  assistant  administrator  at  Loma  Linda 
University  Hospital,  Loma  Linda,  California,  for 
three  years  prior  to  joining  the  Oregon  Medical 
School  staff  last  year.  ■ 


UOMS  Postgraduate  Courses 


The  Division  of  Continuing  Medical  Education, 
UOMS,  will  offer  postgraduate  courses  and  a series 
of  circuit  courses  fall  and  winter  1968-69. 

postgraduate  courses 

“Otolaryngology'  for  the  Practicing  Physician”— 
December  6-7;  “Common  Dermatological  Problems” 
—January  17-18;  “Surgery  Postgraduate  Course”— 
February  6-7;  “Poverty,  the  College  Student,  and 
the  Physician”— February  27-March  1;  “Basic  Roent- 
genology of  the  Chest  —May  15-16;  and  “Annual 
Diagnostic  Cytopathologv  Workshop”— June  6-7. 

circuit  courses 

“Psychiatry-Medical  Practice”  will  be  presented 
as  a circuit  course  fall  and  winter  1968-69. 

The  following  topics  will  be  presented  in  the 
Oregon  Regional  Medical  Program  circuit  courses 
this  school  year:  Acute  myocardial  infarction,  cancer 
of  the  female  genital  tract,  emphysema,  hyperten- 
sion, jaundice,  polyps  and  cancer  and  colon,  respira- 
tory distress  in  the  newborn,  shock,  stupor  and  coma. 


The  above  topics  will  be  presented  in  the  fol- 
lowing cities:  Astoria,  Bend,  Coos  Bay,  Corvallis, 
Eugene,  Klamath  Falls  (pending),  LaGrande,  Med- 
ford, Newport,  Ontario,  Pendleton,  Roseburg,  Salem, 
The  Dalles  (pending),  Boise  (Idaho),  Twin  Falls 
(Idaho),  Billings  (Montana)  and  Great  Falls  (Mon- 
tana) . 

For  more  information  regarding  these  programs, 
please  write  to  the  Division  of  Continuing  Educa- 
tion, University  of  Oregon  Medical  School,  Port- 
land, Oregon  97201.  ■ 


Oregon  Examination  Dates 

Board  of  Medical  Examiners  for  the  State  of  Ore- 
gon will  give  the  Federal  Licensing  Examination 
(FLEX)  December  10,  11  and  12,  1968,  beginning 
at  8:00  am  in  the  University  of  Oregon  Medical 
School  Library. 

The  Oregon  State  Board  Written  Examination  will 
be  given  January  14  and  15,  at  8:00  am  in  the 
UOMS  Library.  ■ 
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OMNI-TUSS 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus — which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N Y. 


PRESIDENT’S  page 


J.  RICHARD  RAINES,  M.D. 


With  the  change  of  officers  at  the  annual  ses- 
sion in  October  a brand  new  team  takes  over 
the  affairs  of  your  State  Medical  Association.  It  is 
the  same  ball  game,  same  rules,  but  the  fine  group 
of  past  officers  is  hard  to  follow.  I especially  want 
to  commend  Glenn  Gordon  for  a fine  year  as 
president,  and  Huldrick  Kammer  for  a great  job  as 
vice  president,  and  chairman  of  the  annual  session. 
Lou  Machlan  is  really  under  the  gun  following 
Clint  McGill  as  Speaker  of  the  House  of  Delegates. 

Of  great  importance  is  the  fact  that  the  new 
team  will  have  a new  coach  as  Associate  Executive 
Secretary  Bob  Bissell  moves  up  to  Roscoe  Miller’s 
position.  We  wish  Bob  well  as  he  takes  over  a 
tough  job  and  we  will  be  looking  for  active  and 
vigorous  leadership  in  the  Association  headquarters. 

The  grass  roots  committee’s  major  functions  are 
now  in  abeyance  as  its  study  is  completed  and  many 
of  its  recommendations  implemented.  Two  of  these 
are  especially  pertinent: 

1.  The  Great  Medical  Decisions  program 
for  this  year  on  the  subject:  “Medical 
Legislation  and  Politics”  has  been  start- 
ed. The  component  societies  now  have 
a mandate  to  study  this  subject  and  be 
prepared  to  aid  in  formulating  a policy 
at  the  next  annual  OMA  meeting. 

2.  The  Ombudsman  Committee  is  in  be- 
ing and  will  soon  be  ready  to  function 
“to  seek  out,  hear,  investigate,  and 
clarify  . . . suggestions  and  com- 
plaints . . .” 

The  many  regular  committees  of  the  Association 


New  Team  Takes  Over 


which  represent  the  bulk  of  our  activities  will  soon 
be  in  full  swing.  It  is  planned  to  add  interns  and 
residents  as  members  of  the  committees,  and  med- 
ical students  as  consultants  on  many  of  them. 

The  forthcoming  session  of  the  State  Legislature 
will  especially  involve  the  efforts  of  the  public 
policy  committee  under  Don  Kelly.  Numerous  leg- 
islative proposals  of  medical  interest  are  under 
view.  State  financial  problems,  especially  with  re- 
lation to  Title  XIX  and  welfare,  will  require  much 
attention. 

An  ad  hoc  committee  under  President-elect  Noel 
Rawls  has  been  formed  to  study  the  financial  affairs 
of  the  Association  and  determine  the  need  for  a 
possible  dues  increase. 

The  most  significant  and  innovative  matter  in 
the  offing  is  the  post-graduate  education  program  of 
the  Council  on  Medical  Education.  In  1969  there 
is  to  be  a full  scale  trial  run  of  the  requirement  that 
every’  member  of  the  Oregon  Medical  Association 
must  certify  to  a minimum  number  of  hours  of 
post-graduate  education  annually.  This  has  re- 
ceived favorable  attention  from  all  over  the  country, 
and  represents  a promising  step  in  keeping  the 
practicing  physician  up-to-date  on  the  latest  in  med- 
ical knowledge. 

Your  officers  and  the  OMA  staff  will  welcome 
your  comments  and  suggestions  at  any  time.  ■ 

o ^ P 
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The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


Today’s  physician 
sees  more 


on  NCME  TV. . . 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York.  N.Y.  10017 


Next  step 

after  a 
thiazide 

Serpasil-Esidrix" 

#2  Tablets:  0.1  mg  reserpine  and  50  mg  hydrochlorothiazide 
#1  Tablets:  0.1  mg  reserpine  and  25  mg  hydrochlorothiazide 


CIBA  Pharmaceutical  Company,  Summit,  N.  J 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  she’s  getting  better 


Achrocidin 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription  — prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal—  anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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■ ,n 

tho  peptic 

1 1 I W ulcer: 

antacid 


solved  by 

Mylanta 

aluminum  and  B magnesium  hydroxides  plus  simethicone 


"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof,  i.  e.:  Report  on  file 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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J.  Richard  Raines  Installed  95th  President ; 
Noel  B.  Rawls  Chosen  President-Elect 


J.  Richard  Raines,  Portland  radiologist,  was  in- 
stalled as  the  95th  President  of  the  Oregon  Medical 
Association  at  the  Annual  Session’s  Installation  and 
Awards  Ceremony  Friday,  October  4.  Dr.  Raines 
succeeds  Glenn  M.  Gordon,  Eugene. 

A graduate  of  the  University  of  Oklahoma  Med- 
ical School  in  1935,  Dr.  Raines  interned  at  Cleve- 
land City  Hospital,  and  took  his  residency  at  the 
Cleveland  TB  Hospital  and  Cleveland  Clinic  before 
coming  to  Portland. 

Dr.  Raines  is  a past  president  of  the  Pacific  North- 
west Radiological  Society  and  the  Oregon  Radio- 
logical Society.  A past  Councilor  of  the  American 
College  of  Radiology  and  the  Radiological  Society 
of  North  America,  he  is  also  a member  of  the 
American  Roentgen  Ray  Society,  FACR,  and  the 
Society  of  Nuclear  Medicine. 

Dr.  Raines  has  been  active  in  Multnomah  County 
Medical  Society  serving  as  its  80th  president  and  a 
member  of  the  Board  of  Censors,  the  OPS  super- 
visory committee  and  the  Foundation  for  Medical 
Care  Committee.  He  is  also  a member  of  the  Ameri- 
can Medical  Association  and  the  Oregon  Medical 
Association. 
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president-elect 

Noel  B.  Rawls,  Astoria,  is  the  Oregon  Medical 
Association’s  new  president-elect. 

A full-time  Health  Officer  for  Clatsop  County,  Dr. 
Rawls  has  been  a member  of  the  OMA  House  of 
Delegates  since  1947  and  a member  of  its  Board  of 
Trustees  since  1961.  During  the  1967-68  year,  he 
served  as  secretary-treasurer  of  the  association. 

Dr.  Rawls  graduated  from  the  University  of  Ore- 
gon Medical  School  in  1940  and  also  received  an 
M.A.  degree  in  biochemistry.  He  completed  one 
year  of  internship  at  Emanuel  Hospital  in  Portland 
before  entering  the  Army.  Leaving  the  Army  as  a 
major  in  1945,  he  entered  private  practice  at  the 
Astoria  Clinic,  Astoria,  Oregon,  where  he  stayed 
until  1965. 

Instrumental  in  the  founding  of  the  Clatsop  Coun- 
ty Mental  Health  Clinic,  Dr.  Rawls  is  presently 
chairman  of  the  Juvenile  Advisory  Council,  chair- 
man of  the  Conference  of  Local  Health  Officers  and 
a member  of  the  board  of  directors  of  the  Oregon 
Public  Health  Association.  For  several  years  he  has 
been  team  physician  for  Warrenton  High  School. 

Dr.  Rawls  is  also  a member  of  the  Oregon  Society 
of  Internal  Medicine  and  served  as  its  vice  presi- 
dent in  1964. 

Also  elected  at  the  association’s  business  session 
were  OMA  Vice  President  Roy  A.  Payne,  Milwau- 
kie;  Secretary-Treasurer  Lawrence  M.  Lowell,  Port- 
land; and  Speaker  of  the  House  of  Delegates  Louis 
O.  Machlan,  Portland. 

Blair  J.  Henningsgaard,  Astoria,  was  re-elected  as 
delegate  to  the  American  Medical  Association,  and 
Daniel  K.  Billmeyer,  Oregon  City,  was  re-elected 
as  alternate  delegate  to  the  AM  A. 


J.  RICHARD  RAINES,  M.D. 


NOEL  B.  RAWLS,  M.D. 


Among  the  special  guests  to  appear  before  the  House  was 
Mr.  Dan  Lewis,  president  of  Oregon  Chapter  of  SAMA. 
Others  at  the  head  table  above  are  (from  left)  Mr.  John 
J.  Coughlin,  OMA  legal  counsel;  Mr.  Paul  Pennington, 
editor  of  the  UOMS  “Pulse;”  J.  Richard  Raines,  new  presi- 
dent of  OMA;  Charles  N.  Holman,  newly  appointed  dean, 
UOMS;  Clinton  S.  McGill,  Speaker  of  the  House  of  Dele- 
gates; Mrs.  William  L.  Lehman,  immediate  past-president 
of  OMA  Auxiliary;  Mrs.  Russel  L.  Baker,  president  of  the 
Auxiliary;  Mrs.  James  H.  Seacat,  president-elect,  and 
Glenn  M.  Gordon,  immediate  past-president  of  OMA. 


Reference  Committee  “A,”  above,  considered  thirteen  com- 
mittee reports  and  two  resolutions,  dealing  with  medical 
education,  state  and  federal  agencies,  and  a few  miscel- 
laneous items.  Members  were  (from  left)  Leonard  B.  Rose, 
Portland;  Laurel  G.  Case,  Medford;  E.  Hume  Downs,  Sa- 
lem, chairman;  and  Robert  L.  Hare,  Portland. 


Reference  Committee  “B”  received  thirteen  committee  re- 
ports and  four  resolutions.  Principal  subjects  were  federal 
and  state  legislation,  public  relations,  prepaid  medicine, 
and  voluntary  health  insurance.  Members  of  Reference 
Committee  “B”  were  (from  left)  Eugene  W.  Landreth, 
Portland;  George  M.  Robins,  Portland,  chairman;  Irvin  J. 
Schneider,  Wheeler;  John  R.  Higgins,  Baker;  and  W.  Richey 
Miller,  Eugene. 


Pilot  Study  of  Continuing  Education  Requirements 
Endorsed  by  OMA  House  of  Delegates 

A pilot-study  of  Association-wide  continuing 
medical  education  requirements  will  be  initiated 
January  1,  1969,  by  action  of  the  OMA  House  of 
Delegates  at  the  Association’s  94th  Annual  Session. 
Convening  at  Portland’s  Memorial  Coliseum,  Octo- 
ber 1-4,  the  delegates  also  adopted  a recommenda- 
tion to  get  “presumed  alcoholics”  off  the  highways 
and  to  bring  them  under  the  jurisdiction  of  the  Ore- 
gon State  Board  of  Health,  urged  liberalization  of 
Oregon  abortion  statutes,  and  gave  unanimous  sup- 
port to  Max  H.  Parrott  in  his  bid  for  a second 
term  on  the  AMA  Board  of  Trustees. 

The  pilot  study  of  educational  requirements  for 
membership  in  the  Association,  recommended  by  the 
Council  on  Medical  Education,  will  not  entail  any 
disciplinary  action.  Its  purpose,  according  to  the 
council’s  report,  will  be  “to  make  possible  the  de- 
velopment of  fair  ground  rules,  reasonable  accredi- 
tation standards  and  a sound  proposal  for  an  effec- 
tive program  of  continuing  medical  education  re- 
quirements in  1970.”  Melvin  W.  Breese,  chairman 
of  the  council,  states  that  through  the  pilot  study 
the  council  “hopes  to  observe  areas  of  difficulty,  to 
work  with  specialty  groups,  hospital  staffs  and  com- 
ponent societies  in  developing  acceptable  standards 
and  to  bring  to  a clearer  light  those  areas  in  which 
adjustments  need  to  be  made.” 

Specifically  the  council  recommended: 

a.  That  one-year  pilot  program  be  initiated  on 
January  1,  1969,  to  test  the  feasibility  of 
establishing  Association  - wide  continuing 
medical  education  requirements,  and  that 
no  disciplinary  action  of  any  kind  be  taken 
against  those  who  fail  to  meet  the  require- 
ments during  this  period. 

b.  That  under  this  program  the  continuing 
medical  education  requirement  be  set  at 
50  hours  each  year. 

c.  That  each  specialty  group  be  given  the  re- 
sponsibility of  recommending  the  forms  and 
programs  of  continuing  medical  education 
to  be  accredited  for  that  field  of  practice. 

d.  That  fulfilling  the  continuing  education  re- 
quirements for  membership  in  the  Academy 
of  General  Practice  be  considered  equiva- 
lent to  fulfilling  the  Association’s  continuing 
education  requirements. 

e.  That  special  consideration  be  given  to 
members  who  are  not  in  common  fields  of 
practice,  and  that  accredited  sources  out- 
side a member’s  field  of  practice  be  al- 
lowed to  apply  to  his  general  requirements. 

Also  recommended  by  the  Council  on  Medical 
Education  was  an  annual  $3  contribution  from  each 

continued  on  page  1108 
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Nothing  else  I’ve  tried  seems  to  work,  so  I decided  to  give  you  a crack  at  it. 
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Some  U.R.I.  patients  are  more 
miserable  than  others. 


That's  why  we  make  Novahistine5 
tablets  in  two  different  formulations 

And  let  you  control  the  dosage. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet 
tablets  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the 
individual  patient. 

Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic- 
antipyretic  effect,  as  well  as  decongestant  action,  are 
indicated  for  upper  respiratory  infections  accompanied 
by  pain,  aches  and  fever. 

Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension, 
diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Caution  ambulatory  patients  that  drowsiness  may  result. 

Each  Novahistine  LP  tablet  contains  phenylephrine  hydrochloride,  25  mg.;  and 
chlorpheniramine  maleate,  4 mg. 

Each  Novahistine  Singlet  tablet  contains  phenylephrine  hydrochloride,  40  mg.; 
chlorpheniramine  maleate.  8 mg.;  and  acetaminophen,  500  mg. 


PITMAN 


-MOORE  DIVISION  Of  THE  00W  CHEMICAL  COMPANY.  INDIANAPOLIS 
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Continued  from  page  1105 


Association  affairs,  hospitals  and  related  institutions,  and 
emergency  medical  services  were  subjects  considered  by 
Reference  Committee  "C.”  The  committee  reviewed  the 
report  of  the  secretary-treasurer,  ten  committee  reports, 
and  three  resolutions.  Members  were  (from  left)  Charles 
M.  Lindsay,  North  Bend;  Bill  B.  Ferguson,  Hillsboro,  chair- 
man; C.  H.  Hagmeier,  Portland;  Edward  N.  McLean,  Ore- 
gon City;  and  Edward  E.  Wayson,  Portland  (not  pictured). 


Exercising  the  right  to  testify  before  a reference  commit- 
tee is  Norman  A.  David,  Portland.  Following  consideration 
of  all  such  testimony,  the  reference  committees  brought 
their  recommendations  back  to  the  House  of  Delegates 
for  final  action  Friday  morning,  October  4. 


On  the  convention  floor,  members  of  the  Association  took 
the  opportunity  to  review  the  numerous  and  varied  tech- 
nical exhibits.  Donald  F.  Kelly  (far  left)  and  James  F. 
Stupfel,  both  of  Portland,  confer  with  representative  of 
Ross  Laboratories.  Glenn  M.  Gordon,  Eugene,  retiring 
president  of  OMA,  tests  equipment  at  right. 


Active  member’s  dues  to  the  University  of  Oregon 
Medical  School  Library.  Because  a dues  increase 
could  be  considered  only  with  the  unanimous  con- 
sent of  the  House  of  Delegates,  this  recommenda- 
tion was  not  adopted.  It  was,  however,  voted  to 
contribute  $6,000  from  the  OMA  general  fund  to 
the  Library  for  1969. 

Offensive  Against  Alcohol  and  Alcoholism  Proposed 

An  attack  on  alcohol  and  alcoholism— major  fac- 
tors in  a rising  rate  of  traffic  injuries  and  deaths— 
was  urged  by  the  House  of  Delegates,  upon  the 
recommendation  of  the  Committee  on  Traffic  Safe- 
ty. The  committee  recommended  the  establishment 
of  two  offenses  entailing  impairment  by  alcohol; 
First,  a traffic  offense  involving  driving  with  a blood- 
alcohol  level  of  .10  percent  or  above;  second,  a 
more  serious  offense,  comparable  to  the  present 
“Driving  Under  the  Influence  of  Liquor;”  involving 
a blood-alcohol  level  of  .15  percent  or  above. 

The  committee  further  recommended  that  the 
Oregon  Motor  Vehicle  Department  be  authorized  to 
refer  individuals  convicted  twice  within  a ten-year 
period  of  the  more  serious  offense  to  the  Oregon 
State  Board  of  Health  for  certification  of  their  fit- 
ness to  drive. 

According  to  the  committee’s  report,  “Medical 
authorities  unanimously  agree  that  all  drivers  with 
a blood  alcohol  level  of  .10  percent  or  above  are 
seriously  impaired  and  should  not,  legally,  be  al- 
lowed on  the  highways.”  As  to  the  more  serious 
traffic  offense,  involving  higher  blood-alcohol  levels, 
it  would  enable  the  Motor  Vehicle  Department  to 
identify  a substantial  portion  of  the  State’s  alcoholic 
drivers,  because  few  drivers,  other  than  alcoholics, 
are  ever  found  on  the  highways  with  blood  alcohol 
levels  above  .15  percent.  The  driving  record  appears 
to  be  the  best  single  objective  indicator  of  addiction 
to  alcohol. 

A record  of  two  convictions,  involving  blood- 
alcohol  levels  of  .15  percent  or  above,  according  to 
the  report,  “establishes  at  least  enough  of  a pre- 
sumption of  alcoholism  to  warrant  placing  respon- 
sibility on  the  driver  to  obtain  certification  of  his 
fitness  to  operate  a motor  vehicle.” 

Liberalization  of  Abortion  Statutes  Urged 

“Modernization  of  Oregon’s  therapeutic  abortion 
law”  was  proposed  in  a resolution  introduced  by 
the  Multnomah  County  Medical  Society  and  ap- 
proved by  the  House  of  Delegates.  Stating  that  a 
proposal  to  revise  such  laws  will  likely  be  intro- 
duced at  the  1969  session  of  the  Oregon  Legislative 
Assembly,  the  resolution  called  on  the  Oregon  Med- 
ical Association  to  “indicate  its  support  in  urging 
the  Oregon  Legislative  Assembly  to  enact  such 
modernization,”  with  the  provision  of  “proper  safe- 
guards and  limitations.” 
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Featured  speaker  at  the  OMPAC  Luncheon,  Wednesday, 
October  2 was  Robert  W.  Packwood,  Republican  candidate 
for  U.S.  Senator.  Mr.  Packwood  spoke  for  approximately 
20  minutes,  then  fielded  questions  from  the  audience. 
How  many  were  convinced  no  one  knows,  but  few  left  the 
luncheon  disappointed. 


In  recognition  of  his  “outstanding  contribution  to  the  po- 
litical aciton  movement,”  George  Zupan,  Klamath  Falls, 
was  presented  with  the  second  annual  OMPAC  Eyeball 
Award.  Making  the  presentation  is  OMPAC  Chairman 
Merle  Pennington,  Sherwood. 


John  C.  Ballin,  Ph.D.,  secretary  of  the 
AMA  Committee  on  Human  Reproduc- 
tion, was  the  special  guest  speaker  at 
the  Medicine  and  Religion  Luncheon, 
Wednesday,  October  2.  His  topic: 
“Trends  in  Modern  Thinking  Relative 
to  the  Abortion  Problem.”  Others  at 
the  head  table  were  (from  left)  Mr. 
Robert  Etheridge,  Field  Representative, 
AMA  Committee  on  Medicine  and  Re- 
ligion; Paul  E.  Zuelke,  moderator, 
member  of  the  OMA  Committee  on 
Medicine  and  Religion;  and  panel  mem- 
bers, Reverend  William  Adix,  Chaplain. 
Emanuel  Hospital;  Herman  A.  Dickel, 
Portland  psychiatrist;  Mr.  John  Cough- 
lin, legal  counsel  to  OMA,  and  Mr. 
Steve  Parker,  representing  the  Oregon 
Bar  Association. 
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Installation  and 


J.  Richard  Raines,  95th  president  of  the  Association,  was  officially 
installed  at  the  Installation  and  Awards  ceremonies,  Friday,  October 
4.  Administering  the  oath  of  office  was  Speaker  of  the  House  Clin- 
ton S.  McGill,  Portland. 


Dr.  Gordon  proudly  displays  the  Past-President's  plaque,  presented 
by  the  new  president,  Dr.  Raines. 


From  one  retiring  president  to  another — Mrs.  William  L.  Lehman, 
now  immediate  past-president  of  the  Woman's  Auxiliary  to  the 
OMA,  presents  a special  gift  to  Dr.  Gordon. 


Accepting  the  gavel  from  retiring  president, 
Glenn  M.  Gordon,  Dr.  Raines  wonders  why  Dr. 
Gordon  is  grinning. 


An  unexpected  gift  ...  a complete  jogging  out- 
fit for  you-know-who. 
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Awards  Ceremony 


Joseph  P.  Brennan  Selected  1968 
Doctor-Citizen  of  the  Year 

Joseph  P.  Brennan,  Pendelton  internist,  is  the  re- 
cipient of  the  1968  Doctor-Citizen  of  the  Year  award 
presented  at  the  awards  ceremony.  Glenn  M.  Gor- 
don, retiring  president,  presented  the  award,  citing 
Dr.  Brennan’s  many  contributions  to  medicine  and 
to  the  community. 

One  of  the  founders  of  the  Oregon  Heart  Asso- 
ciation, Dr.  Brennan  was  chosen  First  Citizen  of 
Pendleton  in  1961  for  his  long-time  and  widely 
varied  participation  in  community  affairs.  For  34 
years  Dr.  Brennan  served  without  compensation  as 
physician  of  the  Pendleton  Round-up.  In  1963,  he 
helped  save  the  Bed  Cross  blood  bank  by  spear- 
heading a campaign  that  raised  $15,000  to  help 
defray  blood  bank  expenses. 

Dr.  Brennan  was  one  of  the  organizers  of  the 
Pendleton  Golf  and  Country  Club  and  served  as 
president  of  the  club  several  times.  As  chairman 
of  the  club’s  finance  committee,  he  lead  a success- 
ful drive  to  raise  funds  for  a new  addition  to  St. 
Anthony’s  Hospital.  He  was  also  chairman  of  the 
Pendleton  Ambulance  Committee,  formed  to  get 
ambulance  service  for  Pendleton  on  a permanent 
basis. 

Active  for  many  years  in  state  and  county  med- 
ical society  affairs,  Dr.  Brennan  is  a past  vice  presi- 
dent of  the  Oregon  Medical  Association,  a past 
president  of  the  Umatilla  County  Medical  Society, 
and  a past  member  of  the  OMA  Board  of  Trustees. 
For  three  years  he  served  on  the  Oregon  State 
Board  of  Health. 

Dr.  Brennan  also  helped  pioneer  the  Oregon 
Physicians’  Service,  was  a member  of  its  original 
board  of  directors  and  served  on  the  board  for  ten 
years. 


“Illegitimacy  in  Oregon,”  a series  of  five  telecasts  by  Mr. 
Dean  Jones  of  KATU  (Channel  2),  Portland,  captured  the 
award  for  “Broadcast  Media  News." 


1968  Doctor-Citizen  of  the  Year,  Joseph  P.  Brennan,  Pen- 
dleton, is  congratulated  by  President  Glenn  M.  Gordon  at 
the  Awards  and  Installation  Ceremony,  Friday,  October  4. 


“Alcoholism”  was  the  subject  of  a series  of  six  articles  by 
Mr.  Peter  Tugman,  staff  writer  with  the  Oregonian.  For 
this  series  Mr.  Tugman  received  the  “Print  Media  News” 
Award. 


“The  Marijuana  Question,”  a commentary  by  Mr.  John 
Salisbury  with  Portland’s  KXL,  won  Mr.  Salisbury  the 
“Editorial  All  Media"  award. 
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ROSCOE  K.  MILLER 


Highlight  of  the  Annual  Session  was  Roscoe  K.  Miller  Appreciation  Night,  Thursday. 
October  3,  honoring  Oregon's  foremost  friend  of  medicine,  retiring  as  Executive  Secre- 
tary of  the  Oregon  Medical  Association  December  31.  A host  of  OMA  officers  and  past 
presidents  who  served  during  Roscoe's  21  years  with  the  Association  were  on  hand  to 
salute  this  dedicated  executive. 


Toastmaster  par  excellence 
was  Herman  A.  Dickel,  past 
president  of  OMA  (’58)  and 
chairman  of  the  Committee 
on  Arrangements. 


Past  President  Russell  H. 
Kaufman  (’56)  acknowledged 
Roscoe  ’’The  Student." 


Roscoe  ’’The  Intern”  was  re- 
called by  Past  President  Vern 
W.  Miller  (’57). 


A more  recent  past  president, 
John  E.  Tysell  (’67),  saluted 
Roscoe  "The  Doctor.” 


Mr.  Joe  Donovan  (right),  president  of  the  American  Asso- 
ciation of  Medical  Society  Executives,  was  on  hand  with 
three  other  state  executives  to  take  part  in  the  cere- 
monies. The  companion  executives  are  (from  left)  Mr.  Ar- 
mand  L.  Bird,  executive  secretary,  Idaho  Medical  Asso- 
ciation; Mr.  Robert  L.  Thomas,  executive  director,  Cali- 
fornia Medical  Association;  and  Richard  F.  Gorman,  exec- 
utive secretary,  Washington  State  Medical  Association.  Mr. 
Donovan  is  presently  executive  secretary  of  the  Santa 
Clara  County  (California)  Medical  Society. 


Young  folk  singing  duo,  Dez  and  Irene,  provided  a salute 
in  song. 
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APPRECIATION  NIGHT 


Beaming  throughout  the  “Appreciation 
Night”  were  the  honored  Roscoe  and 
Catherine  Miller. 


AMA  Trustee  Max  H.  Parrott 
recalled  the  years  of  Miller’s 
leadership. 


Is  it  a plane?  a bird? 


A Merry  Oldsmobile  Cutlass  in  Aztec 
Gold  climaxed  the  evening’s  presenta- 
tions. Handing  the  keys  to  Roscoe  and 
Kate,  President  Gordon  wishes  both 
well. 


A book  of  letters  from  execs 
across  the  country  was  pre- 
sented by  AAMSE  President 
Joe  Donovan. 


A standing  ovation  and  toast. 


Responsible  and  responsive  . . . Ros- 
coe’s  remarks  were  the  measure  of 
man  he  is. 
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in  osteoarthritic  pain 


If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 
Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  starts  working  within  3 to  4 days. 
When  response  occurs,  as  little  as  1 or 
2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil" 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


6006 


Tandearil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley.  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage, 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease 

Precautions:  Before  prescribing 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia).  sudden  weight  gam  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear.  Use  greater  care  in  the  el- 
derly and  in  hypertensives 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer. The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs 
If  it  does,  promptly  discontinue  the 
drug  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome. Lyell  s syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported. as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use.  reversible  thyroid  hy- 
perplasia may  occur  infrequently 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis 
Initial;  3 to  6 tablets  daily  in  divided 
doses  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response 

Availability:  Tan.  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000. 

(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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Continued  from  page  1113 

Fall  Session: 

OMA  Woman’s  Auxiliary 


Administering  the  oath  of  of- 
fice to  new  officers  of  Ore- 
gon Auxiliary  is  Mrs.  C.  C. 
Long,  president  of  the  Wom- 
an's Auxiliary  to  the  AMA. 
1968-1969  officers  are  (from 
left  to  right):  Mrs.  Roy  A. 
(Anna)  Payne,  director;  Mrs. 
William  V.  (Gloria)  Zartman, 
director;  Mrs.  D.  J.  (Bernice) 
Molenkamp,  treasurer;  Mrs. 
Frederick  (Lois)  Rawls,  re- 
gional 3 vice  president;  Mrs. 
Frank  (Doris)  White,  regional 
2 vice  president;  Mrs.  Robert 
(Carolyn)  Reichers,  vice  pres- 
ident; Mrs.  James  H.  (Melba) 
Seacat,  president  elect;  and 
Mrs.  Russel  L.  (Elizabeth) 
Baker,  president. 


Following  the  installation,  the 
traditional  President’s  Pin 
was  officially  passed  from 
Mrs.  Lehman  to  the  new  pres- 
ident, Mrs.  Baker. 


Two  national  auxiliary  presidents  get  together  at  the 
Fashion  Luncheon,  Thursday  afternoon,  October  3.  Mrs. 
C.  C.  Long,  president  of  the  AMA  National  Auxiliary,  poses 
with  the  president  of  the  Woman’s  Auxiliary  to  the  Ameri- 
can Dental  Association,  Mrs.  Bryant  A.  Alder,  Portland. 


MRS.  R.  L.  BAKER 

Mrs.  Russel  L.  Baker  Installed  as  1968  OMA 
Auxiliary  President 

The  new  president  of  the  Woman’s  Auxiliary  to 
the  Oregon  Medical  Association  is  Mrs.  Russel  L. 
(Elizabeth)  Baker,  Portland.  Mrs.  Baker  was  offi- 
cially installed  at  the  Auxiliary’s  Fall  Session,  Octo- 
ber 1-4,  held  in  conjunction  with  the  OMA  Annual 
Session. 

A past  president  of  the  Multnomah  County  Auxil- 
iary, Mrs.  Baker  served  as  parliamentarian  of  the 
State  Auxiliary  in  1967. 

Mrs.  Baker  is  a graduate  of  the  University  of 
California  at  Berkeley  and  received  a teaching  cer- 
tificate (secondary  education)  from  Mills  College. 

Active  for  many  years  in  her  community,  Mrs. 
Baker  is  a past  president  of  the  Raleigh  Hills  PTA 
and  past  president  of  Women  of  St.  Barnabas  Epis- 
copalean  Church.  She  has  also  been  active  in  Girl 
Scouts  and  Cub  Scouts. 

president-elect 

Mrs.  James  (Melba)  Seacat,  Salem,  is  the  Auxil- 
iary’s new  president-elect.  She  will  be  the  ninth 
Auxiliary  president  whose  husband  has  been  a presi- 
dent of  OMA.  (Dr.  Seacat  served  as  president  of 
OMA  in  1965.) 

A native  of  Tennessee,  Mrs.  Seacat  is  currently 
president  of  the  Marion-Polk  County  auxiliary. 

Mrs.  G.  P.  Lee  supported  for  “ high  office " 

Mrs.  G.  Prentiss  (Patty)  Lee,  Portland,  first  vice 
president  of  the  Women’s  Auxiliary  to  the  AMA, 
will  be  recommended  to  WA/AMA  Nominating 
Committee  for  consideration  for  a “high  office.”  This 
recommendation  received  unanimous  support  by 
both  the  OMA  and  the  Oregon  Auxiliary’s  House  of 
Delegates. 

Active  for  many  years  at  the  county  and  state 
level,  she  began  auxiliary  work  as  Multnomah  Coun- 
ty’s Today’s  Health  Chairman  in  1956.  The  follow- 
ing year,  she  was  elected  president-elect  and  repre- 
sented her  county  auxiliary  on  the  Community 
Council. 

Her  present  responsibilities  as  WA/AMA  First 
Vice  President  including  chairing  the  membership 
committee  and  four  regional  workshops  in  Denver, 
New  Orleans,  St.  Louis,  and  Boston. 
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Activities  of  the  Oregon  Medical  Political  Action  Committee  were 
reviewed  by  Mrs.  John  (Mona)  Hoffman,  Portland,  at  the  first  1968- 
1969  Board  meeting,  Friday.  October  4.  Mrs.  Hoffman,  chairman  of 
the  Legislative  Activities  Committee,  urged  Auxiliary  members  to 
involve  themselves  in  community  and  political  affairs. 


Featured  speaker  at  the  Thursday 
morning  House  of  Delegates  meeting 
was  the  president  of  the  National  Aux- 
iliary, Mrs.  C.  C.  Long  (right).  Mrs. 
Long  was  introduced  by  the  first  vice 
president  of  the  national  auxiliary, 
Oregon’s  Patty  Lee. 


A variety  of  items  which  can  be  purchased  by  component  auxiliaries 
for  special  fund  raising  projects  were  displayed  at  the  AMA  Edu- 
cation and  Research  Foundation  booth  on  the  Memorial  Coliseum’s 
Convention  floor.  Directing  the  booth  was  Mrs.  Clyde  H.  (Bea) 
Duvall,  Jr  , Portland,  AMA-ERF  chairman  for  Oregon.  The  booth 
was  developed  with  the  assistance  of  Mrs.  Lawrence  R.  (Louise) 
Heiselt,  Portland,  Community  Health  Chairman. 


The  eighth  annual  “Med-Art”  exhibit,  featuring 
oils,  watercolors,  sculptures,  photography  and  draw- 
ings by  physicians  and  their  families,  opened 
Wednesday  morning,  October  2.  Looking  over  the 
program  are  immediate  past  president,  Jo  Lehman 
(left)  and  Mrs.  Roger  W.  (Beverly)  Hallin,  co- 
chairmen  of  the  Med-Art  Exhibit.  Not  pictured, 
but  deserving  half  of  the  credit  for  the  exhibit  is 
Mrs.  William  P.  (Beverly)  Galen,  Portland,  also 
co-chairman. 


"And  Away  We  Go” — a complete  fashion  show, 
courtesy  of  “Helens  of  Course”  of  Portland  cul- 
minated the  Fall  Session.  Held  in  the  Ballroom  of 
the  Sheraton  Motor  Inn,  the  fashion  show  drew 
approximately  200  Auxiliary  members  to  the  ma- 
jor luncheon  of  the  year.  Special  credit  for  this 
year’s  outstanding  program  goes  to  Mrs.  J. 
Richard  (Suzy)  Raines,  Portland,  chairman 
of  the  1968  Fall  Session  Committee. 
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Unanimous  Support  of  Max  H.  Parrott 

Max  H.  Parrott  will  seek  re-election  to  the  Board 
of  Trustees  of  the  American  Medical  Association 
with  the  unanimous  support  of  the  OMA  House  of 
Delegates.  In  response  to  a resolution  introduced  by 
the  Multnomah  County  Medical  Society,  the  dele- 
gates gave  “unqualified  support  for  the  re-election 
of  Max  H.  Parrott  to  the  Board  of  Trustees  of  the 
American  Medical  Association  in  July,  1969,  at  the 
AMA  Annual  Convention  in  New  York.” 

Citing  Dr.  Parrott’s  “dedication  in  preserving  the 
private  practice  of  medicine  as  the  most  efficient 
effective  and  economic  system  of  medical  care,” 
the  resolution  encourages  all  members  “to  enlist  the 
support  of  their  colleagues  throughout  the  nation, 
particularly  those  who  are  members  of  the  AMA 
House  of  Delegates  in  the  re-election  of  Dr.  Parrott 
to  the  AMA  Board  of  Trustees.” 


Winner  of  the  1968  AESCULAPIUS  AWARD  was  a display 
by  Reginald  A.  MacHaffie,  Corvallis.  Entitled  “Glucose  and 
D.N.A.  Metabolism  in  Lymphocytes,”  the  exhibit  won  Dr. 
MacHaffie  a $200  check  from  Aesculapius  Award  Sponsor, 
Mead  Johnson  Laboratories.  OMA  President  Glenn  M. 
Gordon  is  shown  accepting  the  Aesculapius  certificate 
from  Mead  Johnson  representative. 


Oregon's  Manpower  Ratio  Improved 

Despite  an  increasing  number  of  physicians  en- 
tering administrative  work,  research  and  teaching, 
trends  in  the  ratio  of  the  population  to  physicians 
providing  patient  care  are  favorable.  This  is  the 
conclusion  of  a review  of  Oregon’s  manpower  situa- 
tion by  the  OMA  Committee  on  Rural  Health. 

In  1964  there  was  one  physician  providing  med- 
ical services  for  every  818  persons  in  Oregon.  By 
January  1968,  this  ratio  had  dropped  to  805. 

The  report  notes,  however,  that  the  total  number 
of  physicians  seeing  patients  is  increasing  annually 
by  approximately  1.7  percent,  while  the  number  of 


physicians  engaged  in  other  activities  is  increasing 
annually  by  approximately  7 percent. 

Breaking  down  population  physician  ratios  by 
county,  the  report  stated  that  “Seventeen  counties, 
representing  a population  of  1,336,200,  have  a more 
favorable  ratio  now  than  in  1964,  while  19  coun- 
ties, representing  a population  of  614,900,  now  have 
a less  favorable  ratio.”  Though  major  gains  have 
been  made  in  the  Portland  metropolitan  area,  upstate 
areas  have  also  made  gains.  Counties  outside  the 
Portland  metropolitan  area  had  a combined  ratio  of 
1,145  in  1964.  Since  then  their  ratio  has  dropped 
to  1,108. 

Heart  Disease  Screening  Program 

Introduction  of  the  Phono  Cardio-Scan  (PCS) 
mass  screening  technique  into  the  elementary  schools 
of  the  Portland  metropolitan  area  was  approved  by 
the  House  of  Delegates,  on  a pilot  study  basis.  Re- 
sponding to  a report  of  the  Committee  on  Heart 
Disease  the  Delegates  also  approved  the  establish- 
ment of  fellowships  for  physicians  in  emergency 
coronary  care  education  programs,  now  being  con- 
sidered by  the  Oregon  Regional  Medical  Program. 

Among  other  recommendations  approved  was  the 
policy  that  “the  need  for  a coronary  care  unit  can- 
not be  categorized  by  the  number  of  beds,  separated 
from  available  medical  and  paramedical  personnel 
and  the  need  for  all  hospitals  to  offer  the  best  serv- 
ice possible.” 

Physicians  Must  Report  Communicable  Disease 

Component  societies  of  the  Association  are  re- 
quested “to  remind  members  of  their  legal  responsi- 
bility for  reporting  communicable  diseases  among 
their  patients  to  their  local  health  department  or 
the  Oregon  State  Board  of  Health.”  This  was  the 
recommendation  of  the  Committee  on  Public  Health, 
approved  by  the  House  of  Delegates.  According  to 
the  committee’s  report  “there  has  been  a noticeable 
decline  in  the  reporting  of  communicable  diseases 
by  physicians.”  It  was  suggested  that  component 
societies  invite  their  local  health  officers  to  discuss 
this  subject  at  one  of  their  regular  monthly  meetings. 

The  Committee  on  Public  Health  further  recom- 
mended approval  of  the  revised  birth  certificate  pro- 
posed by  the  U.S.  Public  Health  Service.  This  rec- 
ommendation was  also  adopted  by  the  House  of 
Delegates. 

Use  of  Silver  Nitrate 

The  present  Oregon  State  Board  of  Health  regu- 
lation requiring  the  use  of  silver  nitrate  as  a pre- 
ventive for  ophthalmia  neonatorum  received  the 
endorsement  of  the  House  of  Delegates.  However, 
the  Board  was  urged  to  continue  allowing  the  use 
of  antibiotics  in  certain  hospitals  for  research  pur- 
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poses.  On  the  basis  of  an  investigation  by  the  Com- 
mittee on  Maternal  Welfare  it  was  concluded  that 
“the  use  of  silver  nitrate  is  still  the  most  accepted 
practice  throughout  the  United  States.” 

Increase  Welfare  Funds:  "Buy  in"  under  Part  B, 
Title  XIX 

An  increase  in  the  level  of  cash  grants  to  public 
welfare  recipients  for  subsistence  items  was  recom- 
mended by  the  Committee  on  Charitable  Medical 
Care  and  approved  by  the  House  of  Delegates.  Also 
approved  by  the  House  was  the  Committee’s  rec- 
ommendation that  the  Public  Welfare  Committee 
be  “strongly  urged  to  include  in  its  budget  of  1969- 
1971,  funds  to  “buy  in”  under  Part  B,  Title  XVIII 
of  Public  Law  89-97  for  its  Old  Age  Assistance 
recipients.” 

In  justification  of  increased  grants  to  welfare  re- 
cipients, the  committee  noted  that  the  Welfare  Com- 
mission has  been  basing  its  cash  allowances  for 
foods  “at  cost  levels  which  existed  in  1953.  More- 
over, other  items  such  as  housing  . . . carry  allow- 
ances which  are  far  below  current  cost  levels.” 

The  recommendation  that  the  State  Public  Wel- 
fare Commission  “buy  in”  under  Part  B of  Title  XIX 
for  recipients  age  65  and  over  was  also  proposed 
by  the  Special  Committee  on  Title  XIX.  Other  rec- 
ommendations of  the  Special  Committee  were  that 
the  Welfare  Commission  institute  cost-sharing  pro- 
visions such  as  the  deductible  and  co-insurance 
under  the  Title  XIX  program  and  that  the  Com- 
mission “make  provisions  for  compensating  physi- 
cians on  the  basis  of  the  “usual  and  customary”  fee 
principle  for  services  to  Title  XIX  recipients. 

Misleading  News  Releases  by  "Federal  Health 
Partner" 

Misleading  reports  in  the  news  media  relative  to 
the  cost  of  physician  services  under  federal  medical 
programs  prompted  a recommendation  by  the  Com- 
mittee on  Federal  Medical  Sendees  “that  efforts  be 
made  to  assure  greater  accuracy”  in  such  reporting. 
Citing  several  instances  in  which  “undesirable  physi- 
cian public  relations”  have  resulted  from  misleading 
news  releases  issued  by  “our  federal  health  partner,” 
the  committee’s  report  contended  that  the  present 
one-sided  treatment  of  the  problem  of  rising  federal 
health  care  costs  must  be  corrected.  The  House  of 
Delegates  agreed. 

Physicians'  Responsibility  to  Report 
"Lapses  of  Consciousness" 

The  responsibility  of  physicians  to  report  to  the 
state  health  officer  “disorders  characterized  by  mo- 
mentary or  prolonged  lapses  of  consciousness  or  con- 


trol of  which  is,  or  may  become  chronic”  was  em- 
phasized by  in  an  informational  report  of  the  Com- 
mittee on  Traffic  Safety’.  A physician  who  diagnoses 
and  fails  to  report  such  disorders  “may  subsequently 
be  held  negligent  if  the  individual  becomes  involved 
in  an  accident  as  operator  of  a motor  vehicle  and 
causes  injury'  or  death  of  another  person.” 

Responsibility,  according  to  the  report,  “extends 
well  beyond  epilepsy  and  has  been  interpreted  to 
include  certain  conditions  of  the  heart  and  blood 
vessels,  diabetes  reactions,  etc.” 

O MPAC  Excels  Again 

Oregon  is  again  in  the  top  ten  in  the  American 
Medical  Political  Action  Committee’s  three  member- 
ship categories,  ranking  sixth  in  total  contributions, 
fourth  in  ratio  of  members  to  potential  and  second 
in  dollars  per  physician.  Such  was  the  good  news 
from  Chairman  Merle  Pennington. 

Stated  Dr.  Pennington,  “Since  the  midyear  meet- 
ing of  the  House  of  Delegates,  all  of  OMPAC’s  ac- 
tivities have  been  channeled  in  one  direction— to 
help  in  electing  candidates  to  the  U.S.  Congress  and 
the  Oregon  Legislative  Assembly  with  whom  the 
legislative  arm  of  the  Oregon  Medical  Association 
(and  the  AMA  nationally)  can  communicate  on  the 
important  issues  that  face  organized  medicine  today 
and  in  the  future.” 

"Non-restricted"  Drugs  for  Welfare  Patients 

All  standard  medications  recognized  as  of  value 
in  the  management  of  mental  disorders  and  regu- 
larly7 used  in  the  care  of  mental  patients  who  are 
on  welfare  should  be  listed  in  the  Pharmaceutical 
Services  Guide  for  Oregon  Public  Welfare  Services 
as  “non-restricted”  items.  The  Committee  on  Phar- 
macy and  Drugs  made  this  recommendation  in  view 
of  present  difficulties  in  prescribing  medications  not 
listed  in  the  Welfare  Commission’s  Pharmaceutical 
Services  Guide.  If  the  drugs  are  not  listed  in  the 
Guide  the  prescribing  physician  must  under  present 
rules  request  an  “exception”  in  writing,  which  usu- 
ally entails  a delay  of  a week  or  more.  The  House 
of  Delegates  approved  the  committe’s  recommen- 
dation. 


Dues  Increase? 

Following  considerable  discussion  of  the  need 
for  a dues  increase  the  House  of  Delegates  voted 
that  this  matter  should  be  considered  at  the  Midyear 
Meeting  in  April  1969. 

A complete  summary  of  all  actions  of  the  House 
of  Delegates  can  be  obtained  from  Oregon  Medical 
Association  headquarters.  ■ 
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WASHINGTON 


Washington  State  Medical  Association — 444  n e.  ravenna  blvd.,  Seattle,  Washington  98us 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


Postgraduate  Symposium 


“Evaluation  and  Treatment  of  the  Obstructive 
Pulmonary  Syndromes”— a postgraduate  symposium 
to  be  presented  by  the  Virginia  Mason  Medical 
Center,  December  6. 

The  treatment  of  common  disorders  of  the  lungs, 
such  as  asthma,  bronchitis,  and  emphysema  has 
frustrated  physicians  for  many  years.  As  a group  of 
diseases,  they  account  for  the  majority  of  lung  dis- 
orders seen  by  physicians  and  are  the  cause  of  sig- 
nificant patient  morbidity.  It  is  the  purpose  of  this 
course  to  review  and  emphasize  simple  and  practical 
diagnostic  and  therapeutic  measures  needed  to  treat 
and  prevent  progression  of  the  chronic  obstructive 
pulmonary  syndromes. 

PROGRAM: 

9:30  am  Registration, 

8th  Floor  Auditorium,  The  Mason  Clinic 

10:00  am  Introduction  and  Outline  of  the 
Treatment  of  the  Obstructive 
Pulmonary  Syndromes— 

EDWARD  H.  MORGAN,  M.D. 

10:30  am  Origin  and  Nature  of  Obstructive 
Pulmonary  Syndromes:  Asthma, 
Bronchitis,  and  Emphysema— 

CARROLL  J.  MARTIN,  M.D. 


WILLIAM  B.  MITCHELL,  M.D. 

NEELY  E.  PARDEE,  M.D. 

EDWARD  H.  MORGAN,  M.D. 

11:30  am  Laboratory  Demonstrations  of  Recog- 
nition of  Obstructive  Syndromes, 
Including  Simple  Office  Techniques 
and  Pulmonary  Laboratory  Methods— 

CARROLL  J.  MARTIN,  M.D. 

SUSAN  TYLER,  B.S. 

WILLIAM  B.  MITCHELL,  M.D. 

1:30  pm  Allergy,  Nasal  Polyps,  Sinusitis,  Skin 
Tests,  Hyposensitizing  Vaccines, 
Immunological  Concepts— Their  Role  in 
Obstructive  Pulmonary  Syndromes— 

H.  ROWLAND  PEARSALL,  M.D. 


2:15  pm  Infection,  Antibiotics,  and  Corticosteroids 
in  Management  of  Obstructive 
Pulmonary  Syndromes— 

JOHN  D.  ALLEN,  M.D. 

3:15  pm  Inhalation  Therapy,  Physiotherapy, 
and  Rehabilitation— 

NEELY  E.  PARDEE,  M.D. 

WILLIAM  B.  MITCHELL,  M.D. 

ARTHUR  LENKO,  A.A.I.T. 

4:30  pm  Chest  Conference  of  the  Virginia  Mason 
Medical  Center 


11:00  am  Panel  Discussion  of  the  Concept  of 
Obstructive  Pulmonary  Syndromes— 
carroll  j.  martin,  m.d.,  Moderator 

JOHN  D.  ALLEN,  M.D. 


For  further  information,  contact  K.  R.  Wilske, 
M.D.,  Director,  Continuing  Education,  Virginia 
Mason  Medical  Center.  (This  program  is  approved 
for  AAGP  elective  credit.)  ■ 
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Psychiatrist  Appointed 


LIN'DBERG  S.  SATA,  M.D. 


Trustees  of  King  County-Harborview  Hospital 
and  the  University  of  Washington  recently  an- 
nounced appointment  of  Lindbergh  S.  Sata  as  psv- 
chiatrist-in-chief  for  the  hospital  and  associate  pro- 
fessor of  psychiatry  at  the  University. 

Dr.  Sata  will  head  planning  efforts  to  establish 
a community  mental  health  center  at  the  hospital, 
working  with  University  and  hospital  authorities 
to  bring  the  community  an  additional  sendee  facil- 
ity for  mental  patients. 

The  hospital  has  been  awarded  approximately 
one  million  dollars,  as  part  of  its  remodeling  pro- 
gram, for  construction  of  a mental  health  center 
which  will  include  day-care  and  night-care  pro- 
grams, 24-hour  emergency  service,  clinic  and  in- 
patient facilities.  It  will  emphasize  services  to 
areas  near  the  hospital  and  to  Seattle’s  south  end. 

By  its  participation  in  the  University’s  train- 
ing programs  for  psychiatrists,  nurses,  social  work- 
ers and  other  mental  health  specialists,  the  new 
center  will  contribute  trained  workers  for  mental 
health  centers  throughout  the  state. 

Dr.  Sata  has  been  director  of  the  Division  of 
Community  Psychiatry  of  the  Psychiatric  Institute 
of  the  University  of  Maryland,  Baltimore.  He 
obtained  his  medical  degree  and  psychiatric  train- 
ing at  the  University  of  Utah.  Dr.  Sata  has  been 
a consultant  to  the  Phipps  Clinic  of  Johns  Hopkins 
University,  and  to  the  National  Training  Laboratory 
for  Applied  Behavioral  Sciences,  Bethel,  Maine. 
While  in  Baltimore  he  was  a member  of  the  Mayor’s 
Committee  on  Suicide  Prevention,  and  the  advisory 
council  to  the  Maryland  State  Department  of 
Mental  Health.  ■ 
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A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) . 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to 

counteract  constipating  effect  of  iron)  100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  megm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid 0.05  mg 

Pantothenic  Acid 15  mg 

t Bottles  of  60 


anticostive,  adj.  ( anti  opposed  to 
4-  costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 
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Charity  1969 


Most  of  us  recall  the  days  when  pencil  sellers, 
apple  sellers,  blind  men  with  cups,  amputees 
with  begging-hats,  the  hungry,  the  thirsty,  the  wid- 
owed mothers,  orphans,  and  destitute  relatives  made 
direct  personal  appeals  for  charity.  Now  these  un- 
fortunates are  sheltered  by  government.  Likewise, 
a generation  ago  the  physician  was  expected  to, 
and  did,  give  much  of  his  time  to  charity.  My 
father  and  many  others  served  for  years  with  no 
pay  at  the  County  Hospital.  Many  people  in  his 
practice  were  not  charged,  and  from  those  who  were 
charged,  the  collection  loss  at  times  approached  50 
per  cent.  Now,  however,  the  modern  physician  is 
paid  for  almost  all  services,  and  County  Hospital 
has  become  Harborview,  the  community  hospital 
where  government  is  already  paying  for  physician 
services,  and  soon  by  law  will  be  paying  at  pre- 
vailing rates. 

What  then  has  become  of  the  spirit  of  contribu- 
tion, of  charity,  of  service  to  mankind?  These  are 
attributes  with  which  the  physician  should  be  par- 
ticularly endowed.  To  him  to  whom  much  has  been 
granted— in  natural  endowment  as  well  as  in  tem- 
poral rewards— much  is  expected.  Let  us  assume 
that  the  student  entering  years  of  medical  study  has 
some  nobility  of  purpose,  some  compassion,  some 
urge  to  contribute  to  the  common  good.  Let  us 


WILLIAM  E.  WATTS,  M.D. 


also  assume  that  these  traits  are  retained  to  some 
degree  through  life.  I believe  the  record  would 
show  that  they  are. 

What,  then,  is  Charity7  in  1969?  It  is  contributing 
in  the  style  of  1969.  It  is  offering  one’s  time  and 
talents  toward  the  relief  of  suffering  and  the  better- 
ment of  society.  Some  choose  the  route  of  direct 
personal  sacrifice  and  contribution,  by  missionary 
work.  Others  dedicate  their  lives  to  maintaining 
their  own  standards  of  medical  practice  at  the  high- 
est level.  But  it  is  another  group  of  donors  I salute, 
those  who  give  countless  hours  toward  impersonal 
and  common  goals  in  committees.  These  are  the 
physicians  with  a sense  of  involvement,  of  dedica- 
tion to  public  or  common  goals.  These  are  the 
physicians  that  raise  us  from  mere  expert  tech- 
nicians to  a respected  profession. 

Medical  society,  hospital,  charitable,  political, 
civic,  policy,  governmental,  or  other;  the  choice  is 
protean.  Such  service  can  be  frustrating,  fatiguing, 
time  consuming,  and  perverse.  Yet  with  continued 
application  one  sometimes  can  see  positive  results. 
This  is  Charity,  1969.  Join  the  givers.  ■ 
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1968  WSMA  House  of  Delegates 

Brief  Report  of  Actions 


More  than  2,000  physicians  and  guests  partici- 
pated in  the  79th  Annual  Convention  of  the  Wash- 
ington State  Medical  Association  in  Seattle’s  Olympic 
Hotel,  September  22-25,  1968. 

Innovative  round  table  discussions,  a special 
course  on  water  and  sodium,  and  a cancer  program 
complemented  a full  program  of  general  and  spe- 
cialty sessions  to  make  the  convention  a rewarding 
experience  in  continuing  medical  education. 

A dynamic  “Statement  to  the  Governor  and  the 
State  Legislature”  was  approved  and  demonstrates 
the  concern  of  physicians  with  respect  to  public 
policy  in  medical  and  health  concerns. 

Firm  and  progressive  positions  were  taken  on 
abortion  and  sterilization;  elimination  of  the  basic 
science  law;  child  and  maternal  health;  many 
medical-social  concerns;  and  a Department  of  Family 
Medicine  at  the  University  of  Washington  School 
of  Medicine  was  endorsed  with  offers  of  legislative 
and  public  support. 

Resolutions  were  passed  calling  for  labeling  of 
prescriptions;  coordinating  and  consolidating  state 
and  federal  health  agencies  and  programs.  Passage 
of  legislation  was  advocated  to  provide  relief  from 
an  untenable  malpractice  litigation  climate.  Tax  re- 
form was  supported  in  the  interest  of  providing 


adequate  financing  of  the  medical  and  health  serv- 
ices programs  of  state  government. 

Reports  and  statements  were  approved  in  the 
area  of  conservation  of  medical  and  health  care 
dollars  as  a responsibility  of  physicians  and  other 
providers  as  well  as  of  third  party  financiers  and 
government. 

The  actions  of  the  House  of  Delegates  at  its  final 
session  on  Wednesday,  September  25,  are  sum- 
marized in  the  following  report. 

new  officers  elected 

The  House  voted  the  following  physicians  into 
office: 

Elected  Robert  p.  parker,  Spokane,  president- 
elect; Stanley  w.  tuell,  Tacoma,  speaker,  House 
of  Delegates.  Re-elected  Charles  p.  larson,  Ta- 
coma, vice  president;  Robert  f.  l.  polley,  Seattle, 
assistant  secretary-treasurer;  robert  b.  hunter, 
Sedro  Woolley,  AMA  delegate;  waldo  o.  mills, 
Seattle,  AMA  delegate;  william  f.  mead,  Seattle, 
chairman  of  finance  committee.  All  become  mem- 
bers of  the  WSMA  Board  of  Trustees. 

Newly-elected  to  the  Board  of  Trustees  were: 

DONALD  H.  BOETTNER,  Bellingham;  PAUL  R.  LAUER, 
Everett;  alvin  j.  Thompson,  Seattle,  and  james  d. 
lambing,  Tacoma. 
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Re-elected  to  Board  of  Trustees  were:  a.  bruce 
baker,  Spokane;  clifton  e.  benson,  Bremerton; 
WILLIAM  BLACKSTONE,  Longview;  AMOS  BRATRUDE, 
Omak;  louis  s.  dewey,  Richland;  larue  s.  high- 
smith,  Spokane;  warren  j.  kraft,  Wenatchee;  w. 
Maurice  lawson,  Seattle;  Herbert  c.  lynch,  Yak- 
ima, and  j.  walfred  wallen,  Burlington. 

Hold-over  Trustees  are:  Robert  m.  bond,  Walla 
Walla;  peter  t.  brooks,  Walla  Walla,  AMA  dele- 
gate; DOUGLAS  P.  BUTTORFF,  TaCOma;  H.  PAUL 
dygert,  Vancouver;  donald  t.  hall,  Seattle,  chair- 
man, Medical  Defense  Committee;  john  r.  hogness, 
Seattle,  AMA  delegate;  carl  e.  mudge,  Seattle, 
secretary-treasurer;  Charles  d.  muller,  Bremerton, 
immediate  past  president;  harold  l.  tracy,  Moses 
Lake,  and  william  e.  watts,  Seattle,  president. 

important  actions 

In  other  actions,  the  House  of  Delegates: 

Adopted  a Proposed  Amendment  to  Article  IV, 
Section  4,  of  the  Constitution  which  makes  it  pos- 
sible for  physicians  not  American  citizens  to  become 
members  of  WSMA  and  county  medical  societies 
provided  they  meet  the  other  qualifications  for 
membership  as  are  contained  in  the  Constitution 
and  By-Laws,  and  provided  that  their  application 
for  membership  has  attached  a copy  of  their  decla- 


ration of  intention  to  become  a citizen  of  the  United 
States.  Such  non-citizen  membership  would  be  re- 
stricted to  a period  not  to  exceed  5 years  and  would 
terminate  six  months  after  admission  of  the  member 
to  membership,  at  which  time  the  member  would  be 
transferred  to  the  status  of  an  active  member. 

Accepted,  as  amended,  a first  reading  of  the  pro- 
posed revisions  to  the  Constitution.  The  proposed 
revisions  incorporate  “housekeeping”  changes,  elim- 
inate obsolete  provisions  and  unnecessary  and  con- 
fusing verbiage,  and  place  a few  sections  and  chap- 
ters in  new  sequence  to  provide  for  easier  under- 
standing of  membership  records  requirements  by 
the  Association  central  office  and  the  secretaries  and 
treasurers  of  county  medical  societies.  These  will 
be  published  at  least  twice  before  the  next  session 
of  the  House  of  Delegates  in  the  official  journal, 
northwest  medicine,  and  submitted  to  the  1969 
House  of  Delegates  for  final  vote.  It  was  the  opin- 
ion of  the  House  that  the  vast  majority  of  proposed 
changes  were  non-controversial  and  beneficial  to 
the  Association. 

Adopted,  as  amended,  proposed  revisions  to  the 
By-Laws,  except  for  the  portions  relating  to  the 
Constitution  and  thereby  dependent  on  its  final  vote 
by  the  1969  House  of  Delegates.  The  revisions  be- 
come effective  immediately.  Several  major  changes 
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were  made  in  the  By-Laws.  The  most  important 
action  of  the  revised  By-Laws  will  abolish  three 
current  standing  committees—  ( 1 ) Committee  on 
Medical  Economics;  (2)  Committee  on  Public  Re- 
lations; and  (3)  Committee  on  State  Department 
of  Health  (Advisory),  and  create  a new  “Commis- 
sion on  Government  Programs The  “Commission,” 
to  consist  of  five  members,  will  perform  the  follow- 
ing functions:  (1)  provide  continuing  information 
to  the  executive  committee  on  current  aspects  of 
government  programs  as  they  relate  to  medicine; 
(2)  serve  as  liaison  between  the  executive  com- 
mittee and  those  WSMA  members  serving  on  vari- 
ous government  programs;  (3)  serve  as  liaison 
between  the  various  existing  committees  primarily 
relating  to  government  in  medicine,  and  to  act  in 
an  advisory  capacity  to  all  WSMA  committees  in 
their  problem  relating  to  government  in  medicine; 
(4)  provide  reports  to  the  House  of  Delegates  re- 
garding each  of  the  government  programs  related 
to  medicine;  (5)  recommend  action,  where  indi- 
cated, by  the  WSMA  in  matters  relating  to  govern- 
ment in  medicine;  and  (6)  monitor  pending  pro- 
grams relating  to  government  in  medicine. 

Another  revision  will  change  the  name  and  pur- 
pose of  the  present  Committee  on  Graduate  Medical 
Education.  This  Committee  will  become  the  Com- 
mittee on  “Continuing  Medical  Education.”  Its 
function  will  be  to  act  in  conjunction  with  the  Uni- 
versity of  Washington  School  of  Medicine,  the 
Washington/Alaska  Regional  Medical  Program  and 
other  interested  parties  in  developing  postgraduate 
courses  and  other  instructions  for  the  component 
societies  and  the  members  of  the  Association. 

As  with  a number  of  the  proposed  revisions  to 
the  Constitution,  a number  of  the  proposed  revisions 
to  the  By-Laws  are  similar  “housekeeping”  changes 
eliminating  obsolete  provisions  and  unnecessary 
language. 

foundation  and  related  programs 

Reports  on  Regional  Medical  Programs  and  Com- 
prehensive Health  Planning  were  filed  as  informa- 
tional. 

An  informational  oral  report  on  the  Washington 
State  Medical  Education  and  Research  Foundation 
was  provided  by  Roland  D.  Pinkham,  president  of 
the  Foundation.  Indications  are  that  continuing 
coordination  between  the  Regional  Medical  Pro- 
grams, Comprehensive  Health  Planning  and  the 
Foundation  is  essential.  The  physician  membership 
of  the  advisory  boards  will  continue  to  work  in 
this  regard.  The  House  of  Delegates  was  impressed 
with  the  value  of  the  current  policy  of  the  Wash- 
ington State  Medical  Association  in  being  involved 
actively  in  the  many  areas  of  governmental  and 
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social  concern  and  urges  continuation  of  this  atti- 
tude. Dr.  Pinkham  was  commended  for  his  report. 

AMA  delegates 

Filed  with  commendation,  a report  of  the  AMA 
delegates.  The  effective  work  of  the  AMA  delegates 
was  noted,  and  recognition  was  given  to  the  fact 
that  three  of  our  AMA  Delegates  serve  on  several 
AMA  Reference  Committees,  and  another  was 
elected  to  an  important  AMA  Council. 

board  of  trustees 

Assessment  of  1965  — Adopted  a statement  of 
policy  presented  by  the  Board  of  Trustees  with 
regard  to  non-payment  of  the  mandatory  assessment 
of  $30  levied  per  each  active  member  by  a special 
session  of  the  House  of  Delegates  on  February  21, 
1965,  which  declares: 

A.  “That  those  members  who  have  not  paid  the 
assessment  on  the  basis  of  principle  may  direct 
that  this  assessment  be  paid  to  either  the 
Washington  State  Medical  Education  and  Re- 
search Foundation  or  the  American  Medical 
Association  Education  Research  Foundation. 
In  the  case  of  the  latter  designation,  the  pay- 
ment may  be  assigned  to  the  medical  school 
of  the  member’s  choice. 

B.  “That  a copy  of  these  statements  of  policy  be 
mailed  to  each  member  who  has  not  yet  paid 
the  assessment; 

C.  “That  the  Board  of  Trustees  be  directed  to 
diligently  pursue  this  by  utilizing  this  state- 
ment of  policy  and  such  other  measures  as 
they  deem  appropriate.  The  House  is  of  the 
strong  opinion  that  the  matter  should  be  con- 
cluded before  the  next  annual  meeting.” 

vehicle  safety 

Adopted  as  amended  the  Annual  Report  of  the 
Committee  on  Vehicle  Safety  wherein  it  recom- 
mends that:  (1)  the  work  of  the  Committee  be 
continued  and  consideration  be  given  to  providing 
it  with  standing  committee  status  with  appropriate 
rotation  of  membership;  (2)  that  WSMA  commend 
the  Woman’s  Auxiliary  of  the  WSMA  for  the  suc- 
cessful signature  drive  for  Initiative  242,  and  the 
WSMA  give  all  possible  assistance  to  the  passage 
of  this  initiative  on  the  ballot  in  the  November 
general  election;  and  (3)  the  WSMA  disapprove 
officially  of  the  language  of  House  Bill  #532  calling 
for  a physician’s  “unqualified  statement,”  and  that 
a bill  to  delete  the  offensive  portion  of  the  measure 
be  supported  in  the  next  session  of  the  legislature. 

quackery  and  harmful  acts 

Adopted  the  Annual  Report  of  the  Committee  on 
Quackery  & Harmful  Acts  recommending  that  “the 
WSMA  membership  be  made  aware  of  the  existence 
and  purpose  of  this  Committee  and  be  encouraged 
to  report  quackery  or  questionable  health  schemes 
to  the  Committee  for  investigation  and  report  to  the 


proper  state  or  local  public  or  private  agency  con- 
cerned with  such  matters.” 

emergency  medical  services 

Adopted  the  Annual  Report  of  the  Committee  on 
Emergency  Medical  Services  wherein  it  recommends 
specifically  that  “the  WSMA  support  legislation  to 
establish  a statewide  system  of  ambulance  regis- 
tration; minimum  standards  for  ambulance  equip- 
ment and  inspection;  and  training  and  supervision 
mechanisms  for  ambulance  personnel.” 

aging  population 

Adopted  the  Annual  Report  of  the  Committee 
on  Aging  Population  wherein  it  was  recommended 
that  dissemination  of  information  on  mind  expand- 
ing drugs  for  the  elderly  should  be  done  on  a local 
basis  through  county  medical  societies  or  local  hos- 
pital medical  staffs.  Consideration  should  be  given 
to  including  mind  expanding  drugs  for  the  elderly 
as  a topic  for  some  future  statewide  conference  of 
physicians. 

public  laws 

Adopted  as  amended  with  commendation,  the 
Annual  Report  of  the  Committee  on  Public  Laws 
wherein  specific  recommendations  were  made  on 
the  following  health  legislative  issues  that  may  be 
introduced  during  the  1969  Legislative  Session: 

1.  ABORTION— that  the  WSMA  supports  reform 
of  the  current  laws  relative  to  abortion  in  the  state 
of  Washington  utilizing  the  following  guidelines: 

a.  The  criminal  abortion  laws  should  be  made 
inapplicable  to  licensed  physicians,  including 
osteopathic  physicians,  and  inapplicable  to 
women  under  the  care  of  a physician; 

b.  Any  termination  of  a pregnancy,  except  in  a 
medical  emergency,  should  be  performed  in 
a hospital  accredited  by  the  Toint  Commission 
on  Accreditation  of  Hospitals  or  at  a medical 
facility  approved  for  such  purposes  by  the 
State  Board  of  Health; 

c.  No  hospital,  physician  or  other  person  object- 
ing to  the  termination  of  a pregnancy  would 
have  any  legal  obligation  to  perform  or  assist 
in  performance  of  such  a procedure. 

2.  ABUSED  CHILD-  that  the  work  of  the 
WSMA  Maternal  & Child  Welfare  Subcommittee 
on  the  Abused  Child  be  commended;  that  the 
WSMA  support  the  Protective  Service  Division  of 
the  State  Department  of  Public  Assistance  in  its 
programs  and  budget  requests  and  supports  the 
concept  of  “permissive”  reporting  of  suspected 
cases  of  abused  children. 

3.  AIR  U WATER  POLLUTION  - that  the 
WSMA  support  the  Washington  Clean-Air  Act 
enacted  by  the  1967  Washington  State  Legislature 
and  similar  legislation  as  introduced. 

4.  ALCOHOLISM— that  the  WSMA  review  legis- 
lation relative  to  alcoholism  as  it  is  introduced  and 
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continue  its  work  with  the  State  Health  Depart- 
ment and  other  interested  groups  on  legislation 
dealing  with  the  problems  of  alcoholism,  as  it  has 
done  in  past  legislative  sessions. 

5.  ANIMAL  CARE— that  the  WSMA  support  the 
following  recommendations  to  the  Legislative  Coun- 
cil Committee  on  Public  Assistance  and  Health 
relative  to  animal  care: 

a.  That  the  Legislative  Council  investigate  the 
need  for  legislation  that  will  set  standards  for 
the  maintenance  and  operation  of  municipal 
pounds  and  humane  societies.  Such  legislation 
to  carry  no  provisions  for  making  animals 
available  for  research. 

b.  That  the  University,  WSMA,  State  Veterinary 
Medical  Association  work  with  the  State  De- 
partment of  Agriculture,  county  and  city  offi- 
cials and  the  Legislative  Council  to  develop 
legislation  or  a program  to  make  animals 
available  from  municipal  pounds  and  the  gen- 
eral public  to  certified  research  institutions. 
Such  legislation  to  exclude  pounds  operated 
by  humane  societies.  Also,  call  attention  to  the 
increasing  trend  of  research  facilities  toward 
breeding  and  rearing  their  own  animals. 

6.  AUTO  SAFETY— that  the  medical  profession 
be  actively  involved  in  legislation  dealing  with  auto- 
motive safety,  and  that  physicians  and  auxiliary 
members  on  an  individual  basis  support  and  provide 
every  effort  for  the  passage  of  Initiative  242  at  the 
November  5 general  election. 
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7.  BASIC  SCIENCE— that  because  the  present 
Basic  Science  Act  no  longer  fulfills  its  original  in- 
tent, the  WSMA  support  its  repeal  and  that  until 
the  Basic  Science  Act  is  repealed,  the  Professional 
Licensing  Division  of  the  State  Department  of  Mo- 
tor Vehicles  be  urged  to  cease  reciprocity  with  states 
which  present  inadequate  Basic  Science  examina- 
tions. 

8.  BLOOD  AND  BLOOD  BANKS  - that  the 
WSMA  Ad  Hoc  Committee  on  Blood  and  Blood 
Banks  continue  to  consider  the  problems  involved 
in  implied  warranty  of  infused  blood  and  use  of 
human  tissue  and  that  recommendation  for  action 
in  this  area  be  made  to  the  Board  of  Trustees  of  the 
Washington  State  Medical  Association  no  later  than 
the  time  of  the  1969  Annual  Meeting. 

9.  BUDGET— that  the  WSMA  respond  to  sincere 
requests  from  various  health  agencies  for  advice  on 
budgetary  matters. 

10.  CHIROPRACTIC— that  the  WSMA  remain 
alert  to  all  legislative  efforts  of  the  chiropractors. 

11.  CORONER— that  the  WSMA  continue  its 
support  of  the  establishment  of  a statewide  medical 
examiner  system. 

12.  COST  OF  CARE— that  the  WSMA  work 
with  the  Governor  and  committees  of  the  State 
Legislature  and  other  health  vendors  in  a thorough 
study  of  the  cost  of  health  care  during  the  1969-71 
biennium. 

13.  DRUGS— that  the  WSMA  carefully  review  all 
drug  legislation  and  that  the  AMA  Compendium 
on  Drugs  be  used  as  a guideline. 

14.  DRUG  ABUSE— that  the  WSMA  support 
responsible  drug  abuse  legislation. 

15.  EYE  LEGISLATION- that  the  WSMA  en- 
dorse and  introduce  legislation  upgrading  the  edu- 
cational requirements  of  optometrists,  and  deleting 
from  the  Optometric  Act  the  authority  for  optom- 
etrists to  diagnose  for  a pathological  condition, 
thereby  practicing  medicine. 

16.  FLUORIDATION- that  the  WSMA  continue 
its  endorsement  of  fluoridation  of  water  supplies, 
and  that  legislation  to  achieve  fluoridation  of  water 
supplies  be  enacted  at  the  highest  possible  level  of 
government  responsible  for  the  control  of  the  water 
supply. 

17.  GOOD  SAM ARIT AN— Because  the  WSMA 
did  not  sponsor  good  Samaritan  legislation  in  1967 
due  to  the  difficulty  in  passing  such  a bill,  and 
because  a need  for  this  legislation  has  not  been 
demonstrated,  the  WSMA  makes  no  recommenda- 
tions. 

18.  HEALTH  DEPARTMENT -that  the  WSMA 
Executive  Committee  meet  with  representatives  of 
the  State  Health  Department  this  fall  and  review 
its  proposed  legislative  program. 


* 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 

b-*  , 
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19.  HOSPITALS— that  the  WSMA  favor  the  fol- 
lowing possible  legislation  by  the  State  Hospital 
Association:  1.  confidential  status  of  data  of  tissue 
committee  or  other  medical  committees;  and  2.  im- 
munity for  physicians  and  hospitals  involved  in  tis- 
sue, medical  audit  and  utilization  review  committee 
activities.  The  WSMA  also  reaffirms  its  position 
that  it  supports  licensing  of  intermediate  health  care 
facilities. 

20.  COUNTY  HOSPITALS-The  State  Legisla- 
tive Council  has  had  under  study,  but  has  made 
no  recommendations  on  the  future  financing  of 
county  hospitals.  Therefore,  the  WSMA  makes  no 
recommendations. 

21.  INSTITUTIONS— that  the  appropriate  WSMA 
Committee  continue  review  of  the  proposed  legis- 
lative program  of  the  Department  of  Institutions. 

22.  LABOR  AND  IN  DU  ST  RI  ES-that  the 
WSMA  support  and  sponsor  legislation  which  would 
require  practitioners  treating  industrial  insurance 
cases  to  be  graduates  of  an  institution  recognized 
by  one  or  more  of  the  national  accrediting  agencies 
recognized  by  the  various  institutions  of  higher 
learning.  Other  areas  of  possible  legislation  relating 
to  the  Department  of  Labor  and  Industries  are  be- 
ing considered  by  the  WSMA  Industrial  Insurance 
Subcommittee  on  Legislation  and  will  be  reviewed 
by  the  WSMA  Public  Laws  Committee. 

23.  LABORATORY  TECHNICIANS- The  Wash- 
ington Chapter  of  the  American  Society  of  Medical 
Technology  is  expected  to  introduce  legislation  dur- 
ing 1969  calling  for  the  licensing  of  medical  labora- 
tory technicians.  The  WSMA  will  continue  to  care- 
fully scrutinize  any  such  proposed  legislation. 

24.  MALPRACTICE  INS  URAN CE- that  the 
WSMA  support  proposed  legislation  which  would 
amend  the  present  legislation  governing  malpractice 
insurance,  specifically  an  act  relating  to  evidence  in 
malpractice  action,  relating  to  the  burden  of  proof 
which  would  add  a new  section,  and  possible  legis- 
lation relating  to  actions  against  medical  review 
committees. 

25.  MASSEURS-that  the  WSMA  carefully  re- 
view all  legislation  introduced  by  individuals  op- 
erating massage  parlors  calling  for  licensing,  but 
that  the  WSMA  not  become  involved  in  the  legis- 
lation unless  necessary. 

26.  MEDICAL  PRACTICE  ACT-that  the 
WSMA  support  any  legislation  similar  to  House 
Bill  #562  passed  by  the  1967  legislature  and  en- 
dorse the  concept  that  the  privilege  of  practicing 
medicine  can  best  be  controlled  by  the  Medical 
Examining  Board. 

27.  MD-DO  MERGER- that  the  WSMA  care- 
fully review  all  legislation  introduced  in  this  area. 

28.  RESEARCH— that  the  WSMA  supports  the 


program  and  studies  by  the  Department  of  Environ- 
mental Medicine  at  the  University  of  Washington 
on  the  incidence  of  emphysema  and  heart  disease 
among  workmen. 

29.  PUBLIC  ASSISTANCE,  DEPARTMENT 
OF— that  the  WSMA  continue  to  work  with  the 
Department  of  Public  Assistance  in  an  advisory 
capacity;  that  the  House  recognizes  the  hard  work 
and  excellent  liaison  of  Waldo  O.  Mills  and  Alfred 
L.  Skinner  along  with  the  excellent  cooperation  of 
the  officers  and  staff  of  Washington  Physicians  Serv- 
ice in  working  with  the  Department. 

multiphasic  screening 

Adopted  as  amended  the  Annual  Report  of  the 
Ad  Hoc  Committee  on  Multiphasic  Screening 
wherein  it  recommended  that  the  WSMA  adopt  the 
policy  that  examination  of  an  individual  or  indi- 
vidual member  of  a group  involves  (a)  a medical 
history,  (b)  physical,  and  (c)  indicated  laboratory 
examinations.  Such  examination  should  begin  with 
the  personal  physician  and  he,  and  he  alone,  should 
determine  which,  if  any,  laboratory  procedures  shall 
be  performed.  The  Ad  Hoc  Committee  will  further 
investigate  this  type  of  procedure.  Physicians  inter- 
ested in  any  phase  of  mass  multiphasic  screening 
programs  are  encouraged  to  contact  the  WSMA. 


ACCURATE  - EASY  - SIMPLE 
NO  STETHESCOPE  - NO  GUESSING 


Read  blood  pressure  electronically 
with  SPHYGMOSTAT  ELECTRONIC 
BLOOD  PRESSURE  METER 


Precise  indication,  systolic  ond  diastolic  by  sight 
or  by  sound  or  both.  Lifetime  guarantee 

MODERN  - EFFICIENT  - RELIABLE 

Write  for  information: 

Name 

Address 

Zip 

CHARLES  B.  KRAUSI 

Route  1,  Box  313 
Graham,  Washington  98338 
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pathology  billing  studies 

Adopted  as  amended  the  Annual  Report  of  the 
Ad  Hoc  Committee  on  Pathology  Billing  Studies 
wherein  the  following  recommendations  were  made: 

1.  That  all  physicians  should  attempt  whenever  pos- 
sible to  follow  the  judicial  council  ruling  of  the 
AM  A with  regard  to  bill  procedure  for  laboratory 
services;  2.  That  when  it  is  not  feasible  to  follow 
individual  billing,  a physician’s  bill  should  be  con- 
sistent with  any  pathologist’s  laboratory  charge; 
3.  That  an  elaborated  legal  opinion  be  requested 
with  particular  reference  to  the  possible  situation 
of  a physician  charging  a patient  more  for  a labora- 
tory procedure  than  the  physician’s  cost  and  the 
laboratory  charge;  and  4.  That  the  WSME&RF 
continue  its  efforts  towards  a comprehensive  study 
of  cost  accounting  procedures  for  the  physician’s 
practice. 

statement  of  the  WSMA  to  the  Governor 
and  the  Legislature 

Adopted  with  commendation  a “Statement  to 
the  Governor  and  the  Legislature”  recommending 
“guideposts”  for  health  care  in  the  State  of  Wash- 
ington to  assure  the  highest  possible  level  of  health 
care  for  all  citizens.  The  recommendations  and 
guiding  principles  cover  the  provision  of  health  care 
in  the  fields  of:  Mental  illness,  alcoholism  and  drug 
addiction;  aging;  the  demand  for  physician  services; 
occupational  safety  and  health;  maternal  and  child 
health  services;  environmental  health  drugs;  and 
health  care  costs. 

mental  health 

Adopted  as  amended  the  Annual  Report  of  the 
Committee  on  Mental  Health  wherein  it  recom- 
mends continuing  and  active  support  by  the  WSMA 
in  the  implementation  and  development  of  com- 
munity-oriented mental  health  programs,  and  that 
the  WSMA  urge  the  appropriate  state  and  local 
agencies  to  provide  adequate  funding  for  these 
programs;  continued  effort  to  provide  psychiatric 
coverage  in  prepaid  health  insurance  plans  and 
under  Title  19;  and  continued  efforts  to  promote 
closer  and  more  effective  communication  between 
the  WSMA  and  the  Department  of  Institutions, 
Division  of  Mental  Health. 

maternal  and  child  welfare 

Adopted  with  commendation  the  Annual  Report 
of  the  Committee  on  Maternal  & Child  Welfare 
wherein  the  following  recommendations  were  made: 

1.  That  the  name  of  this  Committee  be  changed 
to  the  “Maternal  & Child  Health  Committee,”  with 
its  purpose  to  study  problems  related  to  maternal 
and  child  care  and  make  recommendations  to  the 


WSMA  for  the  improvement  of  the  maternal  and 
child  health  status. 

2.  That  a new  “Infant  Mortality  Subcommittee” 
be  appointed. 

3.  That  the  name  of  the  Subcommittee  on  Sud- 
den Deaths  of  Infants  be  changed  to  “Subcommit- 
tee on  Sudden  Infant  Death”  with  the  purpose  of 
promoting  a statewide  program  of  home  visits  by 
a public  health  nurse  to  each  family  which  loses  a 
child  to  sudden  death  syndrome.  Other  specifica- 
tions for  subcommittee  structure  and  implementa- 
tion were  outlined. 

prepaid  medical  care 

Adopted  as  amended  with  commendation  the  An- 
nual Report  of  the  Committee  on  Prepaid  Medical 
Care  wherein  the  following  recommendations  were 
made: 

1.  That  the  WSMA  encourage  the  Washington 
Physicians  Service  and  medical  service  bureaus  to 
extend  and  expand  health  insurance  coverage  for 
mental  illness  and  alcoholism  based  on  actuarial 
knowledge  and  giving  consideration  to  the  value  of 
self-participation  and  co-insurance  on  the  part  of 
patients  being  treated  for  these  illnesses; 

2.  That  the  WSMA  support  the  over-all  policy  of 
the  AMA  with  regard  to  health  care  costs  as  con- 
tained in  the  “Statement  of  the  Washington  State 
Medical  Association  to  the  Governor  and  the  Legis- 
lature;” and  endorse  the  stand  taken  by  the  AMA 
in  regard  to  tax  credits  for  health  insurance  pre- 
miums, and  that  consideration  be  given  to  sub- 
vention for  those  who  pay  no  income  tax  and  who 
do  not  qualify  for  assistance  under  Title  XIX. 

3.  That  the  WSMA  support  the  stand  of  the 
Washington  Physicians  Service,  in  conjunction  with 
the  33  other  Blue  Shield  Carriers  for  Part  B under 
Medicare,  in  opposing  the  concept  of  “government 
ownership”  of  all  of  the  Part  B records  and  profiles. 

The  House  also  adopted  a statement  of  re- 
affirmation of  Resolution  #4  and  Resolution  #8  of 
1967  recommending  that  individual  physicians 
should  continue  to  bill  government  agencies,  in- 
cluding the  Department  of  Public  Assistance,  the 
physician’s  usual,  customary  and  reasonable  fee. 

resolutions 

The  following  action  was  taken  on  resolutions 
presented  to  the  House: 

1.  Adopted  a resolution  on  “Department  of  Fam- 
ily Medicine”  resolving  that  the  WSMA  endorse  the 
establishment  by  the  University  Medical  School,  of 
a Department  of  Family  Medicine  and  assist  in  any 
way  possible  in  representing  this  need  to  the  state 
administration  and  the  state  legislature. 

2.  Adopted  as  amended  a resolution  on  “Discon- 
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tinuation  of  Hospital  Discharge  Summaries”  where- 
in it  was  resolved  that  the  WSMA  urge  the  AMA 
representative  to  the  Joint  Commission  on  Hospital 
Accreditation  to  recommend  that  discharge  sum- 
maries be  discontinued  as  a requirement  for  accredi- 
tation of  a hospital  in  the  interest  of  conserving 
physician  time  and  reducing  health  care  costs. 

3.  Adopted  a resolution  on  “Labeling  of  Prescrip- 
tions” resolving  that  the  WSMA  urge  the  Washing- 
ton State  Pharmaceutical  Association  to  request  the 
pharmacists  of  the  state  of  Washington  to  routinely 
label  all  dispensed  prescriptions  by  name  as  ordered 
unless  specifically  requested  otherwise  by  the  re- 
spective physician.  The  House  also  recommended 
that  the  WSMA  Central  Office  notify  all  members 
by  letter  of  the  adoption  of  this  resolution. 

4.  Adopted  a resolution  on  “Coordination  and 
Consolidation  of  State  and  Federal  Health  Agencies 
and  Programs”  wherein  it  was  recognized  that  be- 
cause fragmentation  and  duplication  of  adminis- 
tration among  federal  and  state  medical  programs 
resulted  in  unnecessary  costs  and  diversion  of  ap- 
propriated funds  from  medical  service  or  research 
to  bureaucratic  expenditure,  it  was  resolved  that 
the  WSMA  urge  the  coordination  and  consolidation 
of  these  multiple  administrations. 

5.  Adopted  as  amended  a resolution  on  “Drug 
Compendium”  wherein  concern  was  expressed  about 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  comoounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 
Lederle  Laboratories,  Pearl  River.  New  York  10965  4 06-8 


dxovcrn  cdfitt 


FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 

Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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the  necessity  of  a Drug  Compendium  now  before 
the  Congress  which  might  result  in  the  possible  re- 
striction of  prescribing  drugs,  and  resolved  that  the 
WSMA  urge  the  Congress  of  the  United  States  to 
delay  final  consideration  of  this  matter  until  thor- 
ough investigation  of  all  problems  associated  with 
such  a Drug  Compendium  can  be  considered 
through  hearings  and  study. 

6.  Adopted  as  amended  a resolution  on  “Tax 
Reform”  wherein  it  was  recognized  that  the  present 
system  of  public  assistance  medical  care  is  inade- 
quately funded  to  provide  necessary  care,  and  that 
no  remedy  for  this  situation  is  in  sight  until  such 
time  as  the  financing  of  state  government  is  put  on 
a sounder  basis,  therefore,  the  Resolution  resolves 
that  the  WSMA  endorse  the  principle  of  tax  reform. 

7.  Adopted  as  amended  a resolution  on  “Medical 
Malpractice  Legislation”  wherein  it  resolves  that 
the  WSMA,  through  its  Executive  Committee,  urge 
the  insurance  industry  in  consultation  with  the 
WSMA,  to  consider  submission  of  a resolution  to 
the  legislature  of  the  state  of  Washington  recom- 


mending that  a study  be  made  by  the  appropriate 
committee  or  subcommittee  of  the  legislature  re- 
garding the  medical  malpractice  situation  existing 
in  the  state  of  Washington. 

8.  Adopted  as  amended  a resolution  on  “Tax 
Benefits”  wherein  it  was  resolved  that  the  WSMA 
invite  the  Washington  State  Dental  Association  and 
the  Washington  State  Bar  Association  to  join  in 
urging  the  Washingon  State  Legislature  to  expedite 
passage  of  a law  permitting  licensed  professionals 
to  incorporate  for  tax  benefit  purposes  should  they 
desire. 

9.  Adopted  by  unanimous  consent,  a resolution 
honoring  Alfred  O.  Adams,  Spokane  physician  and 
legislator,  resolving  that  the  Washington  State 
Medical  Association,  speaking  for  the  physicians  of 
this  state,  express  to  Dr.  Adams  their  deep  gratitude 
and  thanks  for  his  dedication  and  contribution  to 
his  profession  and  to  his  state.  Dr.  Adams  recently 
completed  his  16th  year  as  a highly  respected  mem- 
ber of  the  Washington  State  Legislature  from  which 
he  is  now  retired.  ■ 
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PRESIDENTS  Address 


CHARLES  D.  MULLER,  M.D. 

The  Involvements  of  WSMA 


Organized  medicine  is  faced  with  numerous 
proposals  designed  to  change  the  American 
system  of  health  care.  WSMA  is  involved  and  will 
continue  to  participate  in  this  decision-making 
process.  The  continuation  of  previous  programs 
and  the  initiation  of  new  activities  provides  the 
executive  committee,  the  trustees,  40  committees,  27 
component  medical  societies,  the  central  office  staff 
and  the  foundation  with  an  abundance  of  involve- 
ment. 

When  considered  as  a whole  this  is  perceived  as 
a myriad  of  actions  aimed  at  our  goals  and  ob- 
jectives. These  can  be  summarized  as  “to  maintain 
and  improve  the  position  of  individual  physicians, 
and  physicians  as  a group,  in  our  society  in  a status 
favorable  to  the  maintainance  of  high-quality  health 
care  standards  in  the  interests  of  patients;  and  to 
provide  the  maximum  possible  quantity  of  such  care 
to  patients.” 

During  1967  and  1968,  our  task  was  to  combine 
these  diverse  goals  into  a meaningful  working  mass. 
Our  trustees,  officers  and  membership  donated  time, 
talent  and  energy  in  the  pursuit  of  these  goals. 
Everyone  did  their  best  by  fulfilling  their  roles  in- 
dividually and  collectively.  This  “do-it-yourself”  or- 
ganization worked  for  a better  WSMA  image  and 
more  involvement  in  political  and  community  af- 
fairs. Continually  we  were  counselled,  advised,  in- 
formed and  aided  by  our  concerned  experienced  ad- 
ministrative staff. 

Involvement  was  the  keynote  of  the  past  year. 
WSMA  growth  in  both  numbers  and  activities  de- 
manded this.  If  we  dare  read  the  social  barometer, 
we  can  only  forecast  more  of  the  same. 


Now  who  needs  to  contrive  drama  in  a world  of 
ghetto  rebellion,  starvation  and  Vietnam?  The  years 
1967  and  1968  have  been  years  of  unrest  for  the 
nation,  the  campuses  and  the  cities.  Restlessness 
became  a search  for  questions  and  answers. 

Could  this  happen  to  us?  To  our  families?  To 
our  way  of  life?  In  such  a climate,  we  as  physicians 
and  citizens  are  involved.  As  an  organization  our 
involvement  concentrates  on  taking  part  in  change, 
rather  than  resisting.  And  in  leading  events,  rather 
than  reacting  to  them. 

As  physicians,  we  wonder  what  the  response  of 
the  public  and  our  legislators  will  be.  They  can  be- 
gin serious  work  examining  some  of  the  old  as- 
sumptions about  cities,  poverty,  welfare,  health  care 
and  the  plight  of  the  black  man.  Or  they  can  ig- 
nore their  failure  and  bundle  up  a new  batch  of 
welfare  and  uplift  programs. 

Our  involvements  and  the  stated  intent  of  gov- 
ernmental officials  divulge  that  changes  in  the  or- 
ganization, delivery  and  financing  of  health  care 
will  occur.  A new  pattern  of  health  care  is  ap- 
pearing. Surgeon  General  William  Stewart  said, 
“The  real  challenge  before  the  nation  is  the  ful- 
fillment of  a newly  acknowledged  right  of  every 
American— the  right  of  access  to  quality  health 
care.”  Governor  Dan  Evans  said,  “Good  health 
comes  very  close  to  being  the  number  one  human 
priority  . . . yet  for  all  its  importance,  good  health 
also  comes  very  close  to  being  our  most  mismanaged 
resource  ...  a basic  and  essential  human  need 
which  we  have  built  into  a complex  and  expensive 
public  dilemma.”  Yet,  the  health  care  situation  is 
too  complex  and  fluid  to  be  confined  to  any  single 
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path  of  evolution.  We  can  hope  that  the  frame  of 
democracy  is  flexible  and  strong  enough  to  mold 
it  for  the  benefit  of  the  nation,  its  citizens,  and 
our  patients. 

Our  early  experiences  in  the  planning  process 
indicate  that  in  spite  of  the  seriousness  of  our  en- 
vironmental and  health  care  problem,  the  health 
care  effort  still  consists  largely  of  words.  Accom- 
plishment has  been  relatively  and  disturbingly  small. 
Basically,  health  care  is  a social  problem.  Better- 
ment requires  changes  in  habit  and  thinking,  and 
a willingness  to  pay  both  in  dollars  and  in  freedom 
of  action.  Given  that  willingness,  technical  obstacles 
could  be  overcome;  without  the  one  the  other  will 
always  hold  us  back.  Social  change  is  a slow  process; 
perhaps  we  cannot  change  quickly  enough. 

These  statements  and  the  observations  of  physi- 
cians participating  on  advisory  committees  bring  us 
to  wonder:  What  is  the  health  care  policy  of  the 
United  States?  The  need  to  develop  a more  positive 
health  policy  than  mere  response  to  crisis  is  be- 
coming more  evident.  What  are  we  receiving  in 
effectivity  and  results  from  such  politically  gen- 
erated programs  like  Medicare,  Heart  Disease,  Can- 
cer and  Stroke:  Where  is  our  system  of  priority? 
The  impression  that  modern  health  care  has  length- 
ened the  individual  human’s  life  span  is  really  not 
supported  by  vital  statistical  or  biological  evidence. 

The  health  problems  of  today  and  tomorrow  are 
very  different.  They  are  social,  economic  and  man- 
agerial problems  with  some  related  medical  aspects. 
Our  current  and  future  concerns  direct  our  atten- 
tions to  an  understanding  of  the  techniques  of 
analysis  and  the  professionals  in  these  fields.  In  so 
doing,  the  work  of  these  disciplines  will  compel 
all  in  the  health  care  field  to  analyze  our  so-called 
conventional  wisdom  more  critically.  We  may  be 
in  for  some  surprises  and  shocks.  We  will  find  it 
necessary  to  demonstrate  to  other  disciplines  that 
what  we  are  doing  is  sound,  realistic,  productive, 
and  capable  of  attracting  capital  and  operating  in- 
come. 

Experiences  with  economists  reveal  their  concerns 
about  the  dynamics  of  payment  for  service  from  the 
public.  They  stress  the  need  for  keeping  intact  the 
incentives  responsible  for  current  payment,  while 
seeking  new  methods  for  obtaining  dollars  from  the 
people  to  pay  for  additions  to  comprehensiveness 
in  health  care  and  treatment.  “Don’t  forget,’’  they 
say,  “if  you  don’t  have  the  people  paying,  you 
aren’t  going  to  be  able  to  do  anything.  In  fact,  you 
could  go  backwards  in  the  face  of  competitors  who 
are  after  the  same  private  and  public  dollars  to 
do  a job!” 

We  have  heard  educational  psychologists  serious- 
ly question  the  effectiveness  of  automated  diagnosis 


and  the  use  of  assistant  physicians.  And  we  have 
heard  sociologists  argue  with  economists  regarding 
favored  treatment  for  the  so-called  economically 
valuable  patient.  Involvement  with  these  disciplines 
is  challenging  as  we  move  into  an  era  when 
new  tools  of  analysis  will  be  applied  to  both  public 
and  private  health  services.  Yet,  in  such  a process, 
none  in  the  health  professions  can  remain  silent. 
We  recognize  the  vital  necessity  of  making  inputs 
so  that  patients  and  their  needs  will  be  considered 
from  their  point  of  view  and  from  the  practicing 
physician’s  point  of  view. 

There  are  also  involvements  in  broader  problems 
relating  to  people  as  individuals  that  arise  from 
continued  advances  in  life-prolonging  technology. 
None  of  these  problems  is  easily  answered.  Some 
questions  about  life,  health  care,  and  treatment  are 
direct  and  technical:  Can  this  life  be  saved?  By 
what  procedure?  Are  these  procedures  feasible  here 
and  now?  At  what  risk?  Other  questions  involve 
social  judgments  and  ethical  standards:  Should  life 
be  prolonged  in  the  presence  of  terminal  disease 
or  of  gross  disability?  Whose  life  should  be  pro- 
longed if  a choice  must  made?  At  what  cost— human 
and  financial— should  a given  life  be  prolonged? 
The  issue  of  monetary  costs  has  always  been  im- 
plicit in  medical  decisions;  it  becomes  explicit  as 
a society  assumes  more  responsibility  for  health, 
making  the  cost  of  medical  care  a social  and  po- 
litical question  rather  than  a purely  individual  or 
family  problem. 

A physician  functioning  in  this  day  and  age 
shoulders  unusual  responsibilities  and  involvements. 
The  problems  of  priorities,  child  care,  or  maternal 
care  are  trivial  when  compared  to  the  greater  prob- 
lems as  reflected  in  the  physician’s  ethical  decisions 
of  man’s  ultimate  purpose. 

Physicians  individually  and  WSMA  as  an  or- 
ganization, are  involved  in  an  urgent  health  care 
crisis.  We  are  involved  sufficiently  to  be  concerned 
about  those  who  do  not  receive  adequate  health 
care.  We  possess  a sense  of  responsibility  regarding 
the  use  of  scarce  resources.  With  the  help  of  other 
disciplines,  we  can  combine  the  use  of  public  and 
private  capital  with  the  best  features  of  the  entre- 
preneural  system,  including  its  opportunities,  re- 
wards and  satisfactions. 

Few  of  the  arguments  of  the  past  are  relevant  to 
the  roles  of  involvement  we  must  now  assume  in 
structuring  a health  care  system  that  provides  for 
the  poor,  the  rich,  the  black,  the  white,  the  young 
and  the  old.  ■ 

C.  D.  MULLER,  M.D. 

Immediate  Past  President 

WSMA 
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“Breathing’s 
a snap  again, 
he  said 
gingerly. 

(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate (—along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications:  Hypersensili\  ity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  he  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


in  sinusitis,  colds,  U.R.I. 

DiinetapjrExtentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : I>ot ties  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


ROBINS 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."3 


^ethocarbanl0®y 

750 mg  Is 


0Board 


Boards  should  be  ordered  under 


0Heat  "A  very  valuable 

method  of  applying 
heat  at  home  is  a prolonged 
hot  bath. . 


the  mattress . . . these  boards  act 
by  immobilizing  the  spine...  ”4 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  (lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  ( methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33.-91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.21 9,  1960. 

(4).  Cozen,  l.:  South  Dakota  J.  Med.  18: 26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23, 1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42, 1 962.  (7) . Feuer,  S.G.,  el  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


O)  Robaxin -750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
". . .without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 

/Ill  nHDIMC  A.  H-  ROBINS  COMPANY 
/I  TV  I vUDINj  RICHMOND,  VIRGINIA  23220 


“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  nTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  NTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis-or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrind®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadif®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 

Zephirari®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 

Winthrop  Laboratories,  New  York,  N.Y.  10016  \W/nfhrop 


IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  8370. 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


officers  and  councilors  meet 

First  meeting  of  the  Officers  and  Councilors  of 
the  Idaho  Medical  Association  was  held  at  Sun 
Valley,  September  25-28,  1968,  under  the  leader- 
ship of  President  O.  D.  Hoffman,  Rexburg.  Attend- 
ing the  session  were  Immediate  Past-President  James 
R.  Kircher,  Burley;  President-Elect  John  M.  Ayers, 
Moscow;  Secretary-Treasurer  William  R.  Tregoning, 
Boise;  Councilors  E.  R.  W.  Fox,  Coeur  d’Alene; 
J.  B.  Marcusen,  Nampa;  George  W.  Warner,  Twin 
Falls,  and  John  E.  Comstock,  Pocatello;  AMA  Al- 
ternate Delegate  Donald  K.  Worden,  Lewiston; 
Speaker  of  the  House  of  Delegates  Dauchy  Migel, 
Idaho  Falls,  and  1969  Program  Committee  Chair- 
man John  R.  McMahon,  Pocatello. 

review  committee 

The  Medical  Practice  Act  Review  Committee  met 
in  Boise,  September  12  to  discuss  the  third  draft  of 
a proposed  revision  of  the  measure.  The  committee 
ordered  minor  changes  and  instructed  that  the  pro- 
posal be  submitted  to  the  Officers  and  Councilors. 

Present  were  Charles  A.  Terhune,  Burley,  chair- 
man; C.  Gedney  Barclay,  Coeur  d’Alene;  E.  V. 
Simison,  Pocatello,  and  Robert  E.  Lloyd,  Boise. 
Leland  K.  Krantz,  Idaho  Falls,  was  unable  to  at- 
tend. 


program  committee 

The  Association’s  Program  Committee  met  in 
Boise  on  September  20  to  select  guest  speakers  and 
to  review  preliminary  arrangements  for  the  77th 
Annual  Meeting,  which  will  be  held  in  conjunction 
with  the  biennial  session  of  the  Rocky  Mountain 
Medical  Conference  at  Sun  Valley,  July  2-5,  1969. 
Participating  states  in  the  RMMC  are  Idaho,  Colo- 
rado, Montana,  Nevada,  New  Mexico,  Utah  and 
Wyoming.  The  1969  meeting  will  be  the  first  hosted 
by  Idaho. 

Attending  the  Program  Committee  meeting  were 
John  R.  McMahon,  Pocatello,  chairman;  W.  Wray 
Wilson,  Coeur  d’Alene;  G.  E.  Rosenheim,  Boise, 
and  A.  Scott  Earle,  Sun  Valley. 

new  officers 

New  officers  of  the  Southwestern  Idaho  District 
Medical  Society  for  the  coming  year  will  be:  Presi- 
dent Robert  A.  Blome,  Nampa;  President-Elect 
Harmon  E.  Holverson,  Emmett;  Secretary  Richard 
C.  Trover,  Nampa;  Treasurer  Arthur  M.  Palrang, 
Caldwell;  Council  Member-at-Large  R.  George 
Wolff,  Caldwell.  Delegates:  Those  with  terms  ex- 
piring in  1971  are:  Gerald  C.  Bauman,  Caldwell, 


1138  /*• 

Xortliwest  Medicine,  November,  196S  ^(Jr* 


and  Wayne  F.  Allen,  McCall.  Terms  expiring  in 
1970:  F.  W.  Cottrell,  Nampa,  and  Ronald  P.  Raw- 
linson,  Emmett.  Terms  expiring  in  1969:  R.  George 
Wolff  and  Wolfgang  Gnuechtel,  Caldwell,  and  Eu- 
gene G.  Carroll,  Payette.  Alternate  Delegates:  Hal 
E.  Reynolds  and  George  Allen,  Caldwell;  Harmon 
E.  Holverson,  Emmett;  Jack  R.  Farber  and  Ken- 
neth E.  Droulard,  Nampa,  and  Richard  J.  Geiver, 
Weiser. 

state  board  of  medicine  section 

Temporary  Licenses  were  granted  in  August  to: 

Raymond  D.  Ranes,  Shelley.  Graduate  Bowman 
Gray  School  of  Medicine  of  Wake  Forest  College, 
Winston-Salem,  North  Carolina.  Degree  June  1956. 
Internship  Jackson  Memorial  Hospital,  Miami,  Flori- 
da, 1956-57.  General  Practice. 

William  G.  Hammond,  Rockville,  Maryland  (Lo- 
cum tenens  Sun  Valley).  Graduate  University  of 
Southern  California  School  of  Medicine,  Los  An- 
geles. Degree  June  1952.  Internship  Barnes  Hos- 
pital, St.  Louis,  Missouri,  1952-53.  Surgical  resi- 
dency Cincinnati  General  Hospital,  Cincinnati, 


Ohio,  1953-55;  Peter  Bent  Brigham  Hospital,  Bos- 
ton, 1956-58;  State  University  of  New  York  Upstate 
Medical  Center,  Syracuse,  1959-60.  Surgery. 

John  B.  Hammett,  Boise.  Graduate  University  of 
North  Carolina  School  of  Medicine,  Chapel  Hill. 
Degree  June  1965.  Internship  North  Carolina  Me- 
morial Hospital,  Chapel  Hill,  1965-66.  Internal  med- 
icine residency  North  Carolina  Memorial  Hospital, 
1966-67;  University  of  Washington  School  of  Medi- 
cine, Seattle,  1967-68.  Military  duty  with  United 
States  Public  Health  Service. 

appointed 

David  S.  Burnet,  Idaho  Falls,  has  been  appointed 
to  the  Advisory  Council  of  the  University  of  Vir- 
ginia Medical  School,  Charlottesville.  Dr.  Burnet  is 
a graduate  of  the  school  and  took  his  residency 
training  in  psychiatry  there. 

medical  delegate 

William  D.  Forney,  Boise,  has  been  selected  med- 
ical delegate  to  the  Rocky  Mountain  Regional 
Heart  Committee  by  the  Idaho  Heart  Association.  ■ 


LIFESAVING  BRACELETS 

More  than  170,000  Ameri- 
cans have  their  lives  pro- 
tected by  the  bracelet.  The 
nonprofit  Medic  Alert  Foun- 
dation of  Turlock,  California 
provides  the  signaling  device 
for  the  one  person  in  five 
who  has  a special  or  "hid- 
den" medical  problem.  The 
American  Medical  Association 
estimates  that  forty  million 
Americans  should  be  wearing 
some  sort  of  medical  warn- 
ing device. 

One  side  of  the  emblem  has  the  words  "Medic  Alert" 
and  the  staff  of  Aesculapius  to  warn  emergency 
personnel  that  a special  medical  problem  exists.  On 
the  back  is  engraved  the  member's  medical  problem, 
such  as  "Diabetes",  "Allergic  to  penicillin",  et  cetera. 

A 24-hour  a day  collect  telephone  number  and  an 
individual  serial  number  also  engraved  on  each  emblem 
provides  an  additional  link  with  life  for  the  member. 

A one-time  basic  fee  of  $5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 


63  YEARS 

SERVING  THE  MEDICAL  PROFESSION 
IN  THE  NORTHWEST 


Office  Supplies,  Printing,  Lithographing 
Statement  and  Remittance  Envelopes 
Thermo  Copy  Papers 
Office  and  Reception  Room  Planning 
Steel  and  Wood  Furniture,  Shelf  Filing 

TRICK  & MURRAY 

300  Westlake  No.  at  Thomas  Street 
MA  2-1440  Seattle,  Wash.  98109 

Off-Street  Parking 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  B,?  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 
Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  Bn  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  Bi2  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  B2.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  Bi2,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


Trinslcon 

— the  multifactor  hematinic 


* 

* 

$ 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500.  [032.6.] 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 
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GENERAL  NEWS 


Facilities  Registered  Under  Laboratory 
Animal  Welfare  Act 

The  following  lists  animal  research  facilities  in 
Oregon,  Washington  and  Idaho  registered  as  of 
August  15,  1968,  under  the  Laboratory  Animal 
Welfare  Act. 

Oregon 

E.  Laboratories,  1954  N.W.  Pettvgrove,  Portland 
97209. 

Neurophysiology  Research  Laboratory,  1015  N.W. 
22nd  Ave.,  Portland  97210. 

Optometry  Department,  Pacific  University',  Forest 
Grove  97116. 

Oregon  State  University,  Corvallis  97331. 

Portland  State  College,  P.O.  Box  751,  Portland 
97207. 

University  of  Oregon  Dental  School,  611  S.W. 
Campus  Drive,  Portland  97201. 

University  of  Oregon  Medical  School,  3181  S.W. 
Sam  Jackson  Park  Road,  Portland  97201. 

Washington 

Enzomedic  Laboratories,  Inc.,  126  S.W.  157th, 
Seattle  98106. 

Pacific  N.W.  Laboratories,  division  of  Battelle 
Memorial  Institute,  P.O.  Box  999,  Richland  99352. 

Pacific  Northwest  Research  Foundation,  1102  Co- 
lumbia St.,  Seattle  98104. 

Providence  Hospital  Research  Center,  528  18th 
Ave.,  Seattle  98122. 

Virginia  Mason  Research  Center,  1202  Terry 
Ave.,  Seattle  98101. 

Vivarium  Facility,  University  of  Washington,  E 
610  Health  Sciences  Building,  Seattle  98105. 

Washington  State  University,  Laboratory  Animal 
Units,  Pullman  99165. 

Idaho 

Idaho  State  University,  Pocatello  83201. 


Continued  from  page  1064 

BOOKS 

RECEIVED:  The  following  books  have  been  received.  Pub- 
lication of  this  acknowledgement  is  to  be  considered  ade- 
quate return  to  the  sender.  Selected  titles  will  be  reviewed 
as  space  permits. 

The  Care  of  the  Rheumatoid  Hand.  By  Adrian  E.  Flatt. 
M.A.,  M.D.,  F.R.C.S.,  F.A.C.S.,  Professor  of  Orthopedic 
Surgery,  University  of  Iowa,  Iowa  City,  Iowa;  Hunterian 
Professor  of  Royal  College  of  Surgeons  of  England;  Ci- 
vilian Consultant  to  U.S.  Air  Force  in  Hand  Surgery;  2nd 
ed.  234  pp.  Illustrated.  Price  $14.00.  The  C.  V.  Mosby 
Company,  Saint  Louis.  1968. 

Infection  Control  in  the  Hospital.  American  Hospital  Asso- 
ciation. 140  pp.  Price  $3.75.  American  Hospital  Associa- 
tion, Chicago,  111.  1968. 

Sexual  Techniques  During  Prescribed  Continence.  By 
Betty  J.  Cox,  M.D.  252  pp.  Illustrated.  Price  $12.95. 
Medical  Press  of  New  York.  1968. 

Atlas  of  Precautionary  Measures  in  General  Surgery. 
By  Ivan  D.  Baronofsky,  M.D.,  Ph.D.,  Professor  and  Chair- 
man, Department  of  Surgery,  Hahnemann  Medical  School, 
Philadelphia,  Pa.  281  pp.  Illustrated.  Price  $23.50.  The 
C.  V.  Mosby  Company,  Saint  Louis.  1968. 

Medical  Odyssey,  An  Autobiography.  By  Sir  Douglas 
Robb,  M.D.  201  pp.  Illustrated.  Price  $5.50.  Charles  C 
Thomas,  Springfield,  111.  1968. 

Medical  History  for  Students.  By  John  R.  Green,  M.D., 
Chairman,  Barrow  Neurological  Institute,  St.  Joseph’s 
Hospital,  Phoenix,  Ariz.,  Lecturer,  Department  of  Zoology, 
History  of  Medicine,  Arizona  State  University,  Tempe, 
Ariz.  197  pp.  Illustrated.  Price  $9.75.  Charles  C Thomas, 
Springfield,  111.  1968. 

Surgical  and  Allied  Malpractice — Bernard  J.  Ficarra,  A.B  , 
Sc.B.,  LL.B.,  M.D.,  Sc.D.,  Ph.D.,  LL.D.,  J.D.  1234  pp. 
Price  $60.00.  Charles  C Thomas,  Springfield,  111.  1968. 

X-Ra.y  Diagnosis  of  Congenital  Cardiac  Disease.  By  Larry 
P.  Elliott,  M.D.,  Professor  of  Radiology,  University  of 
Florida  College  of  Medicine,  Gainesville,  Florida;  Former 
Associate  Professor  of  Radiology,  Chief,  Division  of  Cardio- 
pulmonary Radiology,  Mallinckrodt  Institute  of  Radiology, 
Washington  University  School  of  Medicine,  St.  Louis,  Mis- 
siouri,  and  Gerold  L.  Schiebler,  M.D.,  Professor  of  Pedi- 
atrics (Cardiology),  University  of  Florida  College  of  Medi- 
cine, Gainesville,  Florida.  With  a foreword  by  Paul  C. 
Hodges,  M.D.,  Emeritus  Professor,  Department  of  Radi- 
ology, University  of  Chicago,  Chicago,  111.,  currently  Visit- 
ing Professor  of  Radiology,  University  of  Florida  College 
of  Medicine,  Gainesville,  Florida.  240  pp.  Illustrated. 
Price  $11.50.  Charles  C Thomas,  Springfield,  111.  1968. 


LIFESAVING  BRACELETS 


More  than  170,000  Americans  have 
their  lives  protected  by  this  bracelet. 
The  nonprofit  Medic  Alert  Founda- 
tion of  Turlock,  California,  provides 
the  signaling  device  for  the  one  person 
in  five  who  have  a special  or  “hidden” 
medical  problem.  The  American  Med- 
ical Association  estimates  that  forty 
million  Americans  should  be  wearing 
some  sort  of  medical  warning  device. 
One  side  of  the  emblem  has  the  words 
“Medic  Alert”  and  the  staff  of  Aescu- 
lapius to  warn  emergency  personnel 
that  a special  medical  problem  exists. 


On  the  back  is  engraved  the  member’s 
medical  problem,  such  as  “Diabetes,” 
“Allergic  to  penicillin,”  et  cetera.  A 
24-hour  a day  collect  telephone  num- 
ber and  an  individual  serial  number 
also  engraved  on  each  emblem  pro- 
vides an  additional  link  with  life  for 
the  member.  A one-time  basic  fee  of 
$5.00  is  charged. 

Application  forms  or  additional  information 
may  be  secured  by  writing  to: 

MEDIC  ALERT 

TURLOCK,  CALIFORNIA  95380 
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OBITUARIES 


dr.  Robert  b.  gheene,  jR.,  43,  of  Salem,  Oregon, 
died  August  21,  1968  of  arteriosclerotic  heart  dis- 
ease. Dr.  Greene  was  born  in  Eugene,  Oregon,  grad- 
uated from  the  University  of  Oregon  Medical  School 
in  1952  and  received  his  license  the  following  year. 
He  served  in  the  U.S.  Air  Force. 

dr.  harvard  c.  luke,  55,  of  Twin  Falls,  Idaho,  died 
September  26,  1968.  Dr.  Luke  graduated  from  the 
University  of  Southern  California  School  of  Medi- 
cine, Los  Angeles  in  1951  and  received  his  license 
in  the  same  year.  A World  War  II  veteran,  he  served 
as  a major  in  the  U.S.  Army  Medical  Corps. 


dr.  julius  a.  bildstein,  77,  of  Portland,  Oregon, 
died  August  13,  1968.  Dr.  Bildstein  was  born  in 
Germany  and  graduated  from  the  University  of 
Munich  Medical  School  in  1919,  receiving  his  li- 
cense in  1925.  Death  was  due  to  generalized  arterio- 
sclerosis. 


dr.  leo  l.  davis,  77,  of  Richland,  Washington,  died 
August  12,  1968.  Dr.  Davis  was  born  in  Kansas. 
He  graduated  from  St.  Louis  University  School  of 
Medicine  in  1917  and  received  his  license  in  1946. 
Cause  of  death  was  arteriosclerotic  heart  disease. 


DR.  HOWARD  STEPHEN  WESTOVER,  57,  of  Everett, 
Washington,  died  July  25,  1968  from  coronary  ar- 
teriosclerosis. He  graduated  from  the  University  of 
Oregon  Medical  School  in  1940  and  received  his 
license  in  1942.  Dr.  W estover  was  in  the  50th 
Hospital  Unit,  U.S.  Army,  during  World  War  11. 

dr.  john  finlay  ramsay,  65,  of  Seattle,  Washing- 
ton, died  June  27,  1968,  from  cancer  of  the  pancreas. 
Dr.  Ramsay  was  born  in  Scotland.  He  graduated 
from  the  University  of  Oregon  Medical  School  in 
1930  and  received  his  license  in  1932.  He  was  a 
veteran  of  World  War  II. 


dr.  jesse  ettelson,  83,  of  Portland,  Oregon,  died 
July  18,  1968,  of  arteriosclerotic  heart  disease.  He 
graduated  from  the  University  of  Illinois  College  of 
Medicine,  Chicago,  in  1907  and  received  his  license 
the  following  year.  Dr.  Ettelson  was  one  of  the 
first  dermatology  specialists  in  Portland. 


dr.  Howard  lane  hull,  S3,  of  Yakima,  Washing- 
ton, died  July  12,  1968,  of  arteriosclerotic  heart 
disease.  Born  in  Pennsylvania,  Dr.  Hull  graduated 
from  Jefferson  Medical  College  of  Philadelphia  in 
1908  and  received  his  license  in  1923. 


DR.  HJALMAR  THOMAS  GENTLE,  69,  of  MoiimOUth, 

Oregon,  died  August  21,  1968  of  arteriosclerotic 
heart  disease.  Dr.  Gentle  was  born  in  Wisconsin. 
He  graduated  from  the  University  of  Oregon  Med- 
ical School  in  1929  and  received  his  license  in  the 
same  year.  In  World  War  II  he  served  as  a lieu- 
tenant colonel  in  the  Army  Medical  Corps. 

dr.  J ames  marston  nelson,  69,  of  S pokane,  Wash- 
ington, died  July  15,  1968.  He  graduated  from  the 
University  of  Michigan  Medical  School,  Ann  Arbor, 
in  1926  and  received  his  license  in  1928.  Dr.  Nelson 
had  practiced  in  Spokane  since  1927,  retiring  June 
1 of  this  year.  Death  was  due  to  coronary  arterio- 
sclerosis. 


dr.  robert  wightman,  87,  of  Seattle,  Washington, 
died  May  26,  1968,  of  cerebral  arterial  thrombosis 
due  to  arteriosclerosis.  Dr.  Wightman  was  born  in 
Ontario,  Canada,  and  was  graduated  from  Queen’s 
University  Faculty  of  Medicine,  Kingston  in  1907. 
He  received  his  license  in  1911.  His  specialty  was 
EENT. 


dr.  matthew  t.  dalton,  91,  of  Seattle,  Washing- 
ton, died  August  25,  1968,  of  arteriosclerosis.  Dr. 
Dalton  was  born  in  Canada.  He  graduated  from  the 
College  of  Physicians  and  Surgeons,  Baltimore,  in 
1906  and  received  his  license  the  following  year. 


dr.  john  b.  gahringer,  sr.,  73,  of  Wenatchee, 
Washington,  died  July  12,  1968  of  generalized  ar- 
teriosclerosis. He  graduated  from  Rush  Medical  Col- 
lege, Chicago,  in  1926  and  received  his  license  in 
the  following  year.  He  served  in  the  U.S.  Army 
during  World  War  I as  a medical  technician  at 
Camp  Lewis  and  in  the  Yale  Medical  Detachment. 
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dr.  aurelius  wesley  ely,  100,  of  Walla  Walla, 
Washington,  died  July  10,  1968,  of  generalized  ar- 
teriosclerosis. Dr.  Ely  graduated  from  Washington 
University  School  of  Medicine,  St.  Louis,  in  1893 
and  was  license  in  1923.  He  specialized  in  EENT 
until  his  retirement  in  1961. 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

r ° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 
Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.  t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety-depression 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  68-170 


A 

SANDOZ 
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If  you  could  put 
Tareyton’s  charcoal  filter 
on  your  cigarette,  you’d  have 
a better  cigarette. 


But  not  as  good  as  a Tareyton. 


Thats  why 
us  Tareyton  smokers 
would  rather  fight 
than  switch ! 


wui  or  king  size. 

5 - Vm. n / C ”y>:i 
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BOOK  REVIEWS 

The  Lung  and  Its  Disorders  in  the  Newborn  Infant, 
2nd  edition. 

By  Mary  Ellen  Avery,  A.B.,  M.D.,  285  pp.  Illustrated.  Price 
$9.50.  W.  B.  Saunders  Co.,  Philadelphia,  Pa.  1968. 

In  1964,  this  reviewer  commenting  on  the  first 
edition  of  this  book  (for  another  periodical)  said 
in  part,  “It  is  important  that  physicians  caring  for 
newborns  have  a clear  understanding  of  the  develop- 
ment and  physiology  of  the  lung,  of  the  functional 
changes  occurring  in  the  adaptative  period  after 
birth  and  how  these  may  be  affected  by  various 
disorders.  Dr.  Avery  has  filled  this  need.”  This 
second  edition  has  appeared  four  years  later.  The 
book  has  been  enlarged  by  more  than  fifty  pages; 
almost  every  chapter  has  been  expanded  and  up- 
dated and  two  new  sections  have  been  added:  a 
chapter  on  roentgenographic  evaluation  of  the 
chest  and  a section  on  mediastinal  masses. 

Dr.  Avery’s  insistence  that  the  text  and  the  bibli- 
ography be  as  up-to-date  as  possible  (many  1967 
references  are  cited)  and  the  publisher’s  willingness 
to  publish  the  book  promptly  with  large  print, 
splendid  reproduction  of  roentgenograms,  and  on 
high  quality  paper  make  this  second  edition  an 
indispensable  addition  to  all  physicians  who  care 
for  the  neonate. 

THOMAS  K.  OLIVER,  JR.,  M.D. 


The  Oscillometric  Vectocardiogram 

By  Ralph  W.  Tandowsky,  M.D.,  F.A.C.P.,  F.A.C.C.  339  pp. 
Illustrated.  Price  $30.00.  Charles  C Thomas,  Springfield,  III. 
1968. 

The  content  of  this  book  is  an  up-dated  summary 
of  the  practical  aspect  of  vectorcardiography.  I 
would  recommend  it  for  those  with  special  interest 
in  cardiac  function.  The  author  used  direct  oscillo- 
scopic  inspection  with  little  recourse  to  scalar  pre- 
sentation of  electrical  events.  He  has  three  main 
themes:  The  importance  of  a practical  orthogonal 
(Frank)  lead  system;  the  benefits  of  oscilloscopic 
display  and  a medically  oriented  electronic  system 
(Hart);  and  finally  the  bulk  of  this  work  is  di- 
rected to  support  the  contention  of  vectorcardio- 
graphic  superiority  over  the  conventional  electro- 
cardiogram. The  author  is  not  argumentive  and  in 
the  preface  states:  “This  method  of  registration  has 
not  and  will  not  replace  the  electrocardiogram,  but 
it  does  amplify  our  knowledge  of  cardiac  function 
by  portraying  various  electrical  phenomena  which 
have  as  yet  been  unexplained  and  poorly  evaluated." 

I like  the  book  and  appreciate  the  work  involved 


to  combine  studies  of  others  with  his  personal  use 
of  the  method.  We  do  not  find  answer  to  the  im- 
ponderables of  the  scalar  electrocardiogram,  and 
there  is  a great  amount  of  detailed  description  for 
each  planar  loop  which  is  hard  to  assimilate.  If  this 
book  were  used  for  teaching,  there  would  be  much 
to  be  desired;  it  requires  extremely  careful  reading, 
and  in  places  it  is  difficult  to  understand  the 
author’s  meaning.  He  makes  a case  for  the  method 
by  pointing  out  area  definition  of  myocardial  in- 
farction, but  fails  to  demonstrate  clinical  value  of 
this  detail.  I tried  to  find  evidence  to  support  ad- 
junctive use  of  the  vectorcardiogram  in  problems  of 
bundle  branch  block  and  ventricular  hypertrophy, 
but  there  is  insufficient  simplification  over  similar 
detailed  requirements  of  the  scalar  electrocardio- 
gram. 

The  title  is  very  apt  as  it  describes  the  aim  of 
this  study;  to  measure  by  oscilloscopic  method.  In 
practice  this  applies  only  to  rotation  and  displace- 
ment of  the  timed  vector,  and  we  must  not  forget 
that  others  study  the  same  data  in  scalar  form.  I am 
not  familiar  with  the  term  vectocardiogram  as  an 
abbreviation,  but  it  is  acceptable  until  I note  that 
this  also  occurs  in  the  reference  where  it  is  a change 
from  the  original  title.  I wish  the  author  had 
spelled  out  more  detail  on  the  shift  mechanism  as 
this  is  new  to  me.  It  appears  to  be  a practical  de- 
vice for  enhancement  of  transient  changes  important 
for  diagnosis. 

This  book  form  summary  on  the  present  status 
of  vectorcardiography  is  needed,  and  it  is  a pleasure 
to  note  the  advantages  of  the  instrument  used  in 
the  author’s  study. 

LEWIS  C.  ROBERTSON,  M.D. 


The  Genetics  of  Dermal  Ridges 

By  Sarah  B.  Holt,  B.Sc.,  Ph.D.,  Lecturer  in  human  genetics, 
Galton  Laboratory,  University  College  London,  London,  Eng- 
land. Introduction  by  Professor  L.  S.  Penrose,  M.D.,  F.R.S., 
Galton  Professor,  University  College  London,  1955-65,  Winner 
of  the  Kennedy  Scientific  Award,  1963  (Mental  Deficiency). 
195  pp.  Illustrated.  Price  $5.75.  Charles  C Thomas,  Springfield, 
III.  1968. 

It  has  been  a quarter  of  a century  since  Cummins 
and  Midlo  published  their  comprehensive  book, 
Finger  Prints,  Palms  and  Soles  which  is  still  the 
basic  text  for  dermatoglyphic  investigators.  Since 
that  time  much  information  has  been  published,  es- 
pecially in  the  last  decade  as  new  findings  were  cor- 
related with  human  chromosomal  disorders.  The  need 
for  an  up-to-date  volume  has  long  been  felt.  It  is 
appropriate  that  this  author  is  Sarah  Holt  who  has 
contributed  so  much  to  the  recent  work  from  her 
careful  research  at  the  Galton  Laboratory.  Included 
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in  her  book  is  a descriptive  section  of  ridged  skin, 
including  formation  during  embryogenesis,  formula- 
tion of  pattern  areas,  and  the  often-neglected  pre- 
cautions of  properly  controlled  considerations  of 
sex,  race  and  completeness  of  prints  before  meaning- 
ful analyses  are  attempted.  Various  techniques  of 
taking  prints  are  not  included  however. 

The  middle  section  of  the  book  brings  together 
quantitative  results  from  series  studied  largely  by 
Dr.  Holt— and  mostly  in  England— as  well  as  other 
investigators.  Statistical  methods  for  handling  data, 
including  twin  diagnoses  are  presented.  Dr.  Holt’s 
work  on  the  genetics  of  the  inheritance  of  ridge  pat- 
terns as  expressed  by  total  ridge  counts  of  fingers  is 
classically  impressive. 

The  final  section  deals  with  the  dermatoglyphics 
of  developmental  abnormalities  from  inherited  mal- 
formations (polydactyly,  syndactyly,  zygodactyly, 
ectrodactyly,  anonychia,  nail  patella  syndrome)  as 
well  as  chromosomal  aberrations.  Presented  here  is 
L.  S.  Penrose’s  mathematical  formula  for  ridge  pat- 
tern formation  which  perhaps  has  been  the  most 
intriguing  basic  advance  in  dermatoglyphics.  When 
this  formula,  with  its  few  exceptions,  is  understood, 
together  with  Dr.  Holt’s  contribution  of  the  genetics 
of  the  total  ridge  count,  the  early  works  on  embryo- 
genesis  as  summarized  in  Dr.  Cummins’  book,  and 
today’s  insights  into  enzyme  imbalance  in  disease, 
the  basis  for  meaningful  interpretations  of  derma- 
toglyphics is  excitingly  clear. 

There  is  little  to  be  faulted  in  this  book.  Typo- 
graphical errors  are  few.  The  line  drawings  are  gen- 
erous and  a valuable  supplement  to  the  text,  al- 
though one  or  two  could  have  been  more  complete 
if  Dr.  Penrose’s  formula  had  been  applied.  It  seems 
unfortunate  to  have  omitted  a discussion  of  the 
unique  arch  fibular-S  pattern  of  the  plantar  hallucal 
area  of  some  D trisomy  patients  as  reported  by 
Uchida  and  colleagues  in  1962  and  which  has  proved 
a valuable  diagnostic  aid  to  many  of  us.  The  bib- 
liography is  extensive. 

The  Genetics  of  Dermal  Ridges  is  more  academic 
perhaps  than  most  readers  of  northwest  medicine 
would  anticipate  from  the  foreword,  but  is  a fine 
addition  to  the  library  of  workers  in  the  field  of 
dermatoglyphics. 

JEAN  I.  BRYANT,  R. A. 


Clinical  Judgment 

By  Alvan  R.  Feinstein,  M.D.,  Associate  Professor  of  Medicine 
and  Epidemiology,  Yale  University  Medical  School;  and  Chief, 
Division  of  Clinical  Biostatistics,  West  Haven  Veterans  Admin- 
istration Hospital.  414  pp.  Illustrated.  Price  $9.50.  Williams 
& Wilkins,  Baltimore,  Md.  1967. 

A quality  of  a book  is  that  it  has  a message  for 
an  audience  larger  than  that  intended  by  the  author. 
This  is  true  of  Clinical  Judgment  by  Alvan  Fein- 
stein. 

Feinstein  is  a superb  bedside  clinical  investigator. 
He  previously  has  repeatedly  decried  the  relative 


disinterest  of  academic  medicine  in  his  difficult 
specialty.  He  has  not  always  been  kind  to  the 
laboratory-oriented  investigators.  At  the  same  time, 
he  has  recognized  the  contribution  of  this  group. 
He  has  also  recognized  the  value  of  clinical  exper- 
ience in  their  productiveness.  He  repeats  this 
evaluation  in  this  book  in  order  to  preserve  per- 
spective. 

Feinstein,  in  Clinical  Judgment,  presents  the 
thesis  that  with  the  development  of  precise  diag- 
nostic ability,  and  effective  therapeutic  tools  clini- 
cians, both  academic  and  non-academic,  have  a 
new  and  unmet  real  challenge  to  add  science  to 
art  in  the  treatment  of  human  disease.  He  chides 
medical  school  deans  and  N.I.H.  project  review 
committees,  as  well  as  curious  men  with  the  missed 
opportunity.  He  goes  on  to  outline  at  length,  his 
own  concept  of  the  needed  scientific  process  and 
its  dignity. 

He  presents  the  potential  usefulness  of  Venn  dia- 
grams in  cataloguing  carefully  evaluated  clinical 
observations.  The  concept  is  introduced  with  a 
smattering  of  Boolean  algebra  which  should  not 
confuse  the  uninitiated  reader.  He  discusses  en- 
thusiastically the  intelligent  use  of  computers.  His 
major  request  is  for  careful,  precise  bedside  clinical 
observation  to  make  possible  meaningful  awareness 
of  the  natural  course  of  human  disease  and  the 
effects  of  our  varied  therapeutic  approaches  to  its 
cure  or  amelioration.  He  forcefully  demands  that 
the  clinician  become  aware  of  the  basis  of  his 
clinical  judgment  in  order  that  he  can  meaningfully 
communicate  with  his  patients,  his  fellow  phy- 
sicians and  himself. 

For  the  investigators  intent  upon  communicating 
generalizations  in  print,  he  presents  simple  concepts 
in  logic  as  they  apply  to  clinical  study.  He  gives 
an  excellent  discussion  of  the  roles  of  so-called 
retrospective  and  prospective  studies  in  the  infinite 
quest.  At  times  he  pedantically  labors  the  obvious 
faults  of  our  medical  “literature.” 

Every  physician  should  read  this  book  and  think 
about  it  when  he  proceeds,  out  of  habit,  to  write 
prescriptions  or  schedule  a surgery. 

That  the  book  needed  to  be  written,  reflects  on 
the  quality  of  the  current  educational  process  and 
the  practice  in  medicine.  It  needed  to  be  written, 
but  with  considerable  less  wordiness. 

JAMES  CROSBIE,  M.D. 


This  review  should  he  compared  with  the  review 
of  the  same  hook  carried  in  the  June  1968  issue. 
The  author  felt  that  his  hook  was  not  adequately 
described  in  the  June  review  and  that  his  main 
thesis  had  been  missed.  Comparison  shows  that  hook 
reviewing  is  an  art  and  that  response  to  a stimulus 
is  always  individual.— Ed. 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 

Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  21-A.  Northwest  Medicine,  500  Wall  St..  Seattle, 
Wa.  98121. 


OPENING  FOR  TWO  GPS',  INTERNIST  & PEDIATRICIAN-To 

join  established  GP  in  new  Med. -Dent.  Center.  Located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Additional  GP’s  and  specialists  added  as  needed.  Write 
Box  12-A.  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  in  associa- 
tion with  2 other  physicians  in  beautifully  situated  Cascade 
town  80  miles  east  of  Seattle  by  4-lane  super-highway. 
New  clinic  building  adjacent  to  ! 7-bed  hospital.  Basic 
salary,  office,  personnel  provided  by  local  pre-paid  medi- 
cal plans  plus  opportunity  to  use  all  facilities  for  addi- 
tional private  practice.  Excellent  climate,  schools  and 
recreational  opportunities  including  hunting,  fishing  and 
skiing.  Contact  Mrs.  Ann  Lower,  Roslyn  Cle  Elum  Bene- 
ficial Association  Hospital,  Cle  Elum;  or  F.  J.  Rogalski, 
M.D.,  Cle  Elum.  Wash.  98922. 


INTERNIST  WANTED— To  join  7-physician  clinic  in  Central 
Washington  College  town.  Top  salary  with  partnership 
after  2 years.  Fine  clinic  facilities  and  new  hospital.  Write 
Box  27-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


SALEM,  OREGON— Applications  invited  for  1st  and  2nd  yr 
psychiatric  residencies  beginning  July  1969.  Training  ac- 
credited for  3 yrs,  each  with  separate  dynamic  program. 
Emphasis  on  community  psychiatry  with  individual  super- 
vision. $12,360,  1st  yr;  $12,840,  2nd  yr;  $13,320,  3rd.  Also 
4 NIMH  Fellowships  in  basic  psychiatric  training  plus  4th 
yr  in  community  psychiatry  available.  Write  N.  B.  Jet- 
malani,  M.D.,  Dir.  Ed.  & Research,  Oregon  State  Hospital. 
Salem,  Ore.  97310. 


GENERAL  PRACTITIONER  WANTED— Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrators,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


WANTED-EMERGENCY  ROOM  PHYSICIAN-For  200-bed  hos- 
pital, 400-500  visits  monthly.  ECFMG  certificate  or  license 
in  any  state  of  U.S.A.  or  Canada.  Write  Box  25-A,  North- 
west Medicine,  500  Wall  St„  Seattle,  Wa.  98121. 


GP,  ENT,  PSYCIATRIST  OR  INTERNIST— Wanted  for  associate 
practice  with  established  M.D.'s  in  new  medical  building. 
Crossroads  district  of  Bellevue,  15  miles  east  of  Seattle. 
Very  attractive  rapid  growing  area,  patient  potential  tre- 
mendous, recreational  opportunities  great.  Write  or  call 
collect,  L.  Clarke  Aaronson,  M.D.,  1811  - 156th  N.E..  Belle- 
vue, Wa.  98004  ( 204  ) 746-6500. 


NEUROSURGEON— The  Permanente  Clinic  seeks  a neurosur- 
geon Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments,  re- 
tirement and  other  benefits.  Starting  income  $30,000.  Nor- 
man W.  Frink,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland.  Ore.  97217. 


ANESTHESIOLOGIST— The  Permanente  Clinic  is  planning  to 
increase  the  Department  of  Anesthesiology  to  a 4-man  de- 
partment. Part  of  work  includes  supervising  nurse  anes- 
thesists.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory.  Starting  income  open 
to  negotiation.  Progressive  increases  in  income,  various  in- 
surance benefits.  Norman  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST— The  Permanente  Clinic  seeks  a 5th  ortho- 
pedist. Board  certified  or  board  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $30,000. 
Norman  W.  Frink,  M.D.,  The  Permanent  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 


UROLOGIST— The  Permanente  Clinic  seeks  a 3rd  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 years 
if  mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $30,000.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land, Ore.  97217. 


OPTHALMOLOGIST— For  80-man  Permanente  Clinic  serving 
the  Kaiser  Foundation  Prepayment  Insurance  Program  of 
Oregon.  Excellent  income,  insurance  benefits,  retirement 
program.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


GENERAL  PRACTITIONER  & PEDIATRICIAN— Opportunity  to 
practice  in  association  with  six  other  physicians  in  the 
beautiful  Willamette  Valley.  Conveniently  located  near 
Portland  and  beaches.  Area  of  40,000  people.  Attractive 
situation  for  right  physician.  Partnership  possibilities. 
Write  Mr.  Weiher,  Administrator,  Physicians’  Medical  Cen- 
ter, McMinnville,  Ore.  97128,  phone  472-6161. 


SITUATIONS  WANTED 


EXPERIENCED  GP— Age  42.  Major  surg.  & OB.  Tired  of  solo 
practice,  wants  to  relocate  in  a group  or  clinic  in  Wash- 
ington. Write  Box  26A.  Northwest  Medicine,  500  Wall  St.. 
Seattle,  Wa.  98121. 

5 

NEUROLOGIST Age  30,  board  eligible,  military  service 

complete  July  1969.  Desires  partnership  or  association  with 
neurologic  or  multispecialty  group  in  Seattle  or  Portland. 
Experience  with  electroencephalogram  and  electromyo- 
gram. Brian  M.  Krasnow,  M.D.,  55  Old  Dayton-Yellow 
Springs  Rd.  No.  F,  Fairborn,  Ohio  45324. 


SERVICE 


PROFESSIONAL  OFFICE  SERVICE— Billing  and  handling  of 
accounts,  insurance,  and  related  work.  Reliable,  capable, 
confidential.  Routine  office  work  handled  by  our  com- 
petent staff  at  a saving.  References.  General  Business 
Services,  Inc.,  224  S.W.  153rd.  Seattle,  Wa.  98166.  246-4313. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.—1®  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle.  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 
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OFFICE  SPACE 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


TO  SUBLET— Mercer  Island  office  of  975  sq.  ft.  in  estab- 
lished medical-dental  bldg.  For  details,  call  GL  4-6442. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3.50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa„  98121. 


NEW  MEDICAL  BUILDING— With  established  physicians  and 
dentists.  Crossroads  area,  Bellevue,  15  miles  from  Seattle. 
Excellent  location  for  quick  practice  start.  Write  or  call 
collect,  L.  Clarke  Aaronson,  M.D.,  1811  - 156th  N.E.,  Belle- 
vue, Wa.  98004,  (206)  746-6500. 


UNIVERSITY  VILLAGE  MEDICAL  CENTER-Office  Fine  loca- 
tion for  GP,  ophthalmologist  or  orthodontist.  LA  2-2340, 
Seattle. 


EQUIPMENT 


SIERRACIN  CRADLE  WARMER  FOR  SALE— Surplus,  unused, 
asking  price  $750,  but  other  bids  will  be  considered.  Addi- 
tional information,  call  Mr.  Rood,  University  of  Oregon 
Medical  School,  (503)  228-9181  Ext.  519.  Offers  should  be 
mailed  to  Property  Control  Unit,  P.O.  Box  7136,  Salem, 
Ore.  97307. 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

' (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5’s  and  25’s. 


330-8/61  as 


One  by  one 
the  family’s  downed 
Because  the 
G.I.  bug’s  around 

Parepectolin  for  quick  relief  of  acute  diarrhea 
. . . soothes  colicky  pain  with  paregoric* 

. . . consolidates  fluid  stools  with  pectin 
. . . adsorbs  irritants  with  kaolin, 
and  protects  intestinal  mucosa 
Whether  it’s  a 24-hour  “bug”,  a food  problem, 
or  simply  nervousness  and  anxiety,  Parepectolin 
will  bring  the  diarrhea  under  control  until  etiol- 
ogy can  be  determined.  In  some  cases,  Parepec- 
tolin may  be  all  the  therapy  necessary. 


Parepectolin 

Each  fluid  ounce  of  creamy  white  suspension  contains: 

^Paregoric  (equivalent)  (1.0  dram)  3.7  ml. 

Contains  opium  (%  grain)  15  mg.  per  fluid 
ounce. 

warning : may  be  habit  forming 

Pectin (2%  grains)  162  mg. 

Kaolin  (specially  purified)  ....  (85  grains)  5.5  Gm. 
(alcohol  0.69%) 

Usual  Adult  Dose:  One  or  two  tablespoonfuls  three  times 
daily. 

Usual  Children’s  Dose:  One  or  two  teaspoonfuls  three 
times  daily. 


WILLIAM  H.  RORER,  INC. 

Fort  Washington,  Pa. 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual — July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago. 


AMA  Clinical — Dec.  1-4,  1968,  Miami 
Beach;  Nov.  30-Dec.  3,  1969,  Denver; 
Nov.  29-Dec.  2,  1970,  Boston. 


Oregon  Medical  Association — A n n u a 1 
.Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
Sept.  14-17,  1969,  Seattle;  Sept.  13- 
16,  1970,  Spokane;  Sept.  19-22,  1971, 
Seattle. 


Idaho  Medical  Association — July  2-5, 
1969,  Sun  Valley;  July  1-5,  1970, 
Sun  Valley. 


Medical  Society  of  United  States  and 
Mexico — Annual  Meeting,  Nov.  6-9, 
1968,  Mazatlan,  Mexico. 

Sec.,  Virginia  Bryant.  Phoenix. 
Ariz. 


North  Pacific  Pediatric  Society — March 
5-8,  1969,  Hilton  Hotel,  Portland. 

Pres.,  Loy  T.  Swinehart,  Boise.  Ida. 
Sec.,  Leslie  Mackoff,  Seattle,  Wash. 


Northwest  Rheumatism  Society — Annual 
Meeting.  Oct.  17-18,  Wash.  Athletic 
Club,  Seattle. 

F.  Hughes  Crago,  Great  Falls 
Sec.  A.  C.  Jones,  Portland 


West  Coast  Allergy  Society.  Annual 
Meeting,  Nov.  13-15,  1969,  San 

Diego. 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Van  Vleck  Chambers.  Palo 
Alto.  Calif. 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan. -Nov. 

Pres..  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting,  Apr.  9,  1969. 

Pres.,  David  Frisch,  Portland 
Sec.,  Troy  R.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  H.  Blachly,  Portland 
Sec.,  Ira  Pauly,  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Soc.  of  Internal  Medicine — 1st 
Wed.,  Portland.  Annual  Meeting, 
May  15-17,  1969,  Salishan,  Ore. 
Pres.,  R.  K.  Hoover,  Eugene 
Sec.,  Marvin  C.  Goldman,  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct-, 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell.  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — last 
Friday  (Sept.-May,  except  Nov.,  3rd 
Friday)  Congress  Hotel,  Portland. 

Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec..  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psychiatry — 4th 
Tuesday,  Jan. -May,  Sept. -Nov. 
Pres.,  Donald  McKinley,  Portland 
Sec.,  Mary  Jane  Dubinski,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug.,  Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Allergy  Soc. — 1st  Mon.  (Jan., 
Mar.,  May,  July,  Sept.,  Nov.). 
Pres.,  Samuel  H.  Tarica,  Seattle 
Sec.,  Rick  L.  Johnson.  Seattle 
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Puget  Sd.  Acad.  Ophth  & Oto. — 3rd 
Tues.  (Oct. -Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec.,  D.  F.  Milam.  Jr.,  Bellevue 


Seattle  Gyn.  Soc. — 3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.);  An- 
nual Fall  Assembly,  Sept.  19,  20, 
1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks.  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec..  Janice  Keller,  Seattle 


Spokane  Society  of  Internal  Medicine 
— Annual  Meeting,  March  8,  1969. 

Pres.,  Robt.  W.  Burroughs,  Spokane 
Sec.,  Wayne  L.  Attwood,  Spokane 

Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec.,  Joseph  J Koutsky,  Seattle 

Spokane  Surgical  Society — Quarterly. 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 

Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  3,  1969. 

Pres..  Theodore  R.  Haley,  Tacoma 
Sec.,  Robert  W.  Florence,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr.,  Seattle 
Sec.,  Burke  Lair.  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Annual  Meeting,  May  1969. 

Pres.,  Robert  Rudd.  Bellingham 
Sec.,  Stanley  Zeitz,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly.  Seattle.  Annual  Meet- 
ing, Sept.  1969. 

Pres.,  Richard  L.  Pokorny,  Seattle 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Society— Last  Thurs- 
day (Sept.-May). 

Pres.,  Leland  Lugar,  Yakima 
Sec.,  L.  J.  Schwaegler,  Jr.,  Yakima 
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RALEIGH  HILLS  HOSPITAL 


Member  of  the  American  Hospital  Association 
Recognized  by  the  American  Medical  Association 

EXCLUSIVELY  for  the 
TREATMENT  of 

ALCOHOL  ADDICTION 

by  Conditioned  Reflex 
and  Adjuvant  Methods 

Raleigh  Hills  Hospital 

Larrae  A.  Haydon,  Administrator 

6050  S.W.  Old  Scholls  Ferry  Road 
Mailing  Address:  P.O.  Box  366 
Portland,  Oregon,  97207 

Telephone:  292:6671  (Area  503) 


We  are  happy  to  extend 
consultation  on  any  of 
your  problems  relating  to 
Alcoholism  as  a courtesy 
to  the  profession.  Tele- 
phone at  any  hour.  Illus- 
trated literature  on  re- 
quest. 


MEDICAL  STAFF 
Charles  R.  Belknap 
Merle  M.  Kurtz,  M.D. 

John  R.  Montague,  M.D. 
Norris  H.  Perkins,  M.D. 
Marvin  J.  Weinstein,  M.D. 

Consulting  Psychiatrist 
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In  childhood 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma, 


hypotonic  reflexes,  nystagmus,  pinpoint  pupils, 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions:  Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizziness, 
vomiting,  pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema,  giant  urticaria, 
lethargy,  anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 


diarrheas . . . 


• careful  supervision 

• electrolyte  replacement 

• specific  anti-infective  therapy 
and... 

LOMOTIL 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 

LOMOTIL  in  conjunction  with  specifically  indicated  medical 
management  may  be  lifesaving  in  children  with  severe 
diarrhea. 

Lomotil  lowers  the  excessive  intestinal  propulsion  characteristic 
of  diarrhea.  This  reduction  of  precipitate  intestinal  flow  allows  a 
normal  or  more  nearly  normal  reabsorption  of  fluid  and  electrolytes 
and  counteracts  the  dehydration  so  hazardous  to  children. 

Moreover,  eight  years’  experience  has  demonstrated  that  Lomotil 
controls  diarrhea  with  a minimum  of  unwanted  secondary  actions. 

Senra  del  Valle  and  his  associates1  conducted  a study  of  477 
children  with  diarrhea,  most  of  whom  were  hospitalized  with  the 
disorder.  Lomotil,  used  in  407  of  the  children,  shortened  the  dura- 
tion of  the  diarrhea. 

Grinszpan,  Goldstein  and  Divito2  used  Lomotil  in  20  children 
with  diarrhea  and  also  reported  a prompt  disappearance  of  diarrhea. 
Harris  and  Beveridge3  in  a double-blind  study  of  50  children  with 
diarrhea,  however,  found  no  clear  pattern  to  suggest  that  Lomotil 
influenced  the  course  of  the  condition. 

Michener,  Brown  and  Turnbull4  added  evidence  supporting  the 
beneficial  effects  of  Lomotil  in  80  children,  concluding  that  Lomotil 
was  highly  useful  in  controlling  abdominal  cramping,  diarrhea  and 
hypermotility. 


Children:  Total  Daily  Dosage 

3-6  mo.  . . . Vz  tsp.*  t.i.d.  (3  mg.)  j;  Jj  J 
6-12mo. . .V2  tsp.  q.i.d.  (4  mg.)  jj  jj  I . jj 

1- 2yr 1/2  tsp.  5 times  daily  (5  mg.)  jj  jj  jl  jj  jj 

2- 5yr 1 tsp.  t.i.d.  (6  mg.)  | « 4 

5-8yr 1 tsp.  q.i.d.  (8  mg.)  f jj  I 1 

8-12yr. ...  1 tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults: ....  2 tsp.  5 times  daily  (20  mg.)  M 

or  2 tablets  q.i.d.  Be  OB  ee  OB 

•Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low 
as  one-fourth  the  initial  daily  dosage. 


References: 

I.  Senra  del  Valle,  A.;  Linfante  de  Rufinelli,  E.  B.; 

Brumetti,  E.,  and  Rossi,  R.  H.:  El  chlorhidrato  de 
difenoxilato  en  las  diarreas  infantiles,  Sem.  Med.  (Buenos 
Aires)  727:475-484  (Oct.  4)  1965.  2.  Grinszpan,  I.  L.; 
Goldstein,  A,,  and  Divito,  J.:  El  chlorhidrato  de  difenoxilato 
en  las  diarreas  infantiles,  Sem.  Med.  (Buenos  Aires) 
725:758-763  (Aug.  27)  1964.  3.  Harris,  M.  J„  and  Beveridge, 

J. :  Diphenoxylate  in  the  Treatment  of  Acute  Gastro-Enteritis 
in  Children,  Med.  J.  Australia  2: 921-922  (Nov.  27)  1965. 

4.  Michener,  W.  M.;  Brown,  C.  H.,  and  Turnbull,  R.  B.,  Jr.: 
Ulcerative  Colitis  in  Children.  II.  Medical  and  Surgical 
Therapy,  Amer.  J,  Dis.  Child.  708:236-242  (Sept.)  1964. 
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Alternatives  to 
Stored  Pooled 


COLLEGE  Or  PHY . OF 

Philadelphia 

1 9 5 . 2 2 N o ST, 
Philadelphia  pa  191 

Plasma 


PLASMANATE 

Plasma  Protein  Fraction 
(Human)  5%  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-10  Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 
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Blood  Group 
Antibodies 
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Beta  Globulin  —17% 

Gamma  Globulin  — 12% 
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Proteins 

Present 

5% 

5% 

4 to  414% 

Plasmanate" 

Plasma  Protein  Fraction 
(Human),  5%  Solution,  U.S.P. 

Plasmanate1  is  available  in  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  set. 


World  Leader  in  Human  Plasma  Fractions 
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OREGON 


I 


heavenly  relief 
for  unearthly  cough 


Benyliii 

EXPECTORANT 

Each  fluidounce  contains:  80  mg. 
Benadryl a ( diphenhydramine 
hydrochloride,  Parke-Davis); 
12  grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENY LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENY  LIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYL1N 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


ASTRtSW^ 


4 I OR  C 9 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 1,21 3,4 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.5, 6’ 7,8 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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You  know  the  patient  w'ho  takes 
his  troubles  out  on  his  gut.  He’s 
the  one  who  reacts  to  worry  or 
frustration  with  emotional  symp- 
toms of  nervous  tension  and 
physical  distress  as  spasm, 
irritation  or  hypersecretion  of  the 
GI  tract. 

Belap  is  for  him.  It  is  specifi- 
cally formulated  to  relieve  anxiety 
with  its  gentle  sedative  action, 
while  it  restores  normal  GI 
motility  with  its  antispasmodic- 
anticholinergic  effects.  Belap 
provides  dependable,  effective 
symptomatic  relief  of  smooth 
muscle  spasm,  spastic-tension 
states  such  as  peptic  and  duodenal 
ulcers,  pylorospasm,  nausea  and 
vomiting  of  pregnancy,  motion 
sickness  and  other  conditions 
requiring  smooth  continuous 
antitensive-anticholinergic  action. 


BELAP  ? Tablets 

Each  tablet  contains: 

No.  0 No.  1 No.  2 
Phenobarbital  8 mg.  15  mg.  30  mg. 

( WARNING:  MAY  BE  HABIT  FORMING  ) 

Belladonna  Extract  8 mg.  8 mg.  8 mg. 
Dosage:  One  tablet  three  times  daily. 

BELAP"  Ty-MecP  (Modified  formula) 
Each  tablet  contains: 

Amobarbital  50  mg. 

( WARNING  MAY  BE  HABIT  FORMING  ) 

Homatropine  Methylbromide  7.5  mg. 

Ty-Meds  is  the  Lemmon  brand  of 
timed-release  medication. 

Dosage : One  Ty-Med  tablet  morning 
and  night. 

Use  Belap  Ty-Med  Tablets  whenever 
timed-release  medication  is  desired  for 
smooth,  prolonged  anticholinergic  and 
sedative  actions. 


Side  effects:  Blurred  vision,  dr 
mouth,  difficult  urination  or 
flushing  and  dryness  of  the  skin 
may  occur  at  higher  dosage  levels. 

Precautions:  Administer  with 
caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck 
obstruction  as  in  prostatic 
hypertrophy. 

Contraindications:  Contrain- 
dicated in  glaucoma,  advanced 
hepatic  or  renal  disease  or  hyper- 
sensitivity to  any  of  the  ingredient 

Caution:  Federal  law  prohibit: 
dispensing  without  prescription. 

How  supplied:  Available  in 
bottles  of  100  and  1000  tablets. 


BRAND  OF  PHENOBARBITAL  AND  BELLACONNA  EXTRACT 


HAACK  LABORATORIES.  INCORPORATED 
DIVISION  OF  LEMMON  PHARMACAL  COMPANY 
PORTLAND.  OREGON  97208 


In  the  meantime...  Ornade 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR. 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note : The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  lIJI  uptake, 
discontinue  'Ornade'  one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose,  throat  or  mouth:  nervousness: 
insomnia.  Other  known  possible  adverse  reactions  of  the  individual  ingredients : nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported 
Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 


Trademark  Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of 
chlorpheniramine  maleate) : 50  mg  of  phenylpropanolamine 
hydrochloride,  2 5 mg.  of  isopropamide,  as  the  iodide 


Ornade 
Spansule  capsules 


Smith  Kline  & French  Laboratories 


brand  of  sustained  release  capsules 
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Picture  of 
painful  myositis 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.5 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte  tablets 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  14:316, 
1955.  2.  Goodman,  L.  S , and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  aX . : Gastroenterology  44:146,  1963.  4.  Berman,  H.  H.,  et  al.  : Dis. 

Nerv.  Syst.  25:430,  1964.  5.  Friend, 
D.  G.:  Clin.  Pharmacol.  Ther.  5:871, 

1964.  *U.S.  PATENT  NO.  2.895,877 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 
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CORRESPONDENCE 

This  department  is  a forum,  provided  for  free 
individual  expression.  Letters  are  published  as 
received  and  given  little  or  no  editing.  Proof 
is  submitted  when  time  permits,  before  publi- 
cation. Responsibility  for  statements  rests  with 
the  authors  of  these  communications  and  not 
with  this  journal  which  strives  only  to  protect 
the  right  of  individuals  to  speak  for  them- 
selves. Ed. 


Follow-up 

Alt.  Vernon,  Washington 

Editor,  NORTHWEST  MEDICINE: 

The  September  1965  issue  of  northwest  medi- 
cine (64:676)  recorded  a case  report  of  “Asymp- 
tomatic Persistent  Unusual  Arrhythmia.”  Significant 
further  developments  have  occurred  in  this  case 
which  I feel  merit  reporting: 

This  patient  was  not  seen  from  April  1965  until 
October  1967.  At  that  time  he  presented  for  an 
examination  with  the  only  subjective  complaints 
being  mild  lightheadedness  intermittently.  His  exam- 
ination was  unremarkable  save  for  the  following 
cardiac  findings.  The  point  of  maximum  impulse 
was  in  the  left  fifth  interspace  at  the  anterior  axil- 
lary line  12  cm  from  the  midsternal  line.  The  left 
border  of  cardiac  dullness  was  at  the  same  area. 
Grade  1 (1-6)  apical  and  aortic  systolic  murmurs 
were  noted.  Auscultation  revealed  an  irregular  ir- 
regularity, rate  80  to  85  but  at  least  twice  during 
the  examination  10  to  20  second  runs  of  rapid  regu- 
lar tachycardia  at  160  were  present. 

The  chest  x-ray  revealed  that  the  heart  had  en- 
large 2Vj  cm  in  transcardiac  diameter  since  January 
1965.  There  was  current  moderate  enlargement 
without  suggestion  of  specific  chamber  enlargement. 
There  was  neither  clinical  nor  radiologic  evidence 
of  pulmonary  congestion.  The  ECG  showed  a run 
of  regular  tachyarrhythmia  in  one  lead  with  QRS 
configuration  substantially  different  than  the  re- 
mainder of  the  tracing.  Otherwise  there  was  no 
change  from  previous  cardiograms. 

The  patient  was  accordingly  referred  for  special- 
ized studies.  A left  heart  angiogram,  supra-aortic  an- 
giogram and  selective  left  and  right  coronary  angio- 
grams were  performed;  following  the  latter  study, 
the  patient  had  an  attack  of  ventricular  fibrillation, 
but  was  successfully  defibrillated.  The  findings  of 
these  studies  were:  1.  Markedly  dilated  left  ven- 
tricular cavity  with  thin  left  ventricular  wall  and 
poor  left  ventricular  contraction;  2.  Normal  outflow 
tract;  3.  Normal  aorta  and  aortic  valve;  4.  Normal 
left  and  right  coronaries  with  the  right  coronary 
artery  dominant  and  about  twice  the  size  of  the 
left.  The  findings  were  felt  consistent  with  the  non- 


specific cardiac  myopathy.  No  condition  which 
would  benefit  from  surgery  was  found.  The  cardio- 
grams were  reviewed  by  a number  of  cardiologists 
without  a specific  diagnosis  being  made. 

At  a later  date  Dr.  Yurchak  at  the  Massachusetts 
General  Hospital  suggested  this  might  be  a multi- 
focal atrial  tachycardia. 

The  patient  was  placed  on  a therapeutic  dose  of 
Digoxin  in  November  1967,  and  was  also  placed 
on  quinidine  prophylactically  9.2  gm  four  times 
daily  in  the  hope  of  preventing  fatal  ventricular 
tachyarrhythmias.  There  was  no  subjective  or  ob- 
jective change  with  the  institution  of  medication. 
The  patient  continues  to  feel  well  and  has  had  no 
Stokes-Adams  bouts  since.  His  activity  has  been  re- 
stricted, since  his  cardiac  studies,  to  moderate  or 
less.  He  has  been  seen  quarterly  to  supervise  his 
medication  program.  His  wife  has  been  instructed 
in  the  techniques  of  cardio-pulmonary  resuscitation. 

Although  the  patient  continues  to  be  asympto- 
matic subjectively,  his  prognosis  is  certainly  con- 
sidered to  be  guarded  at  this  time. 

I felt  your  readers  might  be  interested  in  the 
follow-up  on  this  most  unusual  case. 

Sincerely  yours, 

F.  T.  DARVILL,  M.D. 

Correspondence  continued  on  page  1165 


ACCURATE  - EASY  - SIMPLE 
NO  STETHESCOPE  - NO  GUESSING 


<- » 


Read  blood  pressure  electronically 
with  SPHYGMOSTAT  ELECTRONIC 
BLOOD  PRESSURE  METER 

Precise  indication,  systolic  and  diastolic  by  sight 
or  by  sound  or  both.  Lifetime  guarantee 

MODERN  - EFFICIENT  - RELIABLE 

Write  for  information: 

Name 

Address 

Z'P 

CHARLES  B.  KRAUSI,  agent 

Route  1,  Box  313 
Graham,  Washington  98338 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidiri 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HC1  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  (Tetracycline)  equivalent  to  Tetracycline  HCl  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial—  bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Z./ver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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continued  from  page  1163 

Integrated  Improvement 

Mr.  C.  Clement  Lucas,  Jr.,  whose  address  to  the 
AMA  House  of  Delegates  was  discussed  editorially 
in  the  August  issue,  has  had  something  more  to 
say.  Writing  in  a new  publication  of  the  Student 
American  Medical  Association,  of  which  he  is  presi- 
dent, Mr.  Lucas  calls  for  “integrated  improvement 
*o  our  health  care  delivery  system.”  A letter  was 
addressed  to  him,  asking  several  questions  about 
the  specific  meaning  of  his  proposal.  This  is  his 
response.  Ed. 


Chapel  Hill,  North  Carolina 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  very  much  for  your  kind  letter  of  No- 
vember 8,  1968.  I enjoyed  reading  your  editorial 
concerning  the  Student  American  Medical  Associa- 
tion and  the  speech  that  I made  to  the  Convention 
of  the  American  Medical  Association  in  San  Fran- 
cisco. 

In  regard  to  my  comment  “an  integrated  improve- 
ment to  our  health  care  delivery  system,”  I meant 
that  all  persons  should  join  together  in  working  to 
initiate  improvements  in  getting  a total  health  care 
to  every  person  within  the  United  States.  In  this 
regard,  I do  not  mean  to  imply  at  all  this  should 
be  a directed  or  a control  system,  rather  I should 
hope  it  would  be  on  a local  or  community  or  re- 
gional basis  which  is  supervised,  coordinated,  and 
directed  by  local  persons  working  together.  The  ap- 
proach which  I think  is  appropriate  is  to  have  the 
social  workers,  and  allied  health  professionals  in 
conjunction  with  the  medical  profession,  to  develop 
plans  working  together  in  a coordinated  effort  to 
get  a total  care  to  all  persons. 

My  basis  for  this  lack  of  health  care  delivery 
system  now  is  that  of  having  worked  with  general 
practitioners,  consultants,  and  in  the  University 
teaching  center  in  which  I see  a health  care  which 
is  not  at  all  coordinated  and  in  which  doctors  do 
not  become  concerned  with,  or  do  not  become  in- 
volved with,  other  areas  of  health  care  as  exem- 
plified by  dentistry  and  by  social  work  and  by 
public  health.  I think  really  what  this  country  needs 
is  some  sort  of  coordinational  local  and  community 
level  whereby  all  persons  work  in  coordination  and 
in  concert  to  get  a total  health  care  to  the  people. 
This  automatically  implies  that  one  profession  can- 
not assume  overall  responsibility,  rather  it  must  be 
the  responsibility  of  all  organizations  working  to- 
gether. One  thing  that  our  country  has  lacked  for 
so  long  is  the  integration  of  the  public  healtli  team 
and  the  social  work  team  into  the  concept  of  re- 
sponsible action  by  the  medical  profession. 

If  I can  be  of  any  further  help  to  you  in  ex- 


plaining my  ideas,  I would  very  much  like  to  do  so. 
Thank  you  very  much.  With  best  regards,  I remain 

Sincerely  yours, 

C.  CLEMENT  LUCAS,  JR. 

National  President,  SAMA 

Residency  Program 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

A residency  training  program  for  practicing  physi- 
cians who  wish  to  enter  a career  in  anesthesiology 
has  been  established  at  the  University  of  Oregon 
Medical  School  under  a grant  from  the  National 
Institute  of  General  Medical  Sciences. 

Stipends  of  approximately  $10,000  annually  are 
available  to  those  accepted  in  the  program.  Appli- 
cants must  have  been  engaged  in  medical  practice 
for  at  least  four  years  after  internship,  including 
military  service,  and  agree  to  undertake  clinical 
anesthesiology  residency  training  on  a full-time  basis 
for  a period  of  two  or  more  years. 

Physicians  interested  in  additional  information  on 
the  program  should  contact  Frederick  P.  Haugen, 
m.d.,  head  of  the  School  Division  of  Anesthesiology, 
at  the  Medical  School  in  Portland. 

UNIVERSITY  OF  OREGON  MEDICAL  SCHOOL, 
OFFICE  OF  PUBLIC  AFFAIRS 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 

K , . A 


T N 

Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM€:  Glyceryl  guaiaco- 
late,  50  mg.,  Dextromethorphan  hydrobromide,  7 5 mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


/1-H  ROBINS 
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Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


<S<vm|aiU 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Available  in 
Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOOD 

MEDICAL  PRODUCTS  DIVISIC 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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...but  his  other  symptoms: 

functional  somatic  complaints,  anxiety, 
insomnia,  anorexia,  feelings  of  guilt 

strongly  suggest 
an  underlying  depression. 


when  the  diagnosis  is  depression 

ELAVIEHC1 

(AMITRIPTYLINE  HCI  | MSD) 

Indications:  Mental  depression  and  mild  anxiety  accompany- 
ing depression. 

Contraindications:  Glaucoma  and  predisposition  to  urinary  re- 
tention. Not  recommended  in  pregnancy. 

Precautions  and  Side  Effects:  Drowsiness  may  occur  within  the 
first  few  days  of  therapy.  Patients  should  be  warned  against 
driving  a car  or  operating  machinery  or  appliances  requiring 
alert  attention.  When  depression  is  accompanied  by  anxiety 
or  agitation  too  severe  to  be  controlled  by  ELAVIL  HCI  alone, 
a phenothiazine  tranquilizer  may  be  given  concomitantly. 
Suicide  is  always  a possibility  in  mental  depression  and  may 
remain  until  significant  remission  occurs.  Supervise  patients 
closely  in  case  they  may  require  hospitalization  or  concomitant 
electroshock  therapy.  Untoward  reactions  have  been  reported 
after  the  combined  use  of  antidepressant  agents  having 
varying  modes  of  activity.  Accordingly,  consider  possibility 
of  potentiation  in  combined  use  of  antidepressants.  Mono- 
amine oxidase  inhibitor  drugs  may  potentiate  other  drugs  and 
such  potentiation  may  even  cause  death;  permit  at  least  two 
weeks  to  elapse  between  administration  of  two  agents;  in 
such  patients,  initiate  therapy  with  ELAVIL  HCI  cautiously  with 
gradual  increase  in  dosage  required  to  obtain  a satisfactory 
response.  Caution  patients  about  errors  of  judgment  due  to 
change  in  mood,  and  that  the  response  to  alcohol  may  be 
potentiated.  May  provoke  mania  or  hypomania  in  manic-de- 
pressive patients. 

Side  effects  include  drowsiness;  dizziness;  nausea;  excitement; 
hypotension;  fine  tremor;  jitteriness;  weakness;  headache; 
heartburn;  anorexia;  increased  perspiration;  incoordination; 
allergic-type  reactions  manifested  by  skin  rash,  swelling  of 
face  and  tongue,  itching;  numbness  and  tingling  of  limbs, 
including  peripheral  neuropathy;  activation  of  schizophrenia 
which  may  require  phenothiazine  tranquilizer  therapy;  epi- 
leptiform seizures  in  chronic  schizophrenics;  temporary  con- 
fusion, disturbed  concentration  or,  rarely,  transient  visual 
hallucinations  on  high  doses;  evidence  of  anticholinergic  ac- 
tivity, such  as  tachycardia,  dryness  of  the  mouth,  blurring  of 
vision,  urinary  retention,  constipation;  paralytic  ileus;  jaun- 
dice; agranulocytosis. 

Careful  observation  of  all  patients  is  recommended.  The  anti- 
depressant activity  may  be  evident  within  3 or  4 days  or 
may  take  as  long  as  30  days  to  develop  adequately,  and  lack 
of  response  sometimes  occurs.  Response  to  medication  will 
vary  according  to  severity  as  well  as  type  of  depression  pres- 
ent. Elderly  patients  and  adolescents  can  often  be  managed 
on  lower  dosage  levels. 

Supplied:  Tablets  ELAVIL  HCI,  containing  10  mg.,  25  mg.,  and 
50  mg.  amitriptyline  HCI,  bottles  of  100  and  1000;  Injection 
ELAVIL  HCI,  in  10-cc.  vials,  containing  per  cc.:  10  mg.  ami- 
triptyline HCI,  44  mg.  dextrose,  1.5  mg.  methylparaben,  and 
0.2  mg.  propylparaben. 

For  more  detailed  information,  consult  your  Merck  Sharp  & 
Dohme  representative  or  see  the  package  circular. 

$$  MERCK  SHARP  & DOHME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAYS  THEORY  IS  TOMORROWS  THERAPY 


mm 
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Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 

(containing  Intrinsic  Factor) 150  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 
(The  total  vitamin  B,2  activity  in  the  Special  Liver-Stomach 
Concentrate,  Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is 


15  micrograms.) 

Iron,  Elemental  (as  Ferrous  Fumarate) 110  mg. 

Ascorbic  Acid  (Vitamin  C) 75  mg. 

Folic  Acid 1 mg. 


Indications:  Trinsicon®  (hematinic  concentrate  with  intrinsic  fac- 
tor, Lilly)  is  a multifactor  preparation  effective  in  the  treatment 
of  anemias  that  respond  to  oral  hematinics,  including  pernicious 
anemia  and  other  megaloblastic  anemias  and  also  iron-deficiency 
anemia. 


Contraindications:  Hemochromatosis  and  hemosiderosis. 

Precautions:  Anemia  is  a manifestation  that  requires  appropriate 
investigation  to  determine  its  cause  or  causes. 

In  pernicious  anemia,  the  use  of  folic  acid  without  adequate 
vitamin  Bi2  therapy  may  result  in  hematologic  remission  but  neu- 
rological progression.  Adequate  doses  of  vitamin  Bi2  (parenteral, 
or  oral  with  potent  intrinsic  factor  as  in  Trinsicon®  [hematinic 
concentrate  with  intrinsic  factor,  Lilly])  usually  prevent,  halt,  or 
improve  the  neurological  changes. 

As  with  all  preparations  containing  intrinsic  factor,  resistance 
may  develop  in  some  cases  of  pernicious  anemia  to  the  potentia- 
tion of  absorption  of  physiological  doses  of  vitamin  B!2.  If  resist- 
ance occurs,  parenteral  therapy,  or  oral  therapy  with  so-called 
massive  doses  of  vitamin  B .2,  may  be  necessary.  No  single  regi- 
men fits  all  cases,  and  the  status  of  the  patient  observed  in 
follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic 


You  can  treat  combined 
deficiencies  with 


Trlnslcon 

— the  multifactor  hematinic 


Vitamin  B12  plus  intrinsic  factor  (15  meg. 
B12  activity) — helps  provide  adequate 
levels  of  this  important  vitamin. 

Folic  acid  (1  mg.) — treats  nutritional 
macrocytic  anemias  and/or  malabsorp- 
tion syndromes. 

Ascorbic  acid  (75  mg.) — augments  the 
conversion  of  folic  acid  to  its  active  form 
and  helps  iron  absorption. 

Iron  (110  mg.) — treats  hypochromic 
anemia. 


clinical  and  laboratory  studies  are  considered  essential  and  are 
recommended. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses 
produces  gastro-intestinal  reactions,  such  as  diarrhea  or  consti- 
pation. Reducing  the  dose  and  administering  it  with  meals  will 
minimize  these  effects. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has 
followed  oral  administration  of  liver-stomach  material.  Instances 
of  apparent  allergic  sensitization  have  also  been  reported  after 
oral  administration  of  folic  acid. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a 
standard  response  in  the  average  uncomplicated  case  of  perni- 
cious anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with 
intrinsic  factor,  Lilly),  in  bottles  of  60  and  500. 


Additional  information 
available  to  physicians 
upon  request. 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46206. 

801668 


"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure , 
but  in  rest  from  pain .” 

John  Dryden 


‘Empirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

'B  W & Co.'  narcotic  products  are  Class  "B",  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 

'3^5  BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC.,  Tuckahoe.N.Y. 


“The  inconvenience  of  a cold” 


For  a cold,  nTz®  Nasal  Spray  provides  rapid  relief  of 
nasal  symptoms.  Relief  starts  with  the  first  spray  which 
opens  the  inferior  part  of  the  common  meatus.  A second 
spray,  a few  minutes  later,  will  shrink  the  turbinates  to 
help  provide  sinus  drainage  and  ventilation.  Dosage 
may  be  repeated  every  three  or  four  hours  as  needed, 
for  temporary  relief  of  symptoms.  NTz  is  well  tolerated 
but  overdosage  should  be  avoided. 

As  a sinusitis  deterrent,  nTz  Nasal  Spray  can  be  used  to 
keep  the  nasal  passages  open  during  a cold  to  help  pre- 
vent development  of  acute  sinusitis  — or  to  help  prevent 
the  acute  condition  from  becoming  chronic. 

Supplied:  nTz  Nasal  Spray,  plastic  squeeze  bottles  of 
20  ml.;  nTz  Nasal  Solution,  bottles  of  30  ml.  (1  fl.  oz.) 
with  dropper. 


NTz  is  more  than  a simple  vasoconstrictor.  It  contains 
Neo-Synephrine®  (brand  of  phenylephrine) 

HCI  0.5  per  cent,  the  major  component, 
virtually  synonymous  with  fast,  efficient 
but  gentle  nasal  vasoconstriction. 

Thenfadil®  (brand  of  thenyldiamine)  HCI 
0.1  per  cent,  topical  antihistamine  for 
reduction  of  rhinorrhea,  sneezing  or 
itching.  It  combats  the  allergic  reac- 
tions that  may  occur  in  colds  or  sinusitis. 
Zephiran®  (brand  of  benzalkonium,  as 
chloride,  refined)  1 :5000,  antiseptic 
preservative  and  wetting  agent  to 
promote  penetration  and  spread  of 
the  formula. 


Winthrop  Laboratories,  New  York,  N.Y.  10016  [ iV/nf/rrop 


No  one 
should  be  cold 
on  a Caribbean 
cruise 


To  those  with  peripheral  vascular  disease,  a balmy  ocean  breeze  can 
become  a limb-chilling  wind  ...  a stroll  on  the  deck  a painful, 
stop-and-go  chore. 

Priscoline  can  help.  It  dilates  peripheral  blood  vessels,  increases  blood  flow 
to  extremities.  Relieves  numbness.  Makes  hands  and  feet  less  prone  to  chill. 
Makes  patients  more  comfortable.  Helps  them  get  around. 

Nothing. magic  about  Priscoline.  But  people  with  peripheral 
vascular  disease  might  think  so. 

See  following  page  for  prescribing  information. 


(tolazoline) 

peripheral  vasodilator 

I I 2/3851 
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Priscoline* 

hydrochloride 
(tolazoline  hydrochloride) 


Indications  Spastic  peripheral  vascular  disorders. 

Precautions  Tolazoline  stimulates  gastric  activity  and  increases 
hydrochloric  acid  content  of  the  stomach;  use  cautiously  in 
patients  with  gastritis  or  peptic  ulcer  or  in  those  with  suspected 
peptic  ulcer.  Give  cautiously,  if  at  all,  to  patients  with  known 
or  suspected  coronary  artery  disease. 

Adverse  Reactions  Occasional:  nausea,  epigastric  discomfort, 
tachycardia,  flushing,  slight  rise  or  fall  in  blood  pressure,  in- 
creased pilomotor  activity  with  tingling  or  chilliness.  Rare: 
vomiting,  diarrhea.  Symptoms  are  generally  mild  and  frequently 
disappear  with  continued  therapy,  regardless  of  dosage. 
Administration  and  Dosage  Careful  individualization  of  dosage 
is  required. 

Oral  Tablets:  Usually  25  mg  4 to  6 times  daily  is  sufficient.  If 
necessary,  dosage  may  be  increased  gradually  up  to  50  mg 
6 times  daily. 

Lontabs:  Generally,  1 lontab  every  12  hours  will  achieve  the 
same  effect  as  one  25-mg  regular  tablet  every  4 hours  16  times 
a day).  Thus,  continuous  action  throughout  the  night  is  achieved 
without  the  need  for  arising  to  take  additional  medication. 
Parenteral  Subcufaneous/y,  Intramuscularly,  or  Intravenously.  10  to 
50  mg  4 times  daily.  Start  with  low  doses,  increasing  with  patient 
under  close  observation  until  optimal  dosage  las  determined  by 
appearance  of  flushing)  is  established.  Keeping  patient  warm 
will  often  increase  effectiveness  of  drug. 

Supplied  Tablets,  25  mg  (white,  scored);  bottles  of  100  and  1000. 
Lontabs,  80  mg  (bright  yellowl;  bottles  of  100.  Multiple-dose 
Vials,  10  ml,  each  ml  containing  25  mg  tolazoline  hydrochloride, 
0.65%  sodium  citrate,  0.65%  tartaric  acid,  and  0.5%  chlorobutanol 
as  preservative  in  water;  cartons  of  1. 

Lontabs®  (long-acting  tablets  CIBA) 

Consult  complete  literature  before  prescribing.  j/sesi 

CIBA  Pharmaceutical  Company,  Summit,  NJ.  CIBA 
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NOTES: 


Arizona  Medical  Association  has  established  a $10,000 
trust  account  for  use  by  the  University  of  Arizona  College 
of  Medicine  for  special  medical  student  education  exper- 
iences— 


Aliens  still  seek  the  melting  pot.  In  ten  years  we 
have  welcomed  2,914,673  individuals  born  in  other  lands. 
Canada  provided  15.4  percent  and  Mexico,  13.7  percent. 

"Other  America"  accounted  for  11.9  percent;  Asia,  10  per- 
cent; the  British  Isles,  9.4  percent;  the  West  Indies,  8.7 
percent;  Italy,  6.4  percent.  "Other  Europe"  contributed 
24  percent  and  "Other"  1.4  percent. 

Milo  Fritz,  former  president  of  the  Alaska  Medical 
Association  (then  territorial)  is  now  a member  of  the 
Alaska  House  of  Representatives,  and  has  sponsored  a law 
requiring  that  all  eye  glasses  and  sun  glasses  sold  in 
Alaska  shall  be  safety  glasses.  The  law  becomes  effective 
in  May  1969  and  is  the  first  such  law  in  the  world. 
Massachusetts  has  similar  legislation  pending.  Prescrip- 
tion lenses  must  be  of  plastic  or  of  tempered  glass.  If 
of  glass  they  must  have  minimum  thickness  of  two  milli- 
meters. Frames  must  be  of  non-flammable  materials. 

Price  has  been  reduced  on  RhoGam,  from  $64.80  per  dose 
to  $46.60  per  dose.  If  given  to  every  Rh  negative  woman 
within  72  hours  after  delivery  of  an  Rh  positive  baby, 
there  would  be  no  more  Rh  disease. 

Circulating  aspirin  may  cause  gastric  ulcer  according 
to  dog  research  done  by  Menguy  and  Max,  at  the  University  of 
Chicago.  It  causes  loss  of  cells  from  gastric  mucosa. 

It  appears  that  direct  contact  of  aspirin  with  the  mucosa 
may  not  be  the  ulcer  producing  mechanism,  after  all.  If 
this  is  true,  coatings  and  buffer  materials  may  not  be 
as  useful  as  thought. 

Hospital  admissions  of  patients  65  and  older  were 
438,373  in  July  1966;  440,334  in  July  1967;  and  486,710 
in  July  1968. 

The  Argonne  Cancer  Research  Hospital,  owned  by  the 
Atomic  Energy  Commission  and  operated  by  the  University  of 
Chicago,  will  cost  the  AEC  $21,000,000  during  the  next 
five  years,  according  to  an  estimate  at  the  time  the  con- 
tract between  the  AEC  and  UC  was  renewed. 


H.L.H. 
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OBITUARIES 


dh.  Lawrence  m.  Penney,  51,  of  Bellevue,  Wash- 
ington, died  September  8,  1968,  of  lymphocytic 
lymphosarcoma.  Dr.  Penney  graduated  from  North- 
western University  Medical  School,  Chicago,  in 
1945  and  received  his  license  the  following  year. 
He  served  with  the  US  Navy  as  a medical  officer  at 
the  Bremerton  Naval  Hospital  and  for  a year  on 
Attn  in  the  Aleutians.  Dr.  Penney  was  on  the  staff 
of  both  Maynard  and  Doctors  Hospitals. 

dr.  iyan  Thompson,  59,  of  Seattle,  Washington, 
died  September  14,  1968.  Dr.  Thompson  graduated 
from  Northwestern  University  Medical  School,  Chi- 
cago, in  1935.  He  received  his  license  in  1946.  Dr. 
Thompson  was  born  in  Arkansas  City,  Kansas.  He 
served  with  the  US  Navy  more  than  three  years. 
Death  was  due  to  cancer  of  the  left  kidney. 

dr.  edward  Joseph  hall,  60,  of  Astoria,  Oregon, 
died  September  15,  1968,  of  generalized  arterio- 
sclerosis. Dr.  Hall  graduated  from  the  University  of 
Michigan  Medical  School,  Ann  Arbor,  in  1933  and 
received  his  license  in  1947.  He  was  a veteran  of 
World  War  11. 

dr.  Arthur  b.  price,  62,  of  LaGrunde,  Oregon,  died 
September  12,  1968.  Dr.  Price  teas  born  in  Bran- 
don, South  Dakota.  He  graduated  from  Northwest- 
ern University  Medical  School,  Chicago,  in  1933 
and  received  his  license  the  following  year.  He  was 
retired  from  the  Public  Health  Service.  Death  teas 
due  to  metastatic  carcinoma  of  the  bladder. 

dr.  george  pasto,  67,  of  Portland,  Oregon,  died 
September  11,  1968.  He  was  born  in  Italy  and 
graduated  from  the  University  of  Oregon  Medical 
School  in  1925,  receiving  his  license  the  following 
year.  Dr.  Pasto  served  in  World  War  II  as  a cap- 
tain in  the  Army  Medical  Corps.  Cause  of  death 
was  adenocarcinoma  of  the  pancreas. 

dr.  ting  david  lee,  69,  of  Portland,  Oregon,  died 
September  1,  1968,  of  arteriosclerotic  heart  disease. 
Dr.  Lee  graduated  from  Northwestern  University 
Medical  School,  Chicago,  in  1926  and  received  his 
license  in  1930.  Dr.  Lee  teas  born  in  Fastan,  China. 

DR.  HENRY  WILLIAM  STEELHAMMEH,  77,  of  Red- 
mond,  Oregon,  died  September  27,  1968,  of  coro- 
nary arteriosclerosis.  He  was  born  in  North  Dakota. 
Dr.  Steelhammer  graduated  from  the  University  of 
Oregon  Medical  School  in  1915  and  received  his 
license  the  same  year.  He  served  in  World  War  1 
as  a first  lieutenant  in  the  Medical  Corps. 


TAOttriacetyloleandomycin) 

Brief  Summary 


INDICATIONS:  Include  staphylococci, 
streptococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  in- 
fections where  adequate  sensitivity  test- 
ing has  demonstrated  susceptibility  to 
this  antibiotic  and  resistance  to  less 
toxic  agents. 

CONTRAINDICATIONS:  Contraindicated  in 
pre-existing  liver  disease  or  dysfunction, 
and  in  individuals  hypersensitive  to  the 
drug. 

PRECAUTIONS:  CAUTION:  USE  OF  THIS 
DRUG  MAY  PRODUCE  ALTERATIONS  IN 
LIVER  FUNCTION  TESTS  AND  JAUNDICE.  CLIN- 
ICAL EXPERIENCE  AVAILABLE  THUS  FAR 
INDICATES  THAT  THESE  LIVER  CHANGES 
WERE  REVERSIBLE  FOLLOWING  DISCONTIN- 
UATION OF  THE  DRUG. 

Not  recommended  for  prophylaxis  or  in 
the  treatment  of  infectious  processes, 
which  may  require  more  than  ten  days 
continuous  therapy.  In  view  of  the  possi- 
ble hepatotoxicity  of  this  drug  when  ther- 
apy beyond  ten  days  proves  necessary, 
other  less  toxic  agents  should  be  used.  If 
clinical  judgment  dictates  continuation 
of  therapy  for  longer  periods,  serial  moni- 
toring of  liver  profile  is  recommended, 
and  the  drug  should  be  discontinued  at 
the  first  evidence  of  any  form  of  liver 
abnormality.  When  treating  gonorrhea  in 
which  lesions  of  primary  or  secondary 
syphilis  are  suspected,  proper  diagnostic 
procedures,  including  dark-field  examina- 
tions, should  be  followed.  In  other  cases 
in  which  concomitant  syphilis  is  sus- 
pected, monthly  serological  tests  should 
be  made  for  at  least  four  months.  When 
used  in  streptococcal  infections,  therapy 
should  be  continued  for  ten  days  to  pre- 
vent the  development  of  rheumatic  fever 
or  glomerulonephritis.  The  use  of  antibi- 
otics may  occasionally  permit  overgrowth 
of  nonsusceptible  organisms.  A resistant 
infection  or  superinfection  requires  re- 
evaluation  of  the  patient’s  therapy.  In  the 
event  such  occurs  with  this  drug  the 
medication  should  be  discontinued,  and 
specific  antibacterial  and  supportive 
therapy  instituted. 

ADVERSE  REACTIONS:  Although  reactions 
of  an  allergic  nature  are  infrequent  and 
seldom  severe,  those  of  the  anaphylac- 
toid type  have  occurred  on  rare  occasions. 


J.  B.  ROERIG  DIVISION 
CHAS.  PFIZER  & CO.,  INC. 
235  EAST  42nd  STREET 
NEW  YORK,  N.Y.10017 
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is  a macrolide  antibiotic,  for  use  only  in 
the  treatment  of  acute  severe 
infections  where  adequate 
sensitivity  testing  has 
demonstrated  susceptibility 
to  this  antibiotic  and  resistance 
to  other  less  toxic  agents. 


EDITORIAL 


Computing  Health  Care  Costs 


Fifty-four  billion  dollars  was  spent  last  year 
for  health  care  in  this  country.  Physicians' 
fees  are  climbing  about  7 percent  a year,  twice 
as  fast  as  the  consumer  index  rise.  Hospital  costs 
are  increasing  about  16  percent  a year.  But  what 
components  of  costs  of  illness,  therapy,  mainte- 
nance or  prevention,  can  be  pinpointed  as  truly 
health  care  costs?  The  philosophical  as  well  as 
fiscal  approach  used  has  a tremendous  impact 
on  how  we  look  at  a problem  or  measure  it. 

Many  elderly  persons  were  formerly  cared  for 
at  home  by  relatives.  They  are  now  cared  for 
in  nursing  homes.  Now  the  incurred  costs  are 
ascribed  to  health  care  rather  than  living  care. 
Approximately  50  percent  of  motor  vehicle  ac- 
cidents are  associated  with  alcoholism.  Yet,  the 
effects  are  recorded  in  the  health  cost,  not  in 
the  transportation  ledger.  Parallels  like  smoking 
and  lung  cancer,  obesity  and  heart  disease,  pre- 
maturity' and  maternal  malnutrition,  patient 
neglect  and  early  cancer  diagnosis  suggest  eti- 
ologic  factors  other  than  health  per  se.  How 
can  the  health  care  system  contend  with  its  costs 
when  many  are  generated  by  such  exogenous 
factors  and  presumably  unpreventable  by  health 
care  alone? 

When  computing  the  costs  of  personal  health 
services,  intelligent  or  unintelligent  consumer 
utilization  of  physicians,  drugs,  hospitals  and 
health  manpower,  is  related  to  a low  or  high 
cost  factor.  Motivation  of  those  who  see  doctors, 
utilize  emergency  rooms,  overstay  hospitaliza- 
tion, or  overmedicate  themselves  is  subject  to 
educational  conditioning.  This  is  not  always  re- 
liable or  factual.  Considerable  monetary  and 
manpower  cost  is  expended  in  screening  fearful 
individuals. 

Not  all  consumer  health  services  are  necessary 
expenditures  for  the  public  good.  Neither  are 
their  costs  computable  as  necessary'  costs.  Clean 


air,  water,  food,  safety  and  disease  prevention 
measures  are  certainly  necessary.  But  other 
health  services  come  closer  to  being  consumer 
goods  with  small  impact  on  our  individual  or 
national  well-being.  Is  orthodontia  a necessity 
or  an  elective  consumer  service?  It  may  be  one 
or  the  other. 

Frequent  reference  to  disproportionately  ris- 
ing health  care  costs  without  consideration  of 
these  complexities  is  simplistic.  The  problem 
should  be  approached  by  joint  exploration  in  an 
environment  of  mutual  puzzlement.  Until  it  is, 
conclusions  and  solutions  will  evade  the  real  is- 
sues. Currently,  one  can  only  wonder  if  the  re- 
ports of  high  costs  of  health  care  are,  to  a large 
extent,  simply  a political  bookkeeping  maneuver. 

Regardless,  as  the  role  of  health  care  con- 
tinues to  become  more  vital  in  contemporary 
society,  we  must  learn  to  think  about  it  in  dif- 
ferent ways.  This  is  particularly  applicable  to 
the  statistician,  economist,  sociologist  and  po- 
litical scientist. 

Idealistically  the  isolation  and  identification  of 
environmental,  nutritional,  social  and  other  psy- 
chosocial factors  in  health  deviancy  is  prerequi- 
site to  its  prevention  and  to  a realistic  economy. 
Ultimately,  this  could  affect  a total  savings 
greater  than  any  potential  reduction  in  physi- 
cians’ fees,  hospital  rates,  drug  costs  or  other 
contemporary  proposals.  The  health  care  in- 
dustry, government,  labor,  industry  and  educa- 
tion have  indispensable  roles  to  play.  All  these 
function  in  the  national  interest;  and  all  dem- 
onstrate growing  fiscal  problems  as  they  seek 
to  meet  the  public  responsibilities  they  share. 
Computing  the  health  care  industry  into  fiscal 
trouble  is  all  too  easy.  Taxing  it  out  of  trouble 
is  so  much  harder— especially  on  the  taxpayer.  ■ 

C.  D.  Muller,  M.D 
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Medical  Association  Influence  on  Traffic  Safely 


Voters  of  Washington  State  may  not  have  real- 
ized it,  but  on  November  5 they  spoke  to  the 
nation  when  they  gave  overwhelming  approval 
to  Washington  State  Medical  Association’s  Ini- 
tiative 242.  The  Association  and  the  Auxiliary 
won  a striking  victory  with  final  vote  more  than 
two  to  one  in  favor  of  the  measure. 

The  initiative  was  aimed  at  keeping  drunken 
drivers  off  of  Washington  highways  but  the 
great  victory  won  by  Washington  physicians 
does  more.  It  makes  visible  marked  public  con- 
cern that  had  not  previously  been  exposed  so 
unmistakably.  With  concern  of  Washington  vot- 
ers so  firmly  demonstrated,  it  is  obvious  that 
people  everywhere  are  concerned. 

Mr.  Howard  Pyle,  former  Governor  of  Arizona 
and  now  President  of  the  National  Safety  Coun- 
cil, discussed  the  national  impact  of  a heavy 
favorable  vote  when  he  addressed  the  House  of 
Delegates  of  Washington  State  Medical  Asso- 
ciation last  September.  After  congratulating  the 
Association  for  having  accepted  leadership  in  this 
important  field,  he  said,  “For  the  first  time  in 
this  nation,  you  have  given  us  an  opportunity 
to  learn  what  people  really  think  about  safety 
on  our  highways.  When  you  get  a heavy  vote 
in  favor  of  your  initiative,  as  I'm  sure  you  will, 
you  will  show  the  entire  country  what  people 
are  thinking  about  needless  death  and  injury  on 
the  highways.” 


After  his  address.  Governor  Pyle  was  asked 
what  might  be  done  about  the  notorious  failure 
of  justice  courts  to  sentence  drivers  cited  for 
driving  while  intoxicated.  He  said,  “When  you 
get  the  vote  I think  you’re  going  to  get,  the 
judges  will  read  the  papers.” 

In  one  instance,  at  least,  his  prediction  was 
remarkably  accurate.  Within  a week  a judge  in 
Olympia  was  credited,  on  a radio  newscast, 
with  statement  to  the  effect  that  if  that  is  what 
the  people  want,  he  will  start  taking  drunken 
drivers  off  the  road  by  putting  them  in  jail. 

The  242  campaign,  conducted  effectively  by 
the  Woman’s  Auxiliary  of  Washington  State 
Medical  Association,  was  efficient  and  econom- 
ical. Funds  were  used  almost  entirely  for  or- 
ganization and  for  printing  of  some  campaign 
material.  There  was  no  advertising.  In  view  of 
the  frugality  of  the  campaign  the  tremendous 
vote  becomes  significant  indeed. 

Physicians  of  Washington  and  the  Auxiliary 
won  a striking  victory  but  it  should  not  be  sur- 
prising. It  was  won  because,  in  accord  with 
medical  tradition,  they  were  willing  to  spend 
time  and  money  to  save  lives  and  prevent  in- 
jury. The  voters  understood.  The  Association 
gained  stature  and  the  nation  gained  sharp  in- 
crease of  interest  in  traffic  safety.  ■ 

H.  L.  H. 


Volunteer  Physicians  for  Vietnam 


It  is  difficult  for  those  who  know  little  about 
medicine  to  understand  the  motivation  of 
physicians.  And  it  is  quite  likely  that  we  do  not 
always  understand  ourselves.  But  almost  anyone 
who  reads  the  letters  published  in  the  following 
pages  can  understand  why  thirty  distinguished 
Northwest  physicians  went  to  South  Vietnam. 
They  went  because  they  were  impelled  by  the 
motivation  that  brought  them  into  the  profes- 
sion in  the  first  place.  They  recognized  need 
and  they  responded. 

They  saw  suffering  and  deprivation.  Much  of 
their  work  was  done  under  difficulties— but  it 


was  satisfying  work  because  they  were  meeting 
great  human  need. 

It  is  interesting  that  several  have  made  two 
trips  to  serve  the  people  of  South  Vietnam  and 
many  others  have  expressed  interest  in  giving 
additional  service.  The  need  still  exists,  and  it 
will  continue  to  exist  for  a long  time  to  come. 
It  will  not  stop  with  the  end  of  the  war.  The 
list  of  Volunteer  Physicians  for  Vietnam  will 
continue  to  grow,  and  many  more  physicians 
will  find  the  rewards  that  come  most  richly  to 
those  who  respond  to  the  needs  of  the  ill,  the 
injured,  and  the  distraught.  The  letters  that 
follow  make  it  quite  clear.  ■ H.  L.  H. 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections: infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution.  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution  (approximately  one  tea- 

spoonful).  [04J567A] 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Volunteer  Physicians  for  Vietnam 


Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

A 60-day  stint  as  a Volunteer  Physician  For  Viet- 
nam can  be  a very  exciting  experience.  My  trip 
during  January  and  February  1968,  was  particu- 
larly stimulating  since  I experienced  the  realities 
of  guerilla  warfare  during  the  Tet  Offensive  in  the 
rice  paddies  of  the  Mekong  Delta. 

At  the  Geneva  Convention  in  1954,  Vietnam  was 
divided  into  Communist  North  and  Democratic 
South.  The  southern  people  consisted  of  many  dif- 
ferent ethnic  groups,  religions  and  beliefs.  A demo- 
cratic government  was  elected  in  1956  under  Presi- 
dent Diem.  He  was  later  overthrown  and  executed. 
Other  regimes  followed.  In  1962,  South  Vietnam 
asked  for  military  and  economic  assistance  and  it 
was  given  by  36  free  world  nation  members,  but 
mostly  from  the  United  States,  Australia,  New  Zea- 
land, the  Philippines  and  the  Republic  of  Korea. 
The  last  five  also  sent  medical  teams  to  South  Viet- 
nam. As  the  communist  infiltration  and  guerilla  war- 
fare increased,  South  Vietnam  doctors  were  called 
to  the  military  and  a shortage  developed.  United 
States  Aid  for  International  Development  (USAID) 
was  formed  and  US  physicians  were  asked  to  volun- 
teer for  60-day  services.  To  date,  over  500  doctors 
have  participated.  Every  two  weeks  about  10  to  12 
new  doctors  are  sent,  replacing  the  others,  so  that 
all  are  replaced  in  60  days.  Each  province  has  its 
own  hospital,  built  by  the  French  and  governed 
by  the  province  medical  chef,  who  is  usually  a good 
general  surgeon. 

I spent  the  first  week  in  Phu  Vinh,  and  then  was 
asked  to  transfer  to  Bac  Lieu,  a province  of  300,000 
with  one  hospital  of  250  beds.  I was  the  only  sur- 
geon there  for  three  weeks,  until  the  arrival  of  the 
province  chef,  who  was  on  leave.  The  military  had 
only  a first-aid  hospital.  We  took  care  of  elective 
and  emergency  surgery  of  civilians,  police  and  popu- 
lar forces,  regional  forces  and  soldiers,  friend  and 
foe  alike.  We  could  tell  the  Viet  Cong  only  by  their 
being  chained  to  their  beds.  At  times,  many  pa- 
tients and  relatives  shared  the  same  bed  and  cooked 
their  food  in  the  hallways,  brought  their  animal  pets 
along.  Goats,  cows,  buffalo,  chickens,  ducks,  pigs 
wandered  through  the  hospital  yard.  The  tempera- 
ture ranged  from  69  to  90  degrees  with  a gentle 
breeze.  No  rain  fell  at  all.  We  used  mosquito  nets. 


took  one  pill  per  week  to  prevent  malaria.  The 
government  furnished  living  quarters.  When  a mili- 
tary mess  hall  was  not  close  at  hand,  one  could  hire 
a housekeeper  for  a nominal  fee  to  cook  and  do 
the  laundry. 

Every  day  was  a busy  one,  including  Sunday. 
The  morning  started  with  the  surgical  ward  rounds 
for  50  to  75  patients,  dressing  wounds  and  signing 
up  elective  surgical  procedures,  such  as  debride- 
ment of  wounds,  surgical  revision  of  amputation 
stumps,  removal  of  metal  fragments  and  skin  grafts 
and  changing  casts.  We  took  care  of  many  late 
malignancies,  sarcoma,  melanomas,  ovarian  tumors 
and  goiters,  as  well  as  some  perforated  typhoid  ul- 
cers and  ruptured  appendices. 

Many  of  the  patients  were  put  on  the  surgery 
schedule  for  as  long  as  two  weeks,  as  interruptions 
for  fresh  casualties  would  demand  that  they  be  put 
off.  We  had  poor  success  of  debridement  of  wounds 
as  they  almost  all  broke  down,  and  found  it  better 
to  graft  skin.  The  results  of  this  were  extremely 
successful.  Some  of  the  Vietnamese  male  nurses 
were  very  good  assistants  and  anesthesiologists.  We 
usually  allowed  them  to  remove  bullets  and  shrapnel 
and  close  wounds,  which  made  them  feel  very  warm 
toward  us.  The  regular  surgery  schedule  was  in- 
terrupted by  fresh  casualties,  which  were  usually 
10  to  24  hours  old. 

Transportation  was  a problem,  and  they  came 
by  sampan,  jeep,  helicopter,  stretcher,  rickshaw  or 
Honda.  We  had  no  idea  how  many  people  died 
before  reaching  the  hospital.  Almost  all  had  re- 
ceived some  type  of  emergency  first-aid  with  ban- 
dages applied.  This  was  a help,  because  when  you 
had  15  to  25  severely  injured  people,  the  bandage 
gave  a clue  to  the  area  of  injury.  The  size  of  the 
entrance  wound  bore  no  relation  to  the  internal 
injury.  We  always  asked  them,  through  interpreters, 
who  caused  the  injury  and  how,  and  found  to  our 
amazement  that  at  least  95  percent  were  caused 
by  the  Viet  Cong.  Our  military  is  extremely  care- 
ful to  prevent  civilian  casualties.  Rarely  would 
they  search  a home  without  first  having  a witness 
present  to  prevent  accusation  of  theft  or  injury. 

The  first  casualties  were  filtered  through  the 
First-Aid  Building  then  to  the  Surgical  Hospital. 
It  was  not  unusual  to  have  three  to  five  patients 
who  needed  laparotomy  for  perforated  intestines. 
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liver  or  kidney.  The  hospitals  were  poorly  lighted, 
crowded  and  noisy  due  to  weeping  and  wailing 
relatives.  The  equipment  was  ancient  and  in  poor 
repair.  Interpreters  were  scarce,  poor  and  sometimes 
nonexistent.  Some  days  we  would  operate  all  day 
by  sign  language,  no  one  being  able  to  speak  a 
word  of  English. 

In  Vietnam  there  is  no  battle  line  like  in  the 
conventional  war,  so  the  military  go  on  search  and 
destroy  operations,  by  helicopter  usually.  We  were 
not  required  to  go,  but  for  some  excitement  were 
permitted  to  go  for  a day  by  request.  This  one 
day  was  a light  one,  and  there  were  no  American 
casualties,  but  many  VC  and  Vietnamese  soldiers 
were  injured  or  killed.  They  were  given  plasma 
and  IVs  and  first-aid,  then  evacuated  to  the  mili- 
tary hospital. 

The  Vietnamese  New  Year,  Tet  (Tet  Nguyen 
Dan),  “the  Year  of  the  Monkey,”  this  year  fell 
January  30,  1968.  This  is  the  biggest  holiday  of  the 
year.  Many  very  ill  patients  left  the  hospital  to  be 
home  to  celebrate  and  worship  their  ancestors  and 
generations  yet  to  come.  They  usually  buy  new 
clothes,  pay  all  debts,  visit  their  relatives,  and  have 
feasts  and  spirits,  the  favorite  being  cognac,  intro- 
duced by  the  French. 

Months  before  this  holiday,  the  Viet  Cong  infil- 
trated the  cities,  cached  their  arms,  clothes  and 
food,  then  they  made  merry  with  the  local  popula- 
tion. Early  the  next  morning  during  this  truce  we 
gave  to  them,  all  hell  broke  loose.  They  collected 
their  clothes  and  arms,  grouped  together  and  tried 
to  take  over  the  cities  in  Vietnam.  We  were 
awakened  many  times  during  the  night  by  air  raid 
alerts;  all  types  of  arms  fire  were  heard.  The  sky 
was  lit  up  like  day  by  our  flares.  The  planes  and 
helicopters  zooming  over,  together  with  machine 
guns  and  tracer  bullets  was  a sight  to  behold.  Our 
airfield  was  under  siege  for  four  days,  and  no 
planes  could  land.  Since  most  of  the  other  provinces 
were  attacked  simultaneously,  little  help  was  forth- 
coming. We  ran  out  of  fresh  food,  and  the  mili- 
tary later  admitted  they  ran  low  on  ammunition. 

Martial  law  was  declared  and  all  civilians  or- 
dered off  the  streets,  and  the  military  was  ordered 
to  shoot  anything  that  moved  at  night.  This  stopped 
the  VC  cold.  There  was  no  local  help  for  cooking 
and  cleaning,  and  the  mail  and  supply  clerks,  and 
bartenders  all  pitched  in  and  did  a wonderful  job. 
When  the  VC  found  they  were  trapped,  they  set 
fire  to  the  city  of  Bac  Lieu  for  a smoke  screen  to 
escape.  The  grass  huts  literally  exploded,  and  we 
were  surrounded  by  fire  for  about  24  hours.  The 
sounds  of  gunfire  and  bullets  whizzing  through  the 
air  was  quite  exciting;  but  the  prospect  of  being 
cremated  alive  was  frightening  indeed.  Most  of  the 
VC  were  killed  or  captured.  The  devastation  to  this 


city  was  frightful.  The  sight  of  mutilated  and  burn- 
ed bodies  of  the  soldiers  and  population  was  nau- 
seating. 

The  Vietnamese  are  reserved,  polite,  sensitive 
and  anxious  to  please.  They  are  quite  handsome, 
small  in  stature,  intelligent  and  graceful.  One  had 
to  be  always  mindful  that  we,  and  the  military,  are 
guests  of  and  advisors  to  the  South  Vietnamese 
nation.  We  were  not  to  command  but  advise.  In 
our  operating  room,  this  was  rather  difficult,  after 
years  of  barking  commands  to  the  hospital  person- 
nel at  home.  The  noon  hour  siesta  from  12  noon 
to  2:30  pm  was  not  to  be  violated  except  under 
extreme  emergencies. 

South  Vietnam  desperately  needs  our  help.  The 
frustrations  of  working  with  poor  equipment  and 
conditions,  together  with  superstitions  regarding 
blood  transfusions,  can  be  tolerated.  It  was  a very 
exciting  experience.  I cannot  say  gratifying,  since 
they  died  while  being  examined,  while  scrubbing, 
on  the  operating  table,  and  many  never  left  the 
table  or  died  during  the  night,  mostly  for  lack  of 
blood  and  other  equipment.  Our  only  reward  was 
from  a feeling  that  we  might  have  contributed  a 
little  toward  helping  them  help  themselves. 

Sincerely, 

HERMAN  LLOYD  SCHIESS,  M.D. 

• 

Jerome,  Idaho 

Editor,  northwest  medicine: 

I considered  it  a tremendous  experience  to  have 
the  opportunity  to  take  part  in  the  Vietnam  program 
and  felt  it  was  personally  rewarding  and  certainly 
worth  the  sacrifice  of  time  and  income.  During 
June,  July  and  August  of  1966,  I was  stationed  in 
the  city  of  My  Tho,  a province  capital  approximately 
30  miles  south  of  Saigon.  During  that  tour  I was 
devoting  most  of  my  time  to  a combined  medical 
gynecology  service  and  daily  visits  to  an  orphanage 
operated  by  Vietnamese  Catholic  nuns.  During  that 
time  I had  the  opportunity  to  associate  with  the 
Army  personnel  of  the  local  MACVI  (Military  As- 
sistance Command  of  Vietnam),  as  well  as  a unit 
of  the  Navy  that  began  nightly  patrols  of  the  Me- 
kong River  during  the  time  I was  in  My  Tho.  I 
accompanied  the  Navy  on  two  different  night-long 
patrols  and  surely  feel  that  these  boys  have  not 
received  the  recognition  they  deserve  for  the  hazar- 
dous, but  vital,  work  they  have  done  in  interdicting 
the  Viet  Cong. 

During  January,  February  and  March  1968,  I 
returned  to  Vietnam  and  at  my  own  request  was 
assigned  to  the  I Corps  area  and  spent  my  time  in 
Hoi  Ann,  about  20  miles  south  of  Da  Nang.  During 
the  second  tour  I was  assigned  to  and  became  a 
part  of  a Navy  Health  Team  consisting  of  two  Naval 
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physicians,  a contract  surgeon  from  India  and  14 
enlisted  personnel.  The  first  two  weeks  in  Hoi  Ann 
I assisted  on  all  the  various  hospital  services,  but 
after  the  Tet  attack  of  the  first  of  February  prac- 
tically all  the  entire  team  efforts  were  required  for 
the  care  of  civilian  casualties  of  all  types  and  de- 
scriptions, and  involving  both  sexes  and  all  ages. 

My  most  interesting  experience  was  undoubtedly 
the  first  three  days  of  the  Tet  attack  which  were 
spent  in  a sandbag  bunker,  not  knowing  from  one 
hour  to  the  next  whether  the  attacking  forces  could 
be  repelled  or  whether  we  would  be  overrun  by  the 
VC  and  North  Vietnamese  invaders  of  Hoi  Ann. 
This  certainly  is  not  an  experience  which  I would 
care  to  repeat.  I personally  liked  the  Vietnamese 
people  who  have  withstood  hardships  and  many 
years  of  war  with  a great  deal  more  fortitude  than 
any  people  should  be  expected  to  display.  I cannot 
agree  with  those  of  my  countrymen  who  desire  the 
United  States  to  abandon  these  15  million  people 
to  the  Communist  aggressors.  I am  convinced  that 
to  do  so  would  only  encourage  aggression  elsewhere 
in  the  world  with  the  certainty  that  we  would  be 
involved  in  further  wars  as  the  result  of  the  aban- 
donment of  our  allies  in  South  Vietnam. 

The  medical  needs  and  the  shortage  of  qualified 
personnel  throughout  all  of  the  South  Vietnam  are 
beyond  the  imagination  of  anyone  who  has  not 
been  in  direct  contact  with  the  situation.  I would 
strongly  urge  any  physician  to  give  serious  con- 
sideration to  taking  part  in  the  program  of  Volun- 
teer Physicians  for  Vietnam. 

Very  truly  yours, 

L.  M.  NEHER,  M.D. 

Portland,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Along  with  eight  other  volunteer  physicians  in- 
cluding Thomas  Morris,  Oregon  internist,  I arrived 
in  Saigon  on  August  5,  1966,  where  we  were  met 
by  Malcom  Phelps,  then  Field  Director  for  the  AMA. 
After  a period  of  briefing,  I was  flown  to  Nha  Trang 
and  from  there  to  Pleiku,  a town  of  about  20,000 
inhabitants,  capital  city  of  Pleiku  Province  in  the 
central  highlands. 

There  I was  assigned  to  an  Army  Milphap  (Mili- 
tary Provincial  Hospital  Assistance  Program)  Team. 
This  team  of  (normally)  three  medical  officers  and 
about  twelve  paramedically  trained  enlisted  men, 
while  assigned  to  the  Pleiku  Provincial  Hospital  to 
treat  civilians,  was  quartered  at  a military  com- 
pound about  three  kilometers  north  of  the  city. 
The  team  was  short  one  medical  officer.  If  this 
particular  Milphap  Team  is  representative  of  the 
several  others  from  all  branches  of  the  services 


stationed  throughout  South  Vietnam,  the  nation  can 
be  justly  proud  of  them. 

In  the  provincial  hospital  I found  myself  disturbed 
by  the  lack  of  isolation  technique  and  the  place- 
ment of  more  than  one  patient  to  a bed.  Sometimes 
a whole  family  (the  family  members  rendered  most 
of  the  nursing)  would  occupy  a single  bed— a bed 
being  a small  wooden  frame  with  a thin  mat  as  a 
mattress;  fortunately  the  Vietnamese  are  a smaller 
and  much  more  patient  people  than  we.  On  the 
“private”  ward,  the  patients  paid  the  equivalent  of 
about  20  cents  a day  which  entitled  each  of  them 
to  a well  used  mattress  about  two  inches  thick,  a 
sheet  with  tattle-tale  gray  and  the  assurance  that 
no  one  else  would  share  the  bed.  However,  the  na- 
ture of  the  illness  or  sex  made  no  difference  in 
assignment  of  beds.  You  can  imagine  the  discom- 
fort that  a physician  versed  in  private  practice  tech- 
niques, who  has  been  used  to  asking  delicate  ques- 
tions of  his  patients  in  the  sanctum  of  his  office, 
would  feel  when  the  interpreter  would  present  his 
questions  in  a loud  voice  while  someone  of  the 
opposite  sex  in  an  adjoining  bed  would  lean  on  his 
or  her  elbow  and  “chime  in,”  and  children  from 
the  women’s  and  children’s  ward  would  gather 
around  to  witness  the  examination.  Also,  for  a while 
it  was  disturbing  not  to  be  able  to  wash  one’s  hands 
between  patients  although  one  could  sponge  his 
hands  with  alcohol  between  wards. 

Falciparum  malaria  was  the  most  impressive  dis- 
ease and  so  commonplace  and  protean  in  its  mani- 
festations as  to  make  the  necessity  of  a malaria 
smear  nearly  routine.  Tuberculosis  was  sufficiently 
common  to  force  outpatient  treatment  for  patients 
with  serious  disease.  There  was  a tuberculosis  ward, 
but  it  was  filled  with  incarcerated  patients.  Other 
than  this  tuberculosis  ward,  there  was  little  or  no 
isolation  technique.  Patients  with  contagious  dis- 
eases were  placed  on  the  open  wards.  I learned  that 
the  Milphap  Team  had  made  attempts  to  correct 
this  situation  in  previous  months  but  ran  into  so 
many  obstructions  that  they  were  forced  to  give  up 
and  try  working  back  into  it  gradually.  Other  diseases 
included  malnutrition  in  its  various  manifestations,  ty- 
phoid, hookworm,  ascariasis,  amoebiasis,  dysenteries, 
various  forms  of  pneumonia,  skin  diseases  such  as 
pyoderma  and  scabies,  occasional  cases  of  rheuma- 
toid or  rheumatic  diseases,  nephritis,  plague  and 
leprosy.  Lack  of  adequate  laboratory  and  x-ray  fa- 
cilities made  definitive  diagnosis  difficult  in  many 
cases,  but  the  laboratory  work  was  good  for  bac- 
teriologic  and  malarial  smears,  blood  counts,  hema- 
tocrits, serology  test  for  syphilis,  and  urinalyses. 
Patients  with  multiple  diseases  often  presented  them- 
selves; one  not  rare  combination  was  malaria,  ty- 
phoid, hookworm  and  malnutrition.  I suspect,  too, 
that  we  saw  cases  of  kala-azar  but  were  unable  to 


1183 

Northwest  Medicine,  December,  1968 


prove  the  same.  Lack  of  sufficient  medicinals,  par- 
ticularly with  dermatologic  drugs,  limited  the  effec- 
tiveness of  treatment  in  many  instances.  Gonorrhea 
was  fairly  prevalent  and  made  for  quite  a system 
in  tracking  down  and  treating  the  infected  prosti- 
tutes. 

One  problem  in  Pleiku  was  the  numerous  Mon- 
tagnard  patients,  and  their  different  dialects  usually 
necessitated  two  interpreters  (English  to  Vietnam- 
ese to  Montagnard  and  back  again).  This  combined 
with  the  fact  that  the  Montagnards  usually  had 
little  or  no  concept  of  time  (often  not  even  knowing 
their  own  ages)  made  their  medical  histories  of 
questionable  accuracy.  Also,  they  frequently  would 
leave  the  hospital  during  the  course  of  treatment, 
and  their  poor  state  of  nutrition  along  with  lack  of 
cleanliness  often  resulted  in  wound  infections  and 
slow  response  to  treatment. 

It  was  a very  gratifying  experience.  From  the 
standpoint  of  seeing  exotic  diseases,  Vietnam  is  an 
internist’s  paradise.  Yes,  I believe  we  are  accom- 
plishing something,  particularly  in  the  larger  com- 
munities where  we  have  had  more  years  to  work. 
The  Vietnamese  are  grateful  for  our  medical  efforts, 
but  we  must  continue  to  avoid  supercilious  behavior 
to  which  they  react  like  other  humans. 

And  I did  learn  to  enjoy  the  daily  siesta. 

Sincerely, 

E.  MURRAY  BURN'S,  M.D. 

Albany,  Oregon 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  your  interest  in  the  Volunteer 
Physicians  for  Vietnam  program. 

My  participation  in  this  program  for  the  usual 
two  month  tour  in  April  and  May  1968  was  an  in- 
teresting and  rewarding  adventure.  I highly  recom- 
mend it  to  all  physicians  in  all  fields  of  practice. 
The  civilian  need  in  Vietnam  is  so  great  that  prac- 
titioners of  all  fields  of  medicine  can  be  utilized. 
Good  medicine  is  and  can  be  practiced  in  these 
civilian  hospitals,  the  program  is  very  well  admin- 
istered and  effective.  I briefly  saw  Hong  Kong, 
stayed  two  days  in  Saigon,  where  we  were  briefed, 
toured,  comfortably  accommodated  and  then  spent 
about  seven  weeks  at  Nha  Trang  doing  general 
surgery  and  orthopedics  and  then  moved  to  Ban 
Me  Thou  in  the  highlands  for  about  10  days.  I 
returned  via  Saigon,  Bangkok,  Singapore,  Australia 
and  New  Zealand. 

Each  day  brought  an  interesting  experience,  from 
surgical  challenges  to  swimming  in  the  warm  blue 
China  Sea  during  the  noon  siesta.  I was  impressed 
by  the  beauty  of  the  land,  the  utter  confusion  of  the 
war  and  the  large  Vietnamese  and  American  bu- 
reaucracy. 


The  Vietnamese  are  a likable  tropical  people, 
both  the  lowlanders  and  the  highlanders,  often 
weakened  and  apathetic  due  to  the  usual  tropic  dis- 
eases. To  me  they  were  polite,  appreciative  for  the 
smallest  aid,  and  almost  overwhelmingly  insecure, 
and  at  times  despondent,  about  the  future.  It  was 
my  impression  that  most  of  them  feel  abandoned  to 
political  expediency  and  consequently  have  adopted 
expediency  as  a way  of  life.  I think  this  program 
gives  them  an  inkling  of  the  old  American  idealism 
and  it  is  appreciated  by  these  people.  This  era  of 
expediency  is  to  me  the  explanation  of  the  much 
publicized  Vietnamese  corruption,  which  I doubt 
could  exist  without  American  sufferance  and  I sus- 
pect active  or  passive  American  participation.  Cer- 
tainly they  have  had  and  apparently  still  have  ex- 
cellent training  for  this  from  their  French  ex-masters. 

I was  amazed  on  the  local  hospital  level,  that 
more  theft  did  not  occur  considering  the  great  pov- 
erty of  the  patients  and  employees.  I really  saw 
none  and  thus  feel  that  the  Vietnamese  are  basically 
an  honest  people,  most  especially  so  when  one  con- 
siders their  circumstances.  I would  also  add  that 
perhaps  the  corruption  in  government  there  is  no 
greater  than  in  our  own  government. 

Interestingly  enough,  Vietnam  has  a stringent  gun 
control  law.  I could  not  legally  obtain  a weapon. 
However  it  does  not  seem  to  have  disarmed  the 
Viet  Cong. 

Most  appalling  to  me  was  the  inability  of  our 
forces  to  provide  physical  security  for  the  popula- 
tion. However,  our  military  is  laboring  under  rather 
tremendous  handicaps  imposed  by  our  politicians. 
One  is  reminded  of  the  phrase,  “Who  needs  ene- 
mies when  we  have  friends  like  these,”  in  viewing 
our  socialistic  friends  here  in  the  United  States. 
Needless  to  say  I returned  with  a little  apprehen- 
sion of  an  approaching  totalitarian  bureaucracy  here 
in  the  United  States. 

In  summary,  I enjoyed  making  a small  medical 
contribution  to  these  unfortunate  people.  I suffered 
no  hardship,  in  fact  accommodations  were  much 
better  than  I had  anticipated.  I saw  a fascinating 
area  and  got  a peek  at  one  of  the  most  controver- 
sial arenas  of  our  time— all  for  free. 

What  better  experience  could  anyone  wish  for? 

Sincerely  yours, 

CHARLES  H.  NELSON,  M.D. 


Edmonds,  Washington 
Editor,  northwest  medicine: 

I served  in  Vietnam  in  February  and  March  of 
1966.  I guess  I was  the  47th  volunteer.  This  was 
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before  the  project  was  under  the  auspices  of  the 
AMA. 

I was  assigned  to  the  New  Zealand  Surgical 
Team,  which  consisted  of  one  surgeon,  Dr.  En- 
wright,  and  three  New  Zealand  nurses.  The  team 
worked  in  the  Bin  Din  Province  hospital  at  Qui 
Nhon  about  250  miles  up  the  coast  from  Saigon 
between  Camranh  Bay  and  Da  Nang. 

Conditions  were  very  primitive.  The  hospital  was 
designed  for  200  and  we  never  had  less  than  600 
patients,  often  four  to  a bed.  There  were  no  lava- 
tories, kitchens,  laundries  or  running  water.  Be- 
sides our  casualties  we  also  had  many  cases  of 
plague,  cholera,  typhoid,  malaria  and  a few  cases 
of  kwashiorkor.  Drugs  were  in  short  supply  as  we 
shared  equally  at  that  time  with  the  Viet  Cong  and 
the  black  marketers.  My  work  was  entirely  surgical, 
about  90%  of  the  friendly  force  variety,  the  balance 
C-sections,  ruptured  appendices,  etc. 

My  most  amusing  experience  was  with  a patient 
shot  through  the  abdomen  from  side  to  side.  After 
opening  the  belly  and  finding  no  perforated  bowel 
and  only  a small  slit  in  the  peritoneum  I reluctantly 
was  about  to  close  when  there  appeared  an  ascaris. 
I followed  the  worm  to  the  transverse  colon  and 
under  a epiploicia  where  there  was  a small  hole 
that  the  worm  had  come  through.  I closed  the  per- 
foration and  I backed  out  with  the  thought  that 
even  a lowly  ascaris  may  be  a help  to  the  surgeon. 

The  Qui-Nhon  area  is  beautiful,  lying  as  it  does 
on  a spit  of  sand  extending  into  the  China  Sea.  It 
could  be  a delightful  place  to  spend  a holiday  sans 
war.  The  people  are  as  any  people  who  have  with- 
stood war  for  their  entire  lives— they  steal,  lie,  cheat 
and  all  moral  fiber  is  worn  thin. 

I believe  that  even  after  the  war  is  over  there 
will  be  years  of  reconstructive  surgery  to  be  done. 
Our  work  is  only  just  begun. 

Sincerely, 

C.  RICHARD  GOODHOPE,  M.D. 


Port  Angeles,  Washington 
Editor,  NORTHWEST  MEDICINE: 

Essentially,  volunteering  for  Vietnam  was  to  re- 
live the  altruistic  dream  of  a golden-haired,  starry, 
blue-eyed  ten-year-old  boy  to  become  a physician. 
Because  ideally  the  medical  profession  was  the  only 
noble  constructive  avenue  through  which  one  could 
aid  human  beings  in  attaining  the  happiness  of  their 
choice,  in  good  health. 

At  the  Da  Nang  provincial  hospital,  where  I was 
radiologist,  this  purpose  was  fulfilled  every  day, 
bringing  with  it  a tremendous  wholesome,  real,  per- 
sonal satisfaction.  For  here,  700  beds  within  five 


surgical  units  and  140  beds  one-half  mile  away 
divided  into  eight  sprawling  medical  units  had  a 
fairly  constant  census  of  1,400-1,600  patients— each 
patient  a seriously  ill  one  with  no  control  over  his 
fate.  The  surgical  patients  mostly  casualties  of  VC 
sniper  attacks;  the  medical  ones  riddled  with  tuber- 
culosis, plague,  worm  infestations,  deficiencies,  etc. 

At  7:30  am  I would  begin  reading  x-rays,  50-100 
cases  daily,  done  adequately  for  routine  purposes 
with  a 15  MA  Army  field  unit  and  a 100  MA  unit. 
This  was  so  because  the  Vietnamese  are  small  thin 
people  and  necessary  x-ray  penetration  easily  at- 
tained. Then  to  surgery,  where  the  wet  films  were 
read  in  consultation  with  the  surgeons  while  the 
patient  was  being  examined.  In  addition  I assisted 
in  surgery  and  before  long  was  doing  fracture  work, 
skin  grafts,  debridements,  appendectomies,  ampu- 
tations and  others.  Surgery  was  usually  over  by  5 
pm,  but  emergencies  were  always  present  at  night 
and  weekends,  and  often  ran  through  the  entire 
night  with  four  major  units  running  at  the  same  time 
with  every  available  hand  utilized.  The  VPVN 
were  always  available.  Another  feature  which  I en- 
joyed (and  was  meaningful)  was  reading  films  at 
the  bedside  on  medical  and  surgical  rounds. 

Much  has  been  written  about  medicine  in  Viet- 
nam, so  I won’t  dwell  upon  it  except  to  point  out 
that  the  Vietnamese  are  a hardy  stock.  Evidently 
they  are  immunologically  as  well,  since  I have  seen 
them  survive  operative  procedures  under  far  from 
sterile  and  optimum  conditions  that  would  have  been 
lethal  for  an  American  under  similar  conditions. 

I was  scheduled  to  leave  for  Vietnam  Feb.  9, 
1968.  Personal  arrangements  were  completed,  eight 
weeks  of  immunizations  taken  and  airline  tickets 
were  in  hand.  Then,  the  Tet  offensive  occurred 
which  was  psychologically  successful  in  creating  ap- 
prehension everywhere  and  which  touched  the 
VPVN  as  well.  The  entire  family  read  and  listened 
to  every  news  report.  I already  knew  I was  sched- 
uled for  Da  Nang  but  kept  this  from  my  family  since 
the  news  of  Khe  Sanh  and  Hue  was  coming  in.  Tan 
Son  Nhut  Airport,  the  only  way  into  Vietnam  for  us, 
was  being  shelled  each  night. 

Turmoil.  Should  I still  go?  The  possibility  of  be- 
ing killed  was  more  real  now.  How  can  a dead  man 
help  the  afflicted  or  leave  behind  a pregnant  wife 
and  four  children?  Many  other  rationalizations  came 
to  mind  but  always  with  them  the  thought  that  the 
need  of  these  people  was  greatest  now. 

Then,  as  though  to  give  me  the  honorable  way 
out  of  my  dilemma,  two  calls  came  from  the  AMA. 
One,  Feb.  7,  called  for  two  weeks  postponement. 
Another,  about  Feb.  9,  called  for  cancellation  com- 
pletely. “Belief”  was  the  immediate  reaction.  But, 
oddly,  in  a few  minutes  this  was  replaced  by  dis- 
continued on  page  1187 
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South  Vietnam  Region  1 

See  map  on  cover 


This  northernmost  region  of  South  Vietnam 
is  the  smallest  in  area  of  the  four  regions. 
It  has  a population  of  approximately  2.4  mil- 
lion. (Shifting  populations  have  changed  some 
of  the  1966  estimates.)  During  the  past  three 


years,  more  than  125  VP/VN  (24  percent  of 
total)  have  been  assigned  to  four  of  the  five 
provinces  in  Region  I.  Here,  the  VP/VN  have 
worked  with  MILPHAP  or  US  Specialty 
teams. 


Profile  on  Da  Nang 


The  autonomous  city  of  Da  Nang  (former- 
ly Tourane)  is  located  on  the  seacoast  in 
Quang  Nam  Province  about  600  miles  N-NE 
of  Saigon.  With  a population  of  approximately 
150,000,  it  is  the  second  largest  city  in  South 
Vietnam. 

The  hospital  at  Da  Nang  serves  as  a med- 
ical center  for  Region  I.  The  30-year-old  med- 
ical hospital,  with  140  beds,  is  situated  one- 
half  mile  from  the  new  surgical  hospital.  This 
facility  is  divided  into  eight  sprawling  medical 
units  and  a number  of  ancillary  buildings. 
Like  many  of  the  older  Vietnamese  hospitals, 
it  has  a poor  water  supply  and  inadequate 
electricity.  An  amazing  compendium  of  trop- 
ical diseases,  including  plague  and  cholera, 
may  be  seen  in  this  hospital. 

The  surgical  section  of  the  hospital  is  a 
pleasant  contrast.  This  compact  hospital,  with 
five  surgical  units  and  a surgical  suite  (three 
operating  rooms)  is  just  five  years  old.  Elec- 
tricity, water  supply,  laboratory,  blood  bank 
and  x-ray  facilities  are  adequate  for  this  700- 
bed  hospital,  which  also  provides  laboratory 
support  for  the  medical  unit.  The  Vietnamese 
staff  for  this  840-bed  complex  includes  the 
Medicin  Chef  and  three  other  Vietnamese 
physicians,  two  of  whom  are  trained  in  ortho- 
pedic surgery  and  one  in  internal  medicine. 
Dinh  Van  Tung,  M.D.,  is  currently  the  Medi- 
cin Chef. 

A surgical  team,  recruited  by  the  US  Pub- 
lic Health  Service,  was  assigned  to  the  Da 


Nang  Hospital  in  the  latter  part  of  1962.  The 
USPHS  continued  to  supply  personnel,  on  a 
rotating  basis,  for  this  specialty  team  until  the 
spring  of  1968.  Recently,  this  team  was  re- 
placed by  a USAID  team  consisting  of  four 
“direct-hire”  physicians.  The  first  VP/VN  was 
assigned  to  Da  Nang  in  mid-September  1965. 
During  the  past  three  years,  85  VP/VN  have 
served  in  this  hospital,  which  has  a require- 
ment for  2-6  VP/VN  for  the  foreseeable  fu- 
ture. A staffing  pattern  of  12  physicians  is 
considered  minimal  for  this  facility,  serving 
not  only  Quang  Nam  Province  with  a popu- 
lation of  nearly  600,000,  but  also  serving  as 
a regional  medical  center. 

A number  of  US  Military  Medical  Units 
are  located  in  Da  Nang  and  its  environs. 
These  facilities  assist  in  the  care  of  Vietnamese 
civilians  and  also  provide  medical  personnel 
for  consultation  and  academic  activities.  The 
VP/VN  live  in  their  own  house  at  the  surgical 
hospital  and  may  obtain  excellent  meals  at  the 
MAC-V  Compound. 

There  are  12  Vietnamese  interns  (7th-year 
medical  students)  in  the  Province  Hospital  at 
Da  Nang.  These  highly  motivated  medical 
students  provide  a wonderful  opportunity  for 
teaching  by  the  American  staff.  It  is  antici- 
pated that  the  hospital  in  Da  Nang  will  be 
among  the  first  in  Vietnam  to  develop  a full- 
scale  teaching  program.  The  talents  of  future 
volunteer  physicians  can  certainly  be  utilized 
in  developing  this  objective  of  the  USAID 
mission. 
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continued  from  page  1185 

appointment,  frustration  and  dejection  that  no 
amount  of  logic  or  consolation  from  my  wife  could 
undo.  I wanted  earnestly  to  help  these  people  now. 
Then  about  two  days  later  another  call  said  we 
would  be  able  to  leave  the  23rd.  And,  for  the  re- 
mainder of  my  days,  I shall  always  be  happy  I 
volunteered.  For,  once  there,  heavily  in  work,  the 
apprehension  and  the  initial  emotion  felt  at  the 
stark  sights  of  mutilated  bodies,  though  never  com- 
pletely gone,  were  disciplined  sufficiently  to  absorb 
avidly  the  many  wonderful  new  experiences  that  are 
now  a part  of  me,  that  no  plethora  of  words  can 
convey  unless  one  has  lived  these  experiences  and 
felt  and  thought  as  I do. 

If  one  can  divorce  the  influence  of  war  upon  the 
lives  of  the  Vietnamese  one  finds  a grandiose  sim- 
plicity of  life,  undisturbed  by  TV,  radio,  newspaper, 
telephone,  computers,  numbers,  monthly  bills,  meet- 
ings, and  all  that  is  part  of  an  advanced  culture.  The 
siesta  is  as  important  as  food.  Life’s  major  concern 
is  food,  some  little  shelter  and  the  clothes  on  one’s 
back— leaving  the  Vietnamese  otherwise  free  to  pur- 
sue a gentle,  happy,  serene,  unhurried,  non-com- 
plaining  existence.  Time  is  of  no  moment.  Only  the 
dawn  and  the  dusk  mark  the  beginning  and  end  of 
satisfying  activity. 

Their  laughter  is  real,  true  and  spontaneous  as 
is  their  sorrow  and  zest  for  earthy,  natural  living. 
They  have  a simple  child-like  dignity  with  no  emo- 
tion unbecoming.  Their  strong  family  ties  complete 
their  perspectives  and  within  this  family  the  chil- 
dren are  happy,  respectful,  frowning  upon  argument 
or  fighting  as  manly  weakness,  and  early  learning 
responsibility.  Morals  are  strong  and  crime  not  seen. 
The  women  are  petite,  straight  in  stature,  walk 
gingerly  and  rhythmically  and  appear  like  Paris 
models  in  their  daily  dress,  the  Oi  Xai,  which  looks 
like  an  evening  gown.  There  is  never  thought  of 
being  molested  on  the  streets.  All  this  they  enjoy  in 
a country  which  is  equally  alive  in  beauty.  The 
sprawling  delta,  rich  in  rice;  their  forests  abundant 
in  fertile  foliage  and  the  dulcet  music  of  a variety 
of  wildlife;  a long,  uninterrupted  coastline  with 
white,  wide,  sandy  beaches  and  crystal  clear  com- 
fortable waters  second  to  none. 

Give  these  people  preventive  medicine,  sanitation 
and  a little  more  of  the  necessities  of  life,  stop  there, 
and  one  would  give  these  people  all  they  would 
want  at  this  time. 

Hence,  the  experience  of  Vietnam  brings  with  it 
the  reward  of  personal  satisfaction,  the  apprecia- 
tion of  the  Vietnamese  culture  and  in  contrast  an 
appreciation  of  our  own  culture.  It  is  a jolting  ex- 
perience I recommend  for  every  physician  who  can 
so  arrange. 

Sincerely, 

ANTHONY  R.  GALGANO,  M.D. 


Bandung,  Java,  Indonesia 

Editor,  NORTHWEST  MEDICINE: 

Your  letter  of  Oct.  21,  1968,  was  forwarded  to 
me  here  in  Bandung.  After  completing  the  AMA 
Volunteer  Physicians  for  Vietnam  tour  on  Oct.  8, 

I am  spending  some  time  with  my  church  mission 
hospitals  here  in  the  Far  East.  Will  be  here  in  Ban- 
dung until  February,  then  return  to  Saigon  again  for 
a time.  Your  idea  of  a letter  from  each  of  the  volun- 
teers is  a good  one,  as  no  two  impressions  will  be 
alike.  First  experiences  are  the  most  vivid.  These 
can  be  pleasant  or  frustrating. 

Vietnam  is  a maze  of  intricate  situations.  Each 
town,  village,  and  hamlet  is  a community  unto  it- 
self. What  conditions  may  prevail  in  one  place  at 
a given  time  will  not  necessarily  be  so  in  another 
locality  only  a few  kilometers  away.  One  must  live 
with  and  among  the  people  for  some  time  before 
he  is  accepted  and  they  show  their  true  reactions. 
The  people  live  in  close  units  with  strong  family 
ties.  On  my  previous  tour  in  1966  I did  consider- 
able thyroid  surgery.  Now  two  years  later  when  it 
became  known  that  I was  coming  back  to  the  same 
locality  the  word  was  sent  out  to  the  entire  region 
for  people  with  goiters  to  come  in  for  treatment. 
Acute  emergencies  and  war  action  casualties  take 
precedence,  but  here  the  patient  has  no  choice. 

Major  surgery  and  intensive  medical  care  is  dra- 
matic and  life  saving  to  a degree.  The  crying  need 
of  South  Vietnam  is  sanitation  and  preventive  med- 
icine. Enteric  infections,  tuberculosis  in  all  its 
forms,  malaria,  typhoid,  worms,  and  malnutrition 
take  a frightful  toll  of  young  lives.  There  are  im- 
posing laboratories  in  Saigon  and  Nha  Trang  where 
the  various  vaccines,  antitoxins,  toxoids,  etc.  are 
made,  but  little  of  this  is  available  to  the  multi- 
tudes of  poor  peasant  people.  The  practice  of  cult 
medicine  is  more  often  injurious  than  beneficial, 
frequently  ending  in  death  of  the  patient.  Manipu- 
lation, acupuncture,  plasters  and  injections  are  the 
common  practice. 

A couple  of  illustrations:  A child,  3 years  old, 
complains  of  headache.  Mother  takes  her  to  the 
local  “medicine  man,”  who  gives  a treatment.  He 
twists  and  turns  the  head  and  neck  to  squeeze  out 
the  spirit  causing  the  pain.  The  child  only  screams 
more  with  pain  and  shortly  after  is  paralyzed  from 
the  neck  down.  She  is  brought  to  our  hospital.  We 
take  an  x-ray,  and  send  her  over  to  the  nearby 
Army  Field  Hospital  where  there  is  a neurosur- 
geon. What  had  happened?  The  odontoid  process 
was  broken  off  and  impinged  against  the  spinal 
cord.  The  neuro-surgeon  did  a “number  one”  job. 
The  child  is  alive  and  paralysis  now  all  gone.  I 
changed  her  cast  shortly  before  I left.  This  next 
infant  was  not  so  fortunate.  A three-week-old  baby 
developed  a coated  tongue,  a little  thrush.  Mother 
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takes  her  to  the  neighborhood  nurse.  She  mixes 
some  concoction,  and  it  is  not  cortisone,  and  injects 
this  directly  into  the  tongue.  Within  minutes  the 
tongue  and  floor  of  the  mouth  begin  to  swell  and 
the  baby  has  difficult  breathing.  Some  two  hours 
later  the  baby  is  brought  to  the  hospital.  Now 
cyanotic,  limpid,  and  struggling  for  air.  It  was  no 
easy  tracheostomy  to  do,  and  we  had  no  infant  size 
tubes.  I fashioned  one  from  an  old  Robinson  cath- 
eter. The  baby’s  breathing  and  color  improved  but 
she  developed  a rapid  high  fever  and  died  in  con- 
vulsion. The  treatment  for  thrush! 

Motorization  has  come  to  Vietnam  in  force.  The 
intoxication  of  speed  and  power  is  the  same  here 
as  in  the  good  old  USA.  Motorcycles  are  the  most 
popular  death-dealing  vehicles.  The  hare-brained, 
long-haired  fools,  they  call  themselves  “cowboys,” 
come  racing  through  the  dense  traffic,  weaving  from 
one  lane  to  another,  and  bam!  The  most  horrible 
compound  fractures  of  arms  and  legs.  Skull  frac- 
tures—many  never  regain  consciousness. 

Such  is  life  in  the  Far  East,  or  is  it  West?  Some- 
one has  said,  “East  is  East  and  West  is  West  and 
never  the  twain  shall  meet.”  I believe  East  and 
West  have  met  in  Vietnam,  and  the  reaction  is  most 
violent. 

The  often-asked  question  still  remains.  Why  are 
we  here?  Should  we  be  here?  Is  it  worth  the  cost 
in  material  and  men?  With  each  trip  as  I see  and 
hear  and  learn  more  I too  have  had  to  change  some 
foregone  conclusions  and  opinion.  There  is  much 
right  and  there  is  much  wrong  on  both  sides  of  the 
fence.  The  issues  are  deeper  than  meets  the  eye. 
Centuries-old  customs  and  habits  are  not  changed 
overnight.  Religious  thought  and  tradition  is  not 
easily  swayed.  Ambitious  men  in  local  and  national 
politics  and  trade  do  not  readily  let  loose  of  self- 
enhancing powers.  International  intrigues  are  only 
too  evident.  The  masses  of  the  poor  people  know 
little  and  care  less  of  what  the  war  is  all  about. 
They  are  getting  shot  at  from  all  sides  and  life  is 
miserable.  Some  are  forced  to  leave  their  homes 
for  the  refugee  camps,  others  do  so  by  choice.  The 
deprivation,  the  misery,  the  suffering  at  times  is 
overwhelming.  I have  seen  many  die. 

Yet  when  the  chips  are  down  and  life  is  fast  eb- 
bing away,  the  look  of  pathos  and  pleading  for  help 
is  the  same  in  the  eyes  of  the  South  Vietnamese, 
the  North  Vietnamese,  and  the  American.  Who  am 
I then  to  decide  who  lives  and  who  dies?  As  an 
American  and  a physician  and  surgeon  I still  be- 
lieve, regardless  of  the  rising  number  of  discordant 
voices  in  our  fair  land,  that  the  Christian  ethic  of 
“Do  to  others  as  you  want  them  to  do  to  you”  is 
still  valid.  Is  there  then  any  answer  to  the  problems? 
Yes!  If  only  men  would  sit  down  and  reason  to- 
gether. Until  that  day  there  is  a mass  of  downtrod- 


den, suffering  humanity  reaching  for  a helping  hand. 
I would  urge  those  who  can  to  come  and  see  and 
help.  It  is  a unique  and  worthwhile  experience. 

Sincerely  yours, 

PHILIP  A.  PRITEL,  M.D. 

P.S.  I had  an  opportunity  to  meet  with  the  of- 
ficers of  the  Vietnam  Medical  Association  at  their 
headquarters  in  Saigon.  These  men  are  quite  aware 
of  the  medical  needs  of  their  country.  They  are 
very  eager  for  medical  literature  other  than  now 
available  to  them.  Their  library  has  a fair  collection 
of  medical  texts  but  is  woefully  lacking  in  current 
journals.  Only  a few  French  numbers  of  ancient 
vintage.  They  expressed  a desire  for  American  jour- 
nals. I have  given  mine  for  this  year.  Could  not 
many  of  my  colleagues  gather  their  current  specialty 
journals,  sort  these  to  avoid  reduplication,  and  mail 
these  to  our  medical  friends  in  Vietnam.  Mailing 
parcels  to  Vietnam  is  a bit  of  a problem.  After  Feb- 
ruary 10,  I will  be  back  in  Saigon  for  some  months, 
and  will  receive  my  mail  via  the  APO  system. 
These  parcels  could  be  mailed  to  me  and  I will 
take  them  to  the  VMA  library.  Thank  you,  every- 
one. My  address: 

Philip  A.  Pritel,  M.D. 
c/o  Adventist  Mission  Hospital 
c/o  Third  Field  Hospital 
APO  San  Francisco  96307 


Tacoma,  Washington 

Editor,  NORTHWEST  MEDICINE: 

My  two  months  duty  in  Vietnam  was  at  the  prov- 
ince hospital  at  My  Tho  on  the  Mekong  River.  Our 
USAID  living  quarters  were  comfortable  with  real 
Vietnamese  cooking,  plus  boiled  filtered  drinking 
water  and  Carling  Black  Label  beer.  The  American 
nurses  shared  their  portable  swimming  pool  with  the 
volunteer  physicians. 

During  the  first  10  days  after  the  Tet  offensive, 
the  old  425-bed  French-built  hospital  had  to  ac- 
commodate over  1,000  seriously  injured  civilians. 
On  my  arrival  two  months  later  I found  numerous 
compound  fractures  lying  without  splints  or  trac- 
tion, often  two  patients  occupying  one  bed  and 
many  on  mats  on  the  floors  of  the  porches.  There 
were  adequate  Kirschner  wires  and  bows,  Thomas 
splints,  but  no  overhead  orthopaedic  frames.  John 
Reid,  a most  cooperative  medical  administrative  ad- 
visor, obtained  crude  lumber  and  pulleys  and  I 
built  my  own  shaky  frames.  Bricks  were  used  as 
weights. 

The  first  few  weeks  I was  actually  an  orthopaedic 
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Pendleton,  Oregon 


“janitor”  as  I had  to  “clean  up”  numerous  compound 
fractures  and  deeply  infected  wounds.  Because  of 
the  flies,  the  Filipino  surgical  team  believed  it  best 
to  close  the  war  wounds  instead  of  using  proper 
open  treatment,  packing  and  secondary  closures.  I 
did  make  progress  by  showing  them  and  the  Viet- 
namese physicians  how  to  use  the  Brown  Electric 
Dermatome  to  facilitate  the  secondary  closures.  For- 
tunately, another  US  orthopaedic  surgeon  followed 
me  and  can  continue  the  educative  process. 

The  Vietnamese  peasant  civilians  suffer  injuries 
from  both  sides  of  the  war.  Yet,  they  were  most 
appreciative  for  our  medical  assistance.  There  are 
far  too  many  orphans  created  by  this  war  and  they 
too  have  suffered  numerous  serious  injuries. 

As  elsewhere  in  Vietnam  the  families  give  much 
of  the  care  to  the  patients,  particularly  after  4:30 
pm.  Almost  the  entire  nursing  staff  leaves  at  that 
time.  The  windows  of  my  cast  room  were  always 
occupied  by  inquisitive  children. 

The  city  was  dirty,  but  the  countryside  was  beau- 
tiful, although  controlled  almost  entirely  by  the 
Viet  Cong  at  that  time.  I was  able  to  make  two 
Medcap  trips  with  the  River  Patrol  boats.  At  these 
remote  clinics  my  main  prescriptions  were  benzene 
hexachloride  shampoo  for  scabies  and  worm  pills  for 
the  fat  bellied,  anemic  children,  and  primarily  as- 
pirin for  the  senior  citizens.  I gained  much  more 
from  my  experiences  with  the  Vietnamese  people 
than  I was  able  to  contribute  to  them. 

We  Americans  are  a rich,  well-meaning  country, 
but  we  lack  the  knowledge  of  our  limitations  in 
being  able  to  influence  or  change  Asiatic  people. 
They  have  never  known  anything  but  Oriental  des- 
potism, and  neither  communism  nor  democracy 
means  much  to  the  suffering  peasants.  We  are  sup- 
porting and  “advising”  what  appeared  to  be  a mi- 
nority government  controlled  by  less  than  100  fami- 
lies in  Saigon.  The  Army  of  the  Republic  of  Vietnam 
(ARVN)  spent  more  time  looting  than  fighting  the 
Viet  Cong,  and  then  treated  the  refugees  miserably. 
Many  of  the  large  peasant  families  have  sons  in  the 
Viet  Cong  as  well  as  some  drafted  into  the  ARVN. 

No  progress  has  been  made  to  change  the  eco- 
nomically cruel  land  laws.  I am  not  prepared  to 
offer  a solution  to  the  tragic  problem.  It  does  seem 
inconsistent  that  we  spend  $30  billion  a year  to  stop 
communistic  take-over  in  Vietnam  while  we  tolerate 
Cuba  and  communistic  subversion  of  Latin  America 
in  our  own  hemisphere. 

Maybe  when  the  fighting  is  over  I’ll  return  to  try 
to  help  with  the  long  physical  rehabilitation  which 
will  still  be  necessary. 

Sincerely  yours, 

WAYNE  W.  ZIMMERMAN,  M.D. 


Editor,  NORTHWEST  MEDICINE: 

Consider  an  afternoon  clinic  where  one  surgeon 
will  see  30  to  50  patients  with  obvious  surgical 
pathology.  These  might  include  large  parotid  tu- 
mors, thyroid  masses,  breast  tumors,  abdominal 
masses,  hernias,  ovarian  cysts,  and  kidney,  bladder, 
or  urethral  stones.  Malignancies  are  seen  frequently. 

Consider  a daily  surgical  load  of  three  to  six 
major  and  three  or  four  minor  cases  per  surgeon, 
often  interrupted  by  emergency  war  wounds  of  all 
descriptions. 

This  was  surgery  in  Can  Tho,  Vietnam,  as  I 
found  it  in  October  and  November  of  1966  when 
I joined  the  Air  Force  Surgical  Team  at  the  provin- 
cial hospital.  Many  of  the  patients  had  never  seen 
a physician  before  and  many  will  never  see  another 
M.D.  in  their  lifetime. 

The  surgeries  are  well  equipped  to  do  any  pro- 
cedure, and  good  anesthetists  are  available.  Facili- 
ties for  x-ray  and  laboratory  diagnostic  procedures 
are  meager  and  little  used.  Blood  is  usually  avail- 
able along  with  most  needed  drugs  including  anti- 
biotics. 

On  my  return  to  Saigon  prior  to  leaving  for  home, 
1 visited  the  new  medical  school  there.  It  is  a 
beautiful  structure  built  mainly  with  American 
money,  but  drastically  short  of  instructors,  and,  at 
its  opening,  short  of  equipment.  In  the  adjacent 
hospital,  conditions  similar  to  those  in  the  provincial 
hospital  in  Can  Tho  were  present,  with  frequently 
two  patients  per  bed.  However,  more  nursing  fa- 
cilities were  available  because  of  the  large  school 
of  nursing  connected  with  the  medical  school.  All 
of  the  surgical  specialties  were  represented  and 
were  segregated,  but  a need  for  orthopedic  surgeons 
seemed  to  be  most  pressing. 

I shall  never  forget  my  two  months  in  Vietnam. 
I left  there  with  the  knowledge  that  the  patients 
really  appreciated  our  efforts  on  their  behalf.  Any 
future  volunteers  will  have  a tremendous  backlog 
of  elective  surgery  to  do. 

Sincerely, 

EDWARD  S.  MORGAN,  M.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

I arrived  in  Saigon  April  18,  1966.  A couple  of 
days  were  spent  in  Saigon  going  through  orientation 
and  obtaining  ID  cards  and  papers.  An  internist 
from  Vermont  and  I boarded  a small  plane  for  Da 
Nang.  We  viewed  the  cultivated  plats  of  the  delta, 
the  deep  green  of  the  forests  in  the  mountains 
northward  and  the  narrow  strip  of  cultivated  fields 
and  valleys  along  the  waist  of  Vietnam,  where  the 
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mountain  ridges  extend  eastward  to  the  coast.  We 
landed  at  Da  Nang— a once  charming  seaport,  and 
now  a busy  port  and  bastion. 

After  a bottle  of  “Tiger”  beer  and  lunch  at  the 
residence  of  the  volunteer  group  (four  surgeons, 
a senior  surgical  resident  and  one  internist),  I ac- 
companied them  to  Da  Nang  Surgical  Hospital  two 
blocks  away.  Two  ambulances  loaded  with  casual- 
ties had  just  arrived  so  I went  right  to  work  per- 
forming several  amputations  of  mutilated  lower  ex- 
tremities that  afternoon.  Every  day,  the  Army,  Navy 
and  Marine  ambulances  would  bring  in  load  after 
load  of  injured  peasants. 

I was  most  impressed  at  the  way  the  patients  ac- 
cepted the  pain  and  grief  of  their  mutilations  with 
such  quietness  and  dignity.  They  asked  for  and  re- 
ceived practically  no  pain  medications.  Even  the 
children  seldom  cried— and  when  they  did,  it  was 
mostly  with  tears  or  quiet  whimpering. 

The  mutilations  produced  by  land  mines,  mortar 
and  bomb  fragments  are  horrendous.  Caring  for 
these  patients  is  most  disturbing.  One  could  never 
get  used  to  it. 

In  1966  Da  Nang  Surgical  Hospital  had  115  iron 
cots  (beds)  for  some  250-300  patients— with  two 
adults  and  two  to  three  children  per  bed.  There  was 
also  a medical  hospital  two  blocks  away.  We  were 
most  fortunate  in  having  a very  effective  American 
counterpart  to  the  Vietnamese  Chief  of  Staff  (Mede- 
cin  Chef),  who  through  routine  channels  or  by  bar- 
tering with  the  Navy,  Army  or  Marine  units,  was 
able  to  keep  us  quite  well  supplied  with  anesthetic 
agents,  antibiotics  and  IV  fluids.  These  all  had  to 
be  kept  under  lock  and  key;  otherwise  they  would 
vanish  into  thin  air  (the  black  market). 

The  Vietnamese  are  slender  and  lean  and  resist 
infection  well.  The  absence  of  any  significant  fatty 
layer  probably  was  instrumental  in  keeping  down 
infections  in  the  soft  tissue  wounds  and  operations. 
The  small  bowel  tissues  seemed  stronger  and  easier 
to  suture  than  the  American  variety. 

It  was  most  difficult  to  know  how  the  Vietnamese 
felt  about  the  war  and  the  Americans.  The  language 
barrier  prevented  to  a great  extent  meaningful  com- 
munication. Our  interpreters  and  those  around  the 
hospital  who  spoke  English  were  generally  reticent 
to  speak  out  strongly  about  either  side.  There  were 
many  dissidents  in  Da  Nang,  Hue  and  other  north- 
ern provinces.  Many  of  our  hospital  helpers  were 
displaced  people  from  North  Vietnam.  Many  Viet- 
namese in  this  area  probably  had  friends  and  rela- 
tives on  both  sides  in  this  civil  war  and  probably 
were  not  anxious  to  get  too  publicly  aligned  with 
either  side. 

Like  Governor  Romney,  I think  I was  temporarily- 
brainwashed  by  the  military  and  A.I.D.  personnel 
into  thinking  the  war  would  soon  be  over  if  the 


escalations  were  continued  (that  was  two-and-a-half 
years  ago). 

We  had  neither  time  nor  enough  interpreters  to 
find  out  how  each  patient  was  injured,  but  the  im- 
pression was  that  our  search  and  destroy  missions 
were  largely  responsible. 

Tension  was  pretty  high  for  a few  days  when  the 
South  Vietnamese  Marines  fought  with  the  Buddhist 
dissidents  and  over  control  of  Da  Nang.  A stray  bul- 
let fragment  superficially  injured  one  of  our  nurses. 
We  remained  confined  to  our  quarters  for  24  hours 
and  on  the  floor  some  of  this  time. 

On  the  pleasurable  side— one  half  of  the  staff  took 
off  on  Saturday  or  Sunday  for  swimming  in  the 
South  China  Sea  (the  beach  was  five  miles  away). 
The  water  was  clear  and  pleasantly  warm.  Booze 
was  cheap  and  easily  obtained  through  the  officers’ 
club,  enabling  us  to  relax  before  the  evening  meal. 

At  Da  Nang  in  the  past  two  years,  I understand 
that  the  number  of  beds,  operating  rooms  and  air- 
conditioning  and  personnel  have  increased  several 
fold. 

The  returns  from  this  volunteer  A.I.D.  program 
probably  cannot  be  matched  anywhere.  It  is  a heart- 
sickening,  but  still  a most  satisfying,  experience. 
Should  there  be  a shortage  of  volunteers,  I would 
most  certainly  be  a repeater. 

I trust  that  this  letter  will  give  you  some  feeling 
of  how  the  Volunteer  Physicians  Program  worked 
in  Da  Nang. 

Yours  very  truly, 

WILLIAM  N.  POPE,  M.D. 


• 

Spokane,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Thank  you  for  asking  me  to  write  about  my 
experiences  with  the  VPVN  Program. 

I am  an  ophthalmologist  with  eight  years  gen- 
eral practice  prior  to  my  residency.  I had  two 
friends  who  had  served  at  the  VPVN  Eye  Clinic  in 
Vinh  Long  (80  miles  southwest  of  Saigon  in  the 
Mekong  Delta)  in  1967.  They  advised  me  of  the 
work  involved  and  said  I might  hear  a little  heavy 
artillery  off  in  the  distance  one  or  two  nights  a 
week. 

I arrived  in  Saigon  the  end  of  January,  1968,  the 
day  before  the  Tet  Offensive  started.  I was  trapped 
in  Saigon  for  ten  days  and  watched  the  battle  there 
from  our  hotel  roof.  I did  a little  work  in  the  Saigon 
General  Hospital  when  needed. 

I finally  got  to  Vinh  Long  (the  VC  had  held  it 
for  eight  days)  on  a Saturday  afternoon  and  that 
night  the  VC  moved  in  again  for  a two-dav  battle 
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and  the  only  work  I got  done  was  trying  to  keep 
myself  hidden. 

Finally  I was  evacuated  and  sent  to  Da  Nang  on 
the  coast  up  north. 

The  Provincial  Hospital  there  was  very  busy  and 
drew  patients  from  a large  area  involved  in  much 
fighting.  I did  all  the  eye  work  there,  but  since  it 
was  not  an  organized  eye  center  I had  much  free 
time  to  help  my  colleagues.  I helped  with  ampu- 
tations, abdominal  and  chest  surgery,  even  brain 
surgery.  I helped  treat  tetanus,  plague,  cholera,  ty- 
phus, typhoid,  and  many  other  interesting  conditions 
I hadn’t  heard  of  since  my  textbooks  in  medical 
school. 

My  trip  to  Vietnam  was  one  of  the  most  thrill- 
ing experiences  of  my  life  and  I’d  go  again  if  my 
partners  didn’t  insist  I do  a little  work  to  make  up 
for  all  the  time  I missed. 

Sincerely, 

ROBERT  C.  MAHER,  M.D. 

Seattle,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Upon  arriving  in  Phan  Rang,  South  Vietnam,  I 
felt  like  this  was  the  end  of  the  known  medical 
world.  The  hospital  was  picturesque  but  very  anti- 
quated. It  was  in  a big  compound  surrounded  by  a 
wall.  The  wards  were  long  and  dark,  in  need  of 
paint  and  repairs.  The  floor  was  cold,  dirty  cement. 
Iron  cots  lined  the  rooms  in  military  fashion.  The 
beds  had  no  mattresses,  sheets,  blankets  or  pillows, 
they  had  hard  boards  covered  with  rice  mats.  There 
was  no  running  water  or  diet  kitchen.  The  bushes 
seemed  to  pass  for  latrines.  There  was  a smell  every- 
where that  was  enough  to  “gag  a maggot.” 

I was  told  by  others  that  three  months  before 
my  arrival  there  was  one  doctor  for  150,000  people 
in  this  area.  Occasionally  there  was  a volunteer 
physician  sent  by  the  AMA.  People  were  literally 
dying  like  flies.  The  philosophy  was  if  a shot  of 
penicillin  didn’t  cure  it  then  the  patient  just  died. 
Very  little  attempt  was  made  to  arrive  at  a medical 
diagnosis. 

Medically  speaking  it  couldn’t  have  been  any 
worse.  At  this  point  the  Vietnamese  government 
released  two  doctors  from  military  service  for  the 
hospital.  The  U.S.  Air  Force  supplied  two  doctors 
with  technicians,  and  the  AMA  volunteer  physician 
rounded  out  the  team.  Between  all  of  us,  we  grad- 
ually began  to  bring  order  out  of  the  chaos  that 
existed.  We  felt  that  we  were  giving  the  patients  a 
second  chance  to  live. 

These  people  had  problems  that  were  steeped 
with  tradition.  They  had  lived  so  long  without  med- 
ical care  that  they  all  went  through  a certain  rou- 
tine before  they  would  seek  out  a doctor.  For 


example,  let  us  take  a URI  that  was  going  into  a 
pneumonia  of  the  lower  lobe.  As  the  disease  pro- 
gressed, the  patient  went  through  the  following 
“treatment”— 1.  Suction  cups  were  applied  to  the 
chest  to  “pull  out  the  evil  spirits.”  As  the  URI 
progressed  into  pneumonia.  Step  2.  was  to  take  a 
sharp  piece  of  glass  and  cut  all  over  the  area  that 
hurt.  This  I called  “tiger  claw  stage.”  If  the  patient 
did  not  improve,  Step  3.  would  be  to  buy  a picture 
of  a prize  fighter  with  fists  ready  to  fight.  The  pic- 
ture was  then  plastered  on  the  skin  with  a tar-like 
ointment.  As  the  disease  progressed  and  pleurisy 
developed,  Step  4.  was  to  buy  an  elixir  of  worth- 
less Chinese  herbs.  Then  Step  5.  was  to  seek  out 
a Vietnamese  nurse  who  usually  would  give  a shot 
of  cortisone.  As  the  emphysema  began  to  threaten 
the  patient’s  life  and  he  was  apparently  breathing 
his  last,  he  would  be  brought  to  the  hospital  by 
his  friends. 

You  can  see  we  had  our  work  all  cut  out  for  us. 
The  practice  of  medicine  was  interesting,  never  a 
dull  moment.  The  rewards  were  the  smiles  on  your 
patient’s  face  as  he  was  restored  to  health. 

I knew  I had  been  there  long  enough  when  that 
maliferous  odor  that  permeated  the  hospital  had 
yielded  to  my  nasal  adjustment.  It  was  time  to  re- 
turn to  my  own  practice  in  Seattle. 

You  probably  ask,  “If  I were  given  a chance  to 
go  back  to  South  Vietnam  to  practice  medicine, 
would  I do  it  again?”  The  answer  is  I am  leaving 
November  23  for  another  60-day  stint  in  Phan  Rang. 
It  was  a thrill  to  be  active  in  the  other  war  of 
helping  Vietnamese  civilians. 

Sincerely, 

J.  G.  HENNEMAN,  M.D. 

Renton,  Washington 

Editor,  NORTHWEST  MEDICINE: 

Flying  up  the  Mekong  River  over  lush  cultivated 
Hat  fields  last  November,  and  landing  in  a town  of 
about  20,000  on  the  Cambodian  border,  is  a con- 
trast to  this  November.  Chao  Doc  is  a province 
of  a half  million  Vietnamese  and  100  Americans, 
both  civilian  and  military.  I was  in  a 10-man  Navy 
team  including  two  doctors.  We  were  quartered  in 
a Special  Forces  camp  which  was  headquarters  and 
communications  for  the  whole  province.  We  helped 
out  in  an  old  ramshackle  provincial  hospital.  But 
that  old  hospital  was  it.  There  were  no  more.  Three 
days  a week  we  boarded  two  old  landing  craft  tank 
boats  with  an  interpreter,  a box  of  medicines,  micro- 
scope, folding  table  and  chairs,  carbine  and  stetho- 
scope. We  churned  up  and  down  river  about  10 
knots  and  tried  to  visit  a dozen  hamlets  on  a regular 
basis.  There  were  mostly  kids  and  older  folks  in 
the  hamlets.  We  set  up  shop  and  spent  a few  min- 


1191 

Northwest  Medicine,  December,  1.968 


utes  examining  each  patient.  The  people  and  their 
complaints  seemed  familiar. 

The  hospital  was  run  by  tiny  little  Vietnamese 
nurses  who  had  a year’s  training.  They  admitted 
the  patients,  wrote  the  orders  and  gave  everybody 
multiple  antibiotics  and  IV’s,  and  drafts  of  strange 
liquid  medicine  in  big  green  bottles  with  French 
names.  There  were  also  a few  nuns  around  who 
shook  out  pillows  and  locked  everything  up.  The 
pillows  must  have  been  for  their  own  use,  as  the 
patients  used  their  rolled-up  clothes. 

One  big  medical  ward  held  about  50  adults  and 
20  children.  Everyone  lay  around  ehummily  and 
smiled.  There  was  a lot  of  disease— far  advanced 
T.B.,  cirrhosis,  encephalitis,  cancers,  nephritis,  oc- 
casional malaria  and  polio.  I saw  no  heart  disease 
to  speak  of.  There  were  a lot  of  digestive  com- 
plaints and  a few  ulcers.  The  wounded  were  pretty 
gory  at  times.  They  would  trickle  in  one  or  two 
days  after  grenade  or  mortar  wounds. 

One  family  was  hit  by  a friendly  mortar  and 
brought  down  river  on  sampans;  papa  lost  his  leg, 
mamma  and  daughter  were  eviscerated.  The  rela- 
tives came  the  next  day,  dressed  mother  and  daugh- 
ter in  their  Sunday  best  and  took  them  back  up 
the  river  in  their  sampans.  I saw  very  few  deaths 
as  the  relatives  carried  the  critically  ill  patients  out 
of  the  hospital  when  the  end  was  near.  No  one  ever 
complained,  cried  or  carried  on,  and  there  was 
really  no  air  of  sadness,  despite  the  circumstances. 

Life  outside  the  hospital  was  good.  The  sky  was 
uniformly  blue  and  cloudless.  The  sun  was  hot  and 
1 ignored  the  mosquitos.  The  bar  was  cheap;  poker, 
pool  and  bridge  partners  were  plentiful.  I played  a 
little  tennis  and  went  water  skiing  on  Sundays. 
There  were  bloody  war  movies  in  the  evening  for 
those  who  had  the  inclination.  I found  the  market 
always  jammed  with  people  who  always  seemed  to 
be  having  a good  time.  Merchants  would  count  huge 
rolls  of  bills  with  no  fear  of  robbery.  I thought  this 
relatively  prosperous  area  was  delightful  except  for 
those  number  10  mortars— they  make  you  feel  like 
digging  a hole  with  your  fingernails,  blow  dirt  all 
over  and  you  can’t  hear  for  a week. 

Sincerely, 

EDWARD  C.  CALTA,  M.D. 


Longview,  Washington 

Editor,  NORTHWEST  MEDICINE: 

In  December  1965  I arrived  in  Vietnam  and 
spent  about  six  weeks  just  below  the  DMZ  at  Quang 
Tri  and  two  weeks  in  Da  Nang,  leaving  in  Febru- 
ary 1966.  Subsequently  I returned  to  Vietnam  in 


April  1967  and  spent  the  following  two  months  in 
Da  Nang  except  for  one  day  spent  in  Quang  Tri. 
I left  Vietnam  in  June  1967. 

Enough  has  been  said  already  about  the  des- 
perate health  conditions  in  South  Vietnam  and  the 
primitive  hospital  facilities.  Da  Nang  represented 
one  of  the  better  hospitals  and  Quang  Tri  one  of 
the  poorest.  No  anesthetist,  no  anesthetic  equip- 
ment, sterilizing  disposable  syringes  and  needles, 
occasional  local  anesthetic  supplies,  no  digitalis  and 
a host  of  other  inadequacies  epitomized  Quang  Tri 
on  my  first  visit.  Much  improvement  was  obvious 
on  my  second  visit. 

My  most  interesting  observations  were  of  the 
people  of  South  Vietnam.  Generalizations  are  always 
dangerous,  but  I have  never  seen  such  stoicism  in 
the  face  of  such  unbelievable  suffering.  Desperately, 
and  in  some  instances,  mortally  wounded  individ- 
uals, lying,  uncomplaining,  awaiting  treatment.  Nar- 
cotics are  seldom  used  for  fear  of  diversion  of  sup- 
plies to  the  enemy. 

Children,  frequently  seriously  injured,  are  often 
as  tolerant  of  pain  and  suffering  as  the  adults.  Very 
young  children  seem  quite  well  behaved  generally, 
yet  I cannot  recall  ever  seeing  one  spanked  or  in 
any  way  physically  punished.  Older  children  and 
adults  (young  ones  especially)  become  proficient  in 
thievery,  which  I guess  is  at  least  in  part  a result 
of  the  social  and  economic  conditions,  secondary  to 
the  war  and  the  resultant  number  of  orphans  and 
wandering  children  from  disrupted  homes. 

My  most  poignant  memory  is  of  taking  one  seven- 
year-old  orphan  girl  with  a congenital  heart  condi- 
tion to  the  Hospital  Ship  Repose  for  consultation 
and  having  her  cling  to  my  back  with  both  arms 
for  the  entire  round  trip,  then  having  to  pry  her 
loose  on  our  return  to  Da  Nang.  I had  the  feeling 
her  day-to-day  life  held  no  love  or  security  what- 
ever. I wonder  how  many  more  just  like  her  there 
are  in  South  Vietnam. 

Most  of  my  work  was  surgical,  but  I spent  some 
time  in  the  medical,  pediatric  and  obstetrical  units. 
Observations:  About  25-30  percent  with  pulmonary 
tuberculosis;  scrofula  common;  a great  majority  with 
intestinal  parasites;  one  or  two  cases  of  hydatid  mole 
a week;  malaria,  typhoid  fever,  plague  and  cholera 
commonplace;  and  occasional  cases  of  yaws  and  lep- 
rosy are  some  of  the  conditions  seen. 

An  end  to  the  war  is  necessary  before  any  real 
progress  in  improved  health  can  occur.  Proper  sani- 
tation and  water  supplies,  anti-tuberculosis  therapy, 
immunizations  and  mosquito  and  other  pest  control 
will  do  miracles  for  the  health  of  these  people. 

My  two  tours  of  duty  were  very  interesting  and 
constituted  an  experience  that  I shall  never  forget. 

Sincerely, 

WILLIAM  A.  JOHNSON,  M.D. 
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Leiomyosarcoma  of  the  Duodenum 

A Case  Report 


LEWIS  E.  LITVIN,  M.D.,  Seattle,  Washington 


A leiomyosarcoma  arising  from  the  third  portion  of  the 
duodenum,  diagnosed  at  surgery , was  originally  thought  to  be 
a kidney  tumor  or  cyst.  The  patient  recovered  promptly  after 
removal  and  had  no  further  symptoms.  A second  look  opera- 
tion was  performed  two  months  later.  No  disease  was  found. 
The  patient  is  well , more  than  four  years  after  the  first  operation. 


Leiomyosarcoma  of  the  duo- 
denum is  an  extremely  rare 
lesion.  Some  65  cases  have  been 
reported.  Apparently  50  percent 
of  duodenal  leiomyomas  under- 
go malignant  change.  It  usually 
spreads  only  by  direct  extension 
to  adjacent  structures  although 
peritoneal  implantation  or  vas- 
cular embolization  with  liver 
metastasis  does  occur. 

diagnosis  and  treatment 

Diagnostic  findings  usually 
include  a palpable  mass  in  the 
abdomen,  chronic  gastrointestin- 
al bleeding,  abdominal  pain, 
weakness,  loss  of  vigor,  and 
sometimes  nausea  and  vomiting. 
Jaundice  is  rare  even  though  50 
percent  of  the  tumors  have  been 
found  in  the  second  portion  of 
the  duodenum.  X-ray  examina- 
tion may  show  partial  or  com- 
plete obstruction  of  the  duo- 
denum, a filling  defect,  intus- 
susception, or  nothing  abnormal. 
Treatment  currently  preferred 
is  radical  local  excision  of  the 


Read  before  the  annual  meeting  of  Se- 
attle Surgical  Society,  Seattle,  Wash- 
ington, Jan.  28,  1966. 


tumor  or  segmental  resection  of 
the  duodenum.  Radical  pancre- 
atico-duodenectomy  may  be  in- 
dicated. Radiotherapy  is  not  ef- 
fective. 

CASE  REPORT 

The  patient,  a 39-year-old  white 
female  was  admitted  with  chief 
complaint  of  painless  swelling  in 
the  right  upper  abdomen.  She 
had  experienced  epigastric  distress 
associated  with  much  gas  and 
belching  over  a period  of  several 
weeks  hut  had  not  vomited.  There 
was  pain  in  the  interscapular  re- 
gion. Discomfort  in  the  epigas- 
trium was  relieved  by  food  and 
alkali. 

Five  years  prior  to  admission 
she  had  surgery  for  acute  suppur- 
ative appendicitis.  Two  years 
prior  to  admission  she  was  hos- 
pitalized with  acute  cystitis  and 
pyuria.  The  infection  was  treated 
successfully  with  antibiotics.  At 
that  time  x-ray  examination  re- 
vealed a possible  abnormality  of 
the  right  kidney  and  slight  dilata- 
tion and  tortuosity  of  the  right 
ureter  consistent  with  recent  ob- 
struction such  as  could  be  expect- 
ed from  a stone  or  inflammatory 
change.  Reports  of  routine  blood 
and  urine  examinations  were  with- 
in normal  limits.  Cholecystograms 
showed  a normal  gallbladder.  Sig- 
moidoscopy was  negative.  Upper 
gastrointestinal  x-rays  showed  a 
small,  shallow,  prepyloric  ulcer  on 


the  anterior  wall  of  the  stomach. 
The  duodenal  bulb  showed  mod- 
erate deformity  but  there  was  no 
duodenal  ulcer  and  the  rest  of  the 
duodenum  was  unremarkable.  The 
colon  did  show  slight  compression 
of  the  distal  limb  of  the  hepatic 
flexure  by  an  ovoid  mass  inter- 
preted as  kidney  or  distended  gall 
bladder.  The  patient  was  advised 
to  have  a repeat  intravenous  pyelo- 
gram,  but  she  left  the  hospital  and 
for  two  months  did  not  return  to 
the  office.  When  next  seen  she 
reported  a mass  in  the  right  upper 
quadrant.  It  was  palpable,  spher- 
ical and  about  the  size  of  an  or- 
ange. It  was  thought  to  be  a kid- 
ney cyst.  An  intravenous  pyelo- 
gram  showed  a normal  kidney  pat- 
tern on  the  left  side,  but  on  the 
right  side  there  was  some  degree 
of  caliectasis  and  a large  area  of 
opacity  in  the  lower  portion  of 
the  kidney.  The  ureter  was  poorly 
delineated.  It  was  concluded  that 
there  was  a relatively  large  cyst 
or  tumor  in  the  inferior  portion  of 
the  right  kidney. 

first  operation 

The  right  kidney  was  explored 
and  found  to  be  entirely  normal. 
However,  what  was  thought  to  be 
an  abdominal  mass  was  palpated 
through  the  peritoneum.  The 
right  flank  wound  was  closed  and 
an  abdominal  incision  made.  A 
large  tumor  mass,  approximately 
12  cm  in  diameter  was  found  in 
the  right  central  portion  of  the 
abdomen.  Its  wall  was  smooth. 
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It  was  purplish  grey  in  color,  and 
it  was  retroperitoneal  in  position. 
There  were  numerous  adhesions  to 
surrounding  structures.  It  arose 
from  the  muscular  layer  of  the 
third  portion  of  the  duodenum  at 
the  antimesenteric  border.  It  was 
removed.  Mucosa  of  the  duodenum 
was  not  perforated  during  the  dis- 
section and  the  seromuscular  layer 
was  closed  with  interrupted  su- 
tures of  3-0  black  silk. 

Pathologic  examination  showed 
a highly  vascular  tumor.  Most  of 
the  cells  were  spindle  shaped  and 
contained  a moderate  amount  of 
pink  staining  cytoplasm.  Nuclei 
were  oval  or,  sometimes,  fusiform. 
There  were  some  areas  in  which 
nuclei  were  quite  pleomorphic, 
some  considerably  enlarged,  and 
some  hvperchromic.  There  were 
also  areas  of  necrosis  and  extensive 
hemorrhage. 

Externally,  there  was  a limiting 
fibrous  membrane  covered  by  adi- 
pose tissue  and  serosa.  There  was 
infiltration  by  numerous  chronic 
inflammatory  cells,  chiefly  lympho- 
cytes. This  was  most  frequently 
noted  perivascularly  in  the  outer 
covering.  Fragments  of  smooth 
muscle  were  adherent  at  the  line 
of  attachment,  but  were  histolog- 
ically unremarkable.  Some  inter- 
digitation  of  tumor  fingers  with 
bundles  of  smooth  muscle  was 
seen  in  one  section.  Diagnosis  was 
leiomyosarcoma  of  the  duodenum. 

In  general,  the  tumor  appeared 
fairly  well  differentiated.  Its  size 
was  due,  in  considerable  measure, 
to  hemorrhage  in  the  central  por- 
tion. In  view  of  the  facts  that  a 
margin  of  normal  tissue  was  not 
seen  at  the  proximal  line  of  resec- 
tion and  that  tumor  tissue  was  seen 
in  a separate  small  nodule  taken 
from  seromuscular  tissue  in  the 
line  of  resection,  it  was  thought 
that  residual  tumor  was  possibly 
still  present  in  the  wall  of  the  duo- 
denum at  the  site  of  origin.  Be- 
cause of  the  possibility  of  incom- 
plete removal  of  the  tumor,  a sec- 
ond operation  was  advised. 


second  operation 

At  the  second  operation  two 
months  later,  general  exploration 
demonstrated  no  residual  disease. 
In  order  to  expose  an  adequate 
portion  of  the  duodenum,  the 
right  colon  and  the  mesentery  of 
the  small  intestine,  including  the 
superior  mesenteric  vessels,  were 
elevated  from  the  right  ureter,  the 
inferior  vena  cava  and  the  aorta, 
exposing  the  third  portion  of  the 
duodenum  and  the  ligament  of 
Treitz.  The  previous  duodenal  su- 


Fig.  1.  Anterior  external  view. 


Fig.  2.  Posterior  external  view. 
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Fig.  3.  Photomicrograph  (x230). 


ture  line  was  identified  by  the 
original  black  silk  sutures  and  the 
entire  area  was  widely  excised 
using  a large  wedge  resection  in- 
cluding all  layers  of  the  duodenal 
wall.  Frozen  sections  revealed  no 


evidence  of  residual  or  recurrent 
tumor.  The  duodenum  was  closed 
transversely.  Final  pathologic  re- 
port was  negative. 

Postoperatively,  the  patient  pro- 
gressed quite  well  except  for  some 


delay  in  emptying  of  the  stomach. 
The  patient  was  discharged  18 
days  after  operation,  taking  nour- 
ishment and  having  normal  stools. 

follow-up 

Two  months  after  discharge  she 
was  readmitted  because  of  bleed- 
ing from  a duodenal  ulcer.  This 
was  probably  stimulated  by  mari- 
tal difficulties  and  some  ingestion 
of  alcohol.  Recovery  was  unevent- 
ful. Upper  gastrointestinal  x-rays 
repeated  7 months  later  showed 
no  evidence  of  scarring  of  the  an- 
trum or  of  the  proximal  duodenum. 
Remainder  of  the  duodenum  was 
unremarkable.  Recent  physical  ex- 
amination (four  years  after  op- 
eration) found  the  patient  to  be 
normal.  Her  only  complaint  was  of 
mild  gastric  distress  after  the  last 
December  holidays.  Upper  gastro- 
intestinal x-rays  showed  a 5 mm 
ulcer  crater  in  the  base  of  the  duo- 
denal bulb,  but  the  remainder  of 
the  duodenum  was  normal.  Her 
weight  has  been  constant  and  she 
seems  to  be  in  excellent  health 
with  no  evidence  of  recurrent 
disease.  ■ 

616  Cobb  Medical  Center 
(98101) 


1195 

Northwest  Medicine , December,  1968 


OREGON 


Oregon  Medical  Association- 2164  s.w.  park  place,  Portland,  Oregon  97205 


president  J.  Richard  Raines,  M.D.,  Portland 

secy.-treas.  Lawrence  M.  Lowell,  Portland 

executive  secy.  Mr.  Roscoe  K.  Miller,  Portland 
Annual  Meeting,  Sept.  23-27,  1969,  Portland 


CLARENCE  H.  HAGMEIER.  M.D. 


Dr.  Hagmeier  Re-elected  Assistant 
Secretary  of  Anesthesiologists  Society 

Clarence  H.  Hagmeier,  a staff  anesthesiologist  at 
Physicians’  and  Surgeons’  Hospital,  Portland,  has 
been  re-elected  assistant  secretary  of  the  American 
Society  of  Anesthesiologists. 

Dr.  Hagmeier  is  past  president  of  the  Oregon  So- 
ciety of  Anesthesiologists  and  is  presently  serving  on 
the  Board  of  Directors  of  the  Oregon  Medical  Po- 
litical Action  Committee.  He  is  a trustee  of  both 
the  Multnomah  County  Medical  Society  and  the 
Oregon  Medical  Association. 

In  1950,  Dr.  Hagmeier  came  to  Portland  to  take 
a rotating  internship  at  Good  Samaritan  Hospital, 
after  graduating  from  the  University  of  Pittsburgh. 
He  then  took  a full-time  residency  in  anesthesiology 


at  the  University  of  Oregon  Medical  School  Hos- 
pitals and  Clinics. 

Dr.  Hagmeier  is  a Diplomate  of  the  American 
Board  of  Anesthesiology  and  a Fellow  of  the  Ameri- 
can College  of  Anesthesiologists. 

Dr.  Frederick  P.  Haugen  Honored  for 
Distinguished  Service 

Frederick  P.  Haugen,  professor  and  head  of  the 
Division  of  Anesthesiology  at  the  University  of  Ore- 
gon Medical  School,  received  the  1968  Distinguished 
Service  Award  of  the  American  Society  of  Anes- 
thesiologists—the  society’s  highest  honor. 

Dr.  Haugen  has  made  major  contributions  to  his 
specialty  in  the  fields  of  medical  education  and  re- 
search. As  professor  and  head  of  the  Division  of 
Anesthesiology  at  UOMS  since  1948,  his  residency 
program  became  a model  for  clinical  anesthesia.  His 
studies  of  pain,  both  in  the  laboratory  and  the 
clinic,  have  brought  him  national  recognition. 

Dr.  Haugen  was  also  cited  for  his  12  years  of 
service  on  the  American  Board  of  Anesthesiology, 
the  specialty’s  highest  certifying  body.  He  served 
as  chairman  of  the  examinations  committee  in  1954 
and  president  in  1960. 

An  active  member  of  state  and  national  medical 
organizations,  Dr.  Haugen  served  as  president  of 
the  Portland  Academy  of  Medicine  and  the  Asso- 
ciation of  University  Anesthetists.  He  was  a director 
of  the  American  Society  of  Anesthesiologists  from 
1944-48  and  served  as  2nd  vice  president  in  1962. 
He  is  currently  a member  of  the  Joint  Committee 
of  the  American  Board  of  Anesthesiology',  American 
Society  of  Anesthesiologists,  and  American  Medical 
Association.  ■ 
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WASHINGTON 


Washington  State  Medical  Association — 444  n.e.  ravenna  blvd.,  Seattle,  Washington  98ns 


president  William  E.  Watts,  M.D.,  Seattle 

secretary  Carl  E.  Mudge,  M.D.,  Seattle 

executive  secretary  Mr.  R.  F.  Gorman,  Seattle 
Annual  Meeting,  Sept.  14-17,  1969,  Seattle 


1968  WSMA  Convention  Report 


WILLIAM  E.  WATTS,  M.D.,  Seattle 
WSMA  President  1968-69 


ROBERT  P.  PARKER,  M.D.,  Spokane 
WSMA  President-Elect  1968-69 
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WSMA  Annual  Meeting  — 1968 


Heyes  Peterson,  Vancouver  (c)  received  hearty  thanks  from  his  medical  colleagues  during  the  final  session  of  the 
House  of  Delegates  for  completing  his  seventh  year  as  Speaker  of  the  House.  Dr.  Peterson  is  shown  with  newly 
elected  Speaker  Stanley  W.  Tuell,  Tacoma  (1),  and  new  WSMA  President  William  E.  Watts,  Seattle. 


A distinguished  group  of  WSMA  past  presidents  gathered  for  breakfast  during  the  Annual  Meeting.  Clockwise 
from  top  are:  Ross  D.  Wright,  Tacoma  (’47);  Emmett  L.  Calhoun,  Aberdeen  (’59);  Frederick  A.  Tucker,  Seattle 
(’60);  Carl  P.  Schlicke,  Spokane  (’66);  Robert  B.  Hunter,  Sedro  Woolley  (’64);  Dean  K.  Crystal,  Seattle  (’63); 
Lucius  D.  Hill,  Seattle  (’67);  Vernon  W.  Spickard,  Seattle  (’44);  Milo  T.  Harris,  Spokane  (’58);  R.  A.  Benson. 
Bremerton  (’52);  A.  J.  Bowels,  Seattle  (’48);  Charles  D.  Muller,  Bremerton  (’68);  Roland  D.  Pinkham,  Seattle  (’65); 
Homer  W.  Humiston,  Tacoma  (’61)  and  M.  Shelby  Jared,  Seattle  (’55) 
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WSMA  President  Charles  D. 
Muller,  Bremerton,  delivers  his 
Presidential  Address. 


WSMA  Executive  Committee  for  1969  (1-r):  Carl  E.  Mudge, 
Seattle,  secretary-treasurer;  Charles  D.  Muller,  Bremerton, 
past  president  and  chairman;  William  E.  Watts,  Seattle, 
president;  Robert  P.  Parker,  Spokane,  president-elect; 
Charles  P.  Larson,  Tacoma,  vice  president. 


Presenting  a Reference  Committee  report  during 
the  House  of  Delegates;  John  Ely,  Spokane;  How- 
ard B.  Kellogg,  Jr.,  Seattle  (1),  and  Laird  D. 
McRae,  Longview  (r).  House  Speaker  Heyes 
Peterson,  Vancouver,  is  in  the  background. 


Washington  Physicians  Service  Board  of  Trustees  held  their  quarterly  meeting  during  the  Annual  Convention. 
Standing  (1-r)  are:  Raymond  C.  Fergusson,  Seattle;  Malcolm  W.  Bulmer,  Wenatchee;  Wayne  Zimmerman,  Tacoma; 
Harold  L.  Tracy,  Moses  Lake,  and  William  H.  Tousey,  Spokane.  Seated  (1-r)  are  Charles  G.  Stipp,  Seattle;  Paul  R 
Lauer,  Everett,  WPS  president;  J.  J.  Fairshter,  Port  Angeles,  and  E.  Z.  Jones,  Aberdeen 
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Guests  of  honor  at  the  Family  Banquet  dinner 
were  two  distinguished  members  of  WSMA. 
Shown  visiting  with  new  WSMA  President  Dr. 
Watts  are  Vernon  W.  Spickard.  Seattle  (1),  and 
Edwin  C.  Yoder,  Tacoma.  Drs.  Yoder  and  Spick- 
ard received  congratulations  and  gold  inlaid  pens 
for  each  having  practiced  medicine  for  50  years. 
Other  new  50  Year  Club  members  who  were  un- 
able to  attend  the  Sunday  Banquet  were  Frank 
P Davis.  Kelso  and  Paul  S.  Hageman.  Spokane. 


Alaska  Medical  Association  President  James  A. 
Lundquist,  Fairbanks,  visited  the  1968  Annual  Meeting 
and  is  shown  talking  with  WSMA  Legal  Counsel, 
Mr.  Henry  E.  Kastner,  Seattle  (c)  and  WSMA  Scientific 
Program  Chairman,  Robert  W.  Simpson,  Seattle. 


Politics  had  to  be  the  topic  of  this  discussion  during 
the  Family  Banquet  Sunday  evening.  From  left  are:  Bob 
McGee,  Nixon  coordinator  for  the  State  of  Washington; 
Dick  Layton,  AMPAC  Field  Representative;  Mr. 

Rowland  Evans,  Washington,  D.C.,  national  syndicated 
columnist  and  Family  Banquet  speaker;  and 
WSMA  President  Charles  D.  Muller. 


WSMA  Membership  Records  Secretary, 
Dorothy  E.  Goldsmith. 


! 
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A surprise  visitor  to  the  New  Presidents’  Reception  was  US  President-elect  Richard 
M.  Nixon,  who  at  that  time  was  campaigning  in  Seattle.  Greeting  Mr.  Nixon  are  (1-r)  Mrs. 
W.  E.  Watts,  Dr.  Watts,  Mrs.  C.  E.  Watts,  and  Mrs.  Charles  D.  Muller. 


I - 


l 


President-Elect  Richard  M.  Nixon  is  shown  on 
his  way  to  greet  the  new  WSMA  presidents  and 
say  hello  to  those  in  attendance  at  WSMA  New 
Presidents’  Reception. 


f 


WSMA  President  Charles  D.  Muller,  with  Mrs.  Muller 
immediately  behind  him,  introduces  Mr.  Nixon. 


New  WSMA  presidents  were  honored  Tuesday  evening 
by  WSMA  members,  friends  and  guest.  From  left  are 
Harry  K.  Bailey,  Oak  Harbor;  Mrs.  Bailey,  incoming 
WSMA  Auxiliary  president;  Mrs.  William  E.  Watts. 
Seattle,  and  the  new  WSMA  president.  Dr.  Watts. 


* 


Receptions  and 
Banquets  at 
the  1968 
Annual 
Meeting 
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A strong  supporter  of  implied  consent  leg- 
islation visited  the  Annual  WSMA  Meeting 
this  year  and  congratulated  Auxiliary 
members  and  physicians  for  their  sponsor- 
ship of  Initiative  242.  The  visitor  was  the 
former  governor  of  Arizona,  Mr.  Howard 
K.  Pyle,  who  now  serves  as  president  of 
the  National  Safety  Council.  Mr.  Pyle,  who 
predicted  the  smashing  victory  for  Initia- 
tive 242,  receives  a campaign  button  from 
Mrs.  Charles  T.  Noonan,  Seattle,  imme- 
diate past  president  of  the  WSMA  Auxil- 
iary (l);Mrs.  Harry  K.  Bailey,  Oak  Harbor, 
president  WSMA  Auxiliary,  and  Mrs. 
Charles  C.  Strong,  Vancouver  (r),  Auxil- 
iary 242  campaign  chairman. 


National  Safety  Council  President,  Mr.  Howard 
K.  Pyle,  is  escorted  to  the  rostrum  by  WSMA 
Past  President  Lucius  D.  Hill,  Seattle  (1);  and 
WSMA  Vice  President  Charles  P.  Larson.  Dr. 
Larson  served  as  co-chairman  of  the  Citizens 
Committee  for  Highway  Safety,  sponsor  of  the 
voter  drive  campaign  for  Initiative  242.  Mr.  Pyle 
addressed  the  WSMA  House  of  Delegates. 


Highway  safety  is  not  the  only  interest  of  the 
WSMA  Auxiliary.  Shown  at  the  AMA-ERF  fund-raising 
booth  at  the  Annual  Meeting  are  Mrs.  Allen  C. 

Norman,  Longview  (1);  Mrs.  C.  Alvin  Paulsen, 

Seattle,  and  Mrs.  Paul  G.  Kinney  (r),  Epnrata.  The 
Auxiliary  has  set  a goal  of  $18,000  for  the  AMA 
Education  and  Research  Foundation  for  the  coming  year. 


Charles  C.  Strong,  Vancouver,  presents  the  An- 
nual AMPAC  report  to  the  WSMA  Auxiliary. 
New  Auxiliary  President  Mrs.  Harry  K.  Bailey, 
Oak  Harbor,  is  in  the  foreground. 
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David  W.  Anderson,  Seattle  (1)  talks  politics  with 
7th  Congressional  District  AMPAC  Director  Ken 
Moores,  Seattle. 


Winners  of  the  Aesculapius  Award  for  the  out- 
standing scientific  exhibit  at  the  Annual  Meeting 
were  Seattle  doctors  John  D.  Allen,  William 
Lowe,  C.  J.  Martin,  E.  H.  Morgan  and  N.  E. 
Pardee.  Their  exhibit  was  entitled  “Clinical  Use 
of  Pulmonary  Function  Tests.’’  Dr.  Pardee  (r)  is 
shown  receiving  the  certificate  and  $200  first 
place  check  from  John  W.  Huff,  Seattle,  scien- 
tific exhibits  chairman. 
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H.  A.  Barner,  Bremerton,  was  tested  on  the  Wright  Peak  Flow  Meter  at  the  prize-winning  exhibit 
"Clinical  Use  of  Pulmonary  Function  Tests”  staffed  by  Mrs.  Susan  Tyler,  Seattle. 
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WILLIAM  E.  WATTS,  M.D. 


At  a recent  Governor’s  Conference  on  Health  Care 
composed  of  several  hundred  social  workers, 
government  employees,  various  people  concerned 
with  problems  of  the  poor  and  the  minorities,  and  a 
few  physicians,  the  slogan,  in  a form  of  a question, 
was,  “Is  Medical  Care  a Right  or  a Privilege?”  In 
answer  to  this  question,  delivered  almost  like  a 
liturgy,  the  assembly  raised  their  hands  automati- 
cally and  unanimously  in  response  to  “It  is  a Right.” 
This  phrase  is  seen  with  increasing  frequency,  and 
is  used  as  the  cornerstone  of  logic  for  various  pro- 
posed health  care  systems. 

Now,  if  this  slogan  is  meant  to  express  the 
thought  that  no  one  should  be  denied  medical  care 
for  reason  of  poverty,  education,  race,  or  other  rea- 
son—why  even  ask?  What’s  new?  The  medical  pro- 
fession has  held  to  this  principle,  individually  and 
collectively  for  generations.  Is  there  another  pur- 
pose? 

Perhaps  the  slogan  intends  to  promote  the  thought 
that  those  unable  to  provide  for  their  own  health 
care  should  be  provided  such  care  by  the  govern- 
ment as  a “right”  as  differentiated  from  charity. 
This  concept  is  expressed  in  the  Medicare  law, 
wherein  by  1975  there  is  intended  a one-rate  sys- 
tem for  payment  of  medical  care.  The  ultimate  effect 
of  this  approach,  in  cost  and  in  quality,  remains  in 
doubt.  However,  again,  physicians  have  not  only 
accepted  this  principle,  but  have  long  sought  ade- 
quate financing  of  care  of  the  indigent. 

Or  possibly  the  slogan  intends  that  medical  care 
is  a “right”  to  which  all  citizens  are  entitled,  re- 
gardless of  cost,  ability  to  pay,  contribution,  partici- 
pation, or  responsibility.  Thus,  it  is  the  responsibility 
of  the  community,  or  the  state,  and  not  of  the  in- 
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dividual.  The  state  must  provide,  and  the  patient 
must  accept.  The  state  must  control,  operate,  man- 
age, and  take  over.  This  is  represented  by  the  term 
socialized  medicine.  Considering  the  various  conno- 
tations of  “right”  further  consideration  of  the  term 
is  in  order. 

A “Right”  in  our  Bill  of  Rights  is  not  offered  in 
the  sense  of  a service  provided  by  Government. 
Instead  here  a right  defines  a restriction  on  gov- 
ernment against  interference  into  the  privacy,  or 
political  privileges  of  its  citizens.  Thus,  the  Bill  of 
Rights  provides  for  freedom  of  speech,  of  press,  and 
of  religion— but  it  does  not  obligate  the  government 
to  provide  free  speeches,  newspapers  or  churches. 
In  this  sense  then  it  would  seem  that  medical  care 
is  not  a right,  but  a service. 

Perhaps  the  poser  intends  that  medical  care  be 
considered  a right  in  the  sense  that  policemen  pro- 
vide civil  protection,  firemen  provide  fire  protection, 
or  teachers  provide  education.  Certainly,  many  so- 
cial planners  would  like  to  see  the  physician  in  com- 
parable government  employee  status.  Yet  there  are 
decided  differences  between  the  services  provided 
by  these  government  servants  and  those  provided  by 
physicians.  Police,  fire  and  educational  services  are 
mass  social  commitments  obligatory  to  the  recipient 
as  well  as  the  provider,  and  defined  by  law.  Med- 
ical care,  on  the  other  hand,  is  basically  a personal 
service,  provided  by  the  physician  to  his  patient, 
and  of  infinite  variety.  It  is  the  patient’s  right  to 
accept  or  refuse  and  to  seek  the  provider  of  his 
choosing;  and  it  is  the  physician’s  right  to  select 
those  whom  he  can  best  serve,  for  instance  where 
the  service  falls  outside  his  expertise.  The  intrusion 
of  governmental  control  tends  to  interfere  with  the 
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rights  of  both  the  patient  and  his  physician— to 
select,  to  determine  the  need  for  service,  and  to  de- 
termine its  nature  and  extent. 

“I  demand  my  rights,”  is  a characteristic  Ameri- 
can phrase.  Are  medical  services  best  subject  to 
this  kind  of  demand,  or  to  negotiation? 

Perhaps,  then,  we  should  refuse  to  consider  med- 
ical care  in  the  context  of  either  a right  or  a privi- 
lege. Instead  it  is  a service.  It  is  a service  that  in 
this  century  has  developed  out  of  a morass  of  cult- 
ism  and  ineffectiveness  to  a scientifically  based  art 
that  is  generally  considered  essential  to  modern  man. 
The  need  for  this  service  is  patently  overall  not  as 
vital  as  the  basic  needs  for  food,  water,  clothing  and 
shelter.  Yet  these  basic  elements  essential  to  life 
are  not  examined  in  the  context  of  rights  versus 
privilege.  Instead  they  are  accepted  as  the  respon- 
sibility of  the  individual  to  provide  for  himself  and 
for  his  family.  Only  when  he  fails  does  government 
step  in  to  meet  his  minimum  needs.  Consider  the 
impossibility  of  government  provision  of  unlimited 
goods  or  services  to  its  citizens  without  individual 
contribution  and  responsibility.  Government  is  find- 
ing itself  in  this  dilemma  in  its  attempts  to  provide 
medical  care  to  even  a fraction  of  its  citizens.  The 


limits  of  what  constitutes  essential  medical  care  are 
at  the  same  time  undefined  and  potentially  infinite. 
For  instance,  are  new  hearts  (at  $40,000),  new  liv- 
ers, new  kidneys,  etc.,  to  be  free  for  the  asking? 
Will  the  patient,  or  will  government,  or  will  the 
physician  decide  which  service  is  appropriate  for 
whom?  Or  will  it  be  a matter  of  negotiation? 

Let  us  then  consider  medical  care  a service— the 
basic  elements  of  which  we  would  not  deny  any 
person.  Let  us  further  continue  to  recognize  the 
need  for  some  degree  of  individual  responsibility  to 
provide  or  negotiate  for  this  service.  And  let  those 
who  would  utilize  the  inappropriate  term  “right” 
define  their  meaning,  implications  and  intent  lest  a 
false  premise  lead  to  false  conclusions. 

The  word  “right”  is  high  sounding,  but  as  ap- 
plied to  medical  care  its  meaning  is  vague.  Is 
medical  care  a right  or  a privilege?  Neither.  It  is 
a service  which  has  become  the  privilege  of  modern 
man,  and  for  political  purposes  some  would  call  it 
a right.  ■ 
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FOR  OVER  22  YEARS- 

■ Crown  Hill  Hospital  has  been  providing  individual  care  and  attention  for 
emotionally  disturbed,  psychotic  and  alcoholic  patients. 

■ Recognized  therapies  available  including  somatic  (E.C.T.) 

■ Experienced  Psychiatric  registered  nurses  on  duty  24  hours. 

■ Recreational  and  occupational  therapies. 

■ Beautifully  landscaped  grounds  and  patio. 

■ 38  patient  capacity. 


Located  at  9010  13th  Ave.  N.W.  Phone:  SU  4-0781 

Accredited  by  the  Joint  Commission  of  Accreditation 
Member  of  the  American  Hospital  Association  Approved  for  Medicare 

Washington  Psychiatric  Hospital  License  No.  3 
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IDAHO 


Idaho  Medical  Association -407  west  bannock  st„  Boise,  Idaho  83702 


president  O.  D.  Hoffman,  M.D.,  Rexburg 

secretary  William  R.  Tregoning,  M.D.,  Boise 
executive  secretary  Mr.  Armand  L.  Bird,  Boise 
Annual  Meeting,  July  2-5,  1969,  Sun  Valley 


Idaho  News  Notes 


medical  education  committee 

Appointments  to  the  Medical  Education  Commit- 
tee of  the  Idaho  Medical  Association  have  been  an- 
nounced by  President  O.  D.  Hoffman,  Rexburg. 

Serving  with  E.  R.  W.  Fox,  Coeur  d’Alene,  chair- 
man will  be  George  E.  Brown,  Jr.,  Twin  Falls, 
vice  chairman;  Miles  E.  Thomas,  Boise;  William  P. 
Marineau,  Moscow;  David  M.  Barton,  Boise; 
Dauchy  Migel,  Idaho  Falls;  E.  V.  Simison,  Poca- 
tello, and  John  M.  McKain,  Twin  Falls. 

The  Committee  held  its  first  meeting  at  the  as- 
sociation offices  in  Boise,  November  21-22,  1968. 

cancer  advisory  committee 

President  O.  D.  Hoffman  has  appointed  five  phys- 
icians to  the  association’s  Cancer  Society  Advisory 
Committee.  Serving  with  Chairman  Quentin  E. 
Howard,  Boise,  will  be  A.  Scott  Earle,  Sun  Valley; 
M.  M.  Graves,  Pocatello;  William  H.  Cone,  Lewis- 
ton, and  Ronald  K.  Panke,  Kellogg.  It  is  the  com- 
mittee’s responsibility  to  maintain  liaison  with  the 
Idaho  Division,  American  Cancer  Society,  and  to 
review  its  programs. 

cancer  society 

Robert  R.  Klamt,  St.  Anthony,  succeeds  Quentin 
E.  Howard,  Boise,  as  president  of  the  Idaho  Divi- 
sion of  the  American  Cancer  Society.  Named  presi- 
dent-elect at  the  society’s  annual  meeting  in  Boise 
was  Everett  N.  Jones,  Jr.,  Boise.  Mr.  James  E. 
Worsley,  Jr.,  is  executive  director. 


park  dedication 

Orofino  Memorial  Park  was  renamed  Pappen- 
hagen  Field  October  18,  in  honor  of  the  late  Albert 
B.  Pappenhagen.  Donald  K.  Worden,  Lewiston, 
made  the  dedication  speech  during  a ceremony  at 
a football  game  halftime.  Dr.  Pappenhagen,  who 
died  October  23,  1967,  was  team  physician  and  an 
avid  fan  of  Orofino  High  School  sports  during  his 
practice  at  Orofino. 

board  of  health 

Merrill  J.  Sharp,  Pocatello,  has  been  named  by 
Gov.  Don  Samuelson  as  the  second  physician  mem- 
ber of  the  Idaho  Board  of  Health.  He  will  succeed 
Mr.  Grant  Bickmore,  Pocatello  banker,  who  declined 
to  accept  re-appointment.  The  other  physician  mem- 
ber of  the  Board  of  Health  is  Carter  V.  Beghtol, 
Orofino,  who  was  appointed  last  year  to  succeed 
Paul  M.  Ellis,  Wallace. 

request  made 

The  State  Department  of  Health  will  request 
$11,266,696  for  the  1969-71  biennium  from  the 
40th  Idaho  Legislature  in  January,  an  increase  of 
$3,076,696  over  the  appropriation  for  the  current 
biennium.  Terrell  O.  Carver,  Boise,  administrator  of 
the  department,  announced  the  request. 

mission  aided 

Three  large  boxes  of  medicine  and  supplies  pro- 
vided by  members  of  the  Catholic  Physicians’  and 

continued  on  page  1222 
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TA- 6006 


in  osteoarthritic  pain 

1 

- 

If  aspirin  doesn’t  help,  move  in 
with  Tandearil. 

The  trial  period  is  brief:  1 week. 

Try  one  tablet  q.i.d.  at  first.  Tandearil 
usually  starts  working  within  3 to  4 days. 

When  response  occurs,  as  little  as  1 or 

2 tablets  daily  may  hold  back  pain  and 
stiffness,  and  increase  joint  motion. 

On  the  next  page  isasummary 
of  adverse  reactions,  contraindications, 
warning  and  precautions. 


Tandearil. 

It  can  help  get  his  mind  off  his  knee. 

Please  review  full  Prescribing 
Information  carefully  before  prescribing. 

For  osteoarthritic  knees,  spines, 
shoulders,  hips,  etc.: 

Tandearil % 

oxyphenbutazone 


Tandearil,  oxyphenbutazone: 

For  brief  summary  see  next  page. 


Geigy 


TA. 6006 


Tandearil 

oxyphenbutazone 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


Contraindications:  Edema;  dan- 
ger of  cardiac  decompensation;  his- 
tory or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage; 
history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  se- 
nile or  when  other  potent  drugs  are 
given  concurrently. 

Warning:  This  drug  is  an  analog 
of  phenylbutazone;  sensitive  pa- 
tients may  be  cross-reactive.  If  cou- 
marin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive 
increase  in  prothrombin  time.  In- 
stances of  severe  bleeding  have  oc- 
curred. Persistent  or  severe  dyspep- 
sia may  indicate  peptic  ulcer;  perform 
upper  gastrointestinal  x-ray  diagnos- 
tic tests  if  drug  is  continued.  Pyrazole 
compounds  may  potentiate  the  phar- 
macologic action  of  sulfonylurea, 
sulfonamide-type  agents  and  insu- 
lin. Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  caution  in 
the  first  trimester  of  pregnancy,  and 
in  patients  with  thyroid  disease. 

Precautions  Before  prescribing, 
carefully  select  patients,  avoiding 
those  responsive  to  routine  meas- 
ures as  well  as  contraindicated  pa- 
tients Obtain  a detailed  history  and  a 
complete  physical  and  laboratory  ex- 
amination. including  a blood  count. 
The  patients  should  not  exceed  rec- 
ommended dosage,  should  be  closely 
supervised  and  should  be  warned  to 
discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood 
dyscrasia),  sudden  weight  gain  (water 
retention),  skin  reactions,  black  or 
tarry  stools  or  other  evidence  of  in- 
testinal hemorrhage  occur  Make 
complete  blood  counts  at  weekly  in- 
tervals during  early  therapy  and  at 
2-week  intervals  thereafter  Discon- 


tinue the  drug  immediately  and  in- 
stitute countermeasures  if  the  white 
count  changes  significantly,  granu- 
locytes decrease,  or  immature  forms 
appear  Use  greater  care  in  the  el- 
derly and  in  hypertensives. 

Adverse  Reactions:  The  more 
common  are  nausea  and  edema. 
Swelling  of  the  ankles  or  face  may 
be  minimized  by  withholding  die- 
tary salt,  reduction  in  dosage  or  use 
of  diuretics.  In  elderly  patients  and 
in  those  with  hypertension,  the  drug 
should  be  discontinued  with  the  ap- 
pearance of  edema  The  drug  has 
been  associated  with  peptic  ulcer 
and  may  reactivate  a latent  peptic  ul- 
cer The  patient  should  be  instructed 
to  take  doses  immediately  after  meals 
or  with  milk  to  minimize  gastric  up- 
set. Drug  rash  occasionally  occurs 
If  it  does,  promptly  discontinue  the 
drug.  Agranulocytosis,  exfoliative 
dermatitis,  Stevens-Johnson  syn- 
drome. Lyell's  syndrome  (toxic  nec- 
rotizing epidermolysis),  or  a gen- 
eralized allergic  reaction  similar  to  a 
serum  sickness  syndrome  may  oc- 
cur and  require  permanent  with- 
drawal of  medication.  Agranulocy- 
tosis can  occur  suddenly  in  spite  of 
regular,  repeated  normal  white 
counts.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and 
leukemoid  reactions  have  been 
reported.  While  not  definitely  at- 
tributable to  the  drug,  a causal  re- 
lationship cannot  be  excluded. 
Thrombocytopenic  purpura  and 
aplastic  anemia  may  occur.  Con- 
fusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  re- 
ported, as  have  hyperglycemia,  hep- 
atitis. jaundice,  hypersensitivity 
angiitis,  pericarditis  and  several 
cases  of  anuria  and  hematuria.  With 
long-term  use.  reversible  thyroid  hy- 
perplasia may  occur  infrequently. 
Moderate  lowering  of  the  red  cell 
count  due  to  hemodilution  may 
occur. 

Dosage  in  Osteoarthritis: 

Initial:  3 to  6 tablets  daily  in  divided 
doses.  Usually  unnecessary  to  ex- 
ceed 4 tablets  daily.  A trial  period  of 
one  week  is  considered  adequate  to 
determine  the  therapeutic  effect  of 
the  drug.  Maintenance:  Effective 
level  often  achieved  with  1 or  2 tab- 
lets daily,  should  not  exceed  4 tab- 
lets daily. 

In  selecting  appropriate  dosage 
in  any  specific  case,  consideration 
should  be  given  to  the  patient's 
weight,  general  health,  age  and  any 
other  factors  influencing  drug 
response. 

Availability:  Tan,  round,  sugar- 
coated  tablets  of  100  mg.  in  bottles 
of  100  and  1000 
(B)R-46-800-A 

For  complete  details,  please 
see  full  Prescribing  Information. 
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Today’s  physician 
sees  more 
on  NCME  TV. . . 


BETTMANN  ARCHIVE 


The  first  nationwide  medical 
television  service,  NCME— The 
Network  for  Continuing  Medical 
Education  — brings  you  visually  the 
important  achievements  of  leading 
medical  authorities.  By  means  of 
closed-circuit  television,  this  inde- 
pendent network  provides  your 
hospital  or  medical  school  with  a 
complete  videotape  service  that 
helps  shorten  the  gap  between  new 
medical  knowledge  and  its  availabil- 
ity for  clinical  or  teaching  purposes. 

The  Network 
for  Continuing 
Medical 
Education 


NCME  TV  Offers  These  Practical 
Benefits: 

□ Every  two  weeks  a new  60-minute 
videotape  dealing  with  three  separate 
medical  subjects  is  sent  to  participat- 
ing institutions. 

□ Content  and  format  of  NCME  tele- 
casts fulfill  criteria  for  postgraduate 
medical  education,  permitting  Ameri- 
can Academy  of  General  Practice 
course  credits  under  specified  condi- 
tions. 

□ To  help  your  institution  make 
effective  use  of  closed-circuit  televi- 
sion, NCME  offers  a wide  range  of 
services  and  utilization  aids,  including: 
Technical  consultation  in  setting  up  a 
closed-circuit  system;  advance  pro- 
gram information  on  the  contents  of 
each  telecast;  display  units  to  help 
publicize  programs;  expense-paid 
seminars  to  improve  utilization  of 
medical  television. 

□ NCME  programs  are  brief  and  may 
be  shown  as  often  as  desired;  you  can 
view  the  telecasts  at  times  that  are 
most  convenient,  without  disrupting 
your  normal  schedule. 

□ Frequently  NCME  makes  available 
published  papers  related  to  subjects 
presented  on  closed-circuit  television. 


A recent  NCME  hospital  telecast 

presented  Philip  N.  Sawyer,  M.D., 
Professor  of  Surgery  and  Head  of  the 
Vascular  Surgical  Service  at  Down- 
state  Medical  Center,  Brooklyn,  N.  Y., 
in  a demonstration  and  evaluation  of 
“Gas  Endarterectomy.” 

In  this  program,  Dr.  Sawyer  performs 
the  operation  on  a patient  with  gross 
occlusion  of  the  right  iliac,  femoral 
and  popliteal  arteries. 

In  Dr.  Sawyer’s  view,  gas  endarterec- 
tomy has  several  advantages  over 
mechanical  methods:  the  operation 
can  be  completed  faster,  causes  less 
damage  to  the  arteries  and  offers  a 
more  successful  outcome. 

NCME  is  an  independent  network 
supported  by  Roche  Laboratories  to 
increase  the  use  of  closed-circuit  TV 
for  medical  education  under  direct 
hospital  and  school  control. 

If  your  hospital  or  school  does  not 
participate  in  the  biweekly  NCME 
program,  information  on  the  cost-free 
service  may  be  obtained  by  writing  to 
NCME,  342  Madison  Avenue 
New  York.  N.Y.  10017 


continued  from  page  1217 

Dentists’  Guild  of  Idaho  reached  the  mission  hos- 
pital at  San  Vicente,  Colombia,  in  late  October. 
\ government  physician  and  two  Italian  nuns  are 
tending  to  the  needs  of  20,000  people  at  the  mis- 
sion, according  to  the  Idaho  Register.  E.  F.  Sestero, 
Boise,  is  president  of  the  Guild. 

award  presented 

Arch  T.  Wigle,  Pocatello,  president  of  the  Idaho 
Health  Association,  received  the  organization’s 
award  for  contributions  to  public  health.  Presenta- 
tion of  the  award  during  the  association’s  annual 
session  in  Boise,  October  25-26,  came  as  a surprise 
to  Dr.  Wigle,  who  had  been  told  that  the  awards 
committee  had  been  unable  to  reach  a decision. 

Dr.  Wigle  will  continue  as  president  for  the 
coming  year.  Joseph  E.  Karpach,  Boise,  is  president- 
elect. 

hospital  association 

Sister  Mary  Peter  James,  Boise,  was  elected  pres- 
ident of  the  Idaho  Hospital  Association  during  its 
annual  meeting  at  Sun  Valley,  October  12-16.  She 
succeeded  Mr.  Leon  C.  Felder,  Jerome.  Mr.  E.  Lynn 
Reed,  Blackfoot,  is  the  new  president-elect. 

award  donated 

Mrs.  Robert  A.  Butz,  Idaho  Falls,  who  received 
a $50  award  for  designing  the  new  seal  of  the 
Idaho  Medical  Association,  has  donated  the  check 
to  the  Easter  Seal  Center  in  Idaho  Falls.  Mrs.  Butz 
is  a member  of  the  Woman’s  Auxiliary  to  the  Idaho 
Falls  Medical  Society,  which  contributes  to  the 
center  annually. 

state  board  of  medicine 

Temporary  licenses  were  granted  in  October  to: 

Gerald  R.  Holcomb,  Caldwell.  Graduate  Univer- 
sity of  Nebraska  College  of  Medicine,  Omaha,  de- 
gree, June  15,  1967.  Internship,  Nebraska  Metho- 
dist Hospital,  Omaha,  1968.  Granted  Temporary 
License  No.  TL-413,  October  7,  1968.  General 
Practice. 

C.  Ronald  Koons,  Boise.  Graduate  University  of 
Maryland  School  of  Medicine,  Baltimore,  degree, 
June,  1955.  Internship,  The  Ohio  State  University 
Hospitals,  Columbus,  1956.  Residency,  Ohio  State 
University  Hospitals,  the  University  Hospital,  Balti- 
more. Granted  Temporary  License  No.  TL-414, 
October  22,  1968.  Radiotherapy. 

Licensure  renewals  during  the  90-day  period 
allowed  for  this  activity  under  the  Idaho  Medical 
Practice  Act  which  terminated  October  1,  reached 
a new  high  with  1,041  physicians  paying  the  year- 
ly renewal  fee.  Of  this  total,  613  are  residents  of 
Idaho  while  428  practice  in  states  other  than  Idaho. 


Seven  licenses  were  cancelled  for  failure  to  pay  the 
renewal  fee— four  in  Idaho  and  three  out  of  state. 

The  next  meeting  of  the  Idaho  State  Board  of 
Medicine  will  be  held  in  Boise,  January'  13-15,  1969. 

Members  of  the  Board  of  Medicine  include: 
Charles  A.  Terhune,  Burley,  chairman;  Charles  E. 
Kerrick,  Caldwell,  vice  chairman;  Orland  B.  Scott, 
Kellogg;  Dan  E.  Stipe,  Lewiston;  Robert  E.  Lloyd, 
Boise,  and  G.  Curtis  Waid,  Idaho  Falls. 

scientific  session 

Fourth  Annual  Scientific  Session  of  the  Hospital 
Staffs  of  Nampa  and  Caldwell  was  presented  in 
Caldwell  October  10,  with  three  medical  educators 
from  the  University  of  Utah  College  of  Medicine, 
Salt  Lake  City,  as  guest  speakers.  They  were: 
James  O.  Mason,  Assistant  Professor  of  Medicine; 
Frank  M.  Mowry,  Assistant  Professor  of  Internal 
Medicine,  Division  of  Cardiology,  and  William  D. 
McDiarmid,  Assistant  Professor,  Department  of 
Medicine. 

symposium 

Annual  Arthritis  and  Physical  Medicine  Sympo- 
sium was  held  in  Boise,  October  17,  with  a similar 
program  scheduled  the  following  day  in  Idaho  Falls. 
Harold  W.  Hatten,  Boise,  is  chairman  of  the  Med- 
ical-Scientific Committee  of  the  sponsoring  Idaho 
Arthritis  Foundation. 

immunology  program 

Sixty  physicians  registered  for  the  scientific  pro- 
gram on  immunology’  presented  under  sponsorship 
of  the  Continuing  Medical  Education  Program  of 
the  Ada  County  Medical  Society,  St.  Luke’s  Hos- 
pital and  St.  Alphonsus  Hospital,  October  11.  Guest 
speakers  were  Henry  N.  Claman  and  Peter  F.  Koh- 
ler, both  of  the  Division  of  Immunology’,  Depart- 
ment of  Medicine,  University  of  Colorado  Medical 
Center,  Denver. 

scientific  sessions  coming 

January  18-19,  1969— Sun  Valley. 

Scientific  sessions  sponsored  by  Idaho  Heart  As- 
sociation and  Idaho  Department  of  Health.  Speak- 
ers: Robert  F.  Rushmer,  Director,  University  of 
Washington  Bioengineering  Program,  Professor  of 
Physiology  and  Biophysics,  University  of  Washing- 
ton School  of  Medicine;  George  C.  Sutton,  Evan- 
ston, Illinois,  Associate  Professor  of  Medicine, 
Northwestern  University  Medical  School  and  As- 
sistant Director,  Department  of  Adult  Cardiology, 
Cook  County  Hospital,  Chicago,  and  Homer  R. 
Warner,  Salt  Lake  City,  Professor  and  Chairman, 
Department  of  Biophysics  and  Bioengineering,  Uni- 
versity of  Utah,  and  Director  of  Cardiovascular 
Laboratory,  Latter-day  Saints  Hospital.  ■ 
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Cost  of  Medical  and  Health  Care 

JAMES  R KIRCHER,  M D..  Burley,  Idaho 


I am  grateful  for  the  opportunity  to  appear  before 
you  and  to  present  a few  ideas  regarding  health 
planning  as  it  is  related  to  the  cost  of  medical  and 
health  care. 

Identifying  the  problem  is  the  first  step  toward 
a solution  and  it  is  in  this  context  that  I would  like 
you  to  consider  my  remarks  today. 

In  his  inaugural  address  as  the  123rd  President 
of  the  American  Medical  Association,  Dwight  L. 
Wilbur,  San  Francisco,  said,  “We  must  get  the  facts 
on  the  economics  of  medical  practice  and  of  all 
health  care.  We  must  become  the  experts  in  this 
field. 

“So  little  is  known  now  of  the  economics  of  health 
care  as  rendered  by  the  solo  practitioner;  by  the 
group,  be  it  on  a fee  for  service  basis  or  otherwise; 
by  the  specialist  or  the  generalist;  by  the  hospital 
based  physician,  and  by  the  physician  in  rural  and 
urban  centers  ...  it  will  take  years  to  accumulate 
definitive  data. 

“Meanwhile,  let  neither  physicians  nor  the  public 
be  led  by  the  siren  song  of  those  who,  in  the  awe- 
some self-assurance  of  the  ill-informed,  could  in 
their  blundering  destroy  the  health  care  available 
to  the  American  people.” 

Physicians  think  of  medicine  as  the  art  of  appli- 
cation of  scientific  knowledge.  This  is  important. 

In  dealing  with  maladies  of  the  inordinately  com- 
plex miracle  that  is  the  human  being,  no  substitute 
has  been  found  for  a good  patient-doctor  relation- 
ship, something  that  is  revered  by  physicians  and 
too  often  scorned  by  administrators. 

The  science  of  treatment  is  difficult  enough,  but 
it  can  be  taught.  The  art  is  something  else.  It  must 
be  born  of  concern,  of  intelligence,  of  perception 
and  of  a deep  feeling  for  people.  The  bedrock  of 
good  medical  care  is  trust.  The  bond  of  trust  that 
exists  between  a patient  and  his  personal  physician 
is  the  most  important  single  factor  in  good  medical 
care.  For  with  trust  comes  obedience  to  instruc- 
tions, peace  of  mind  for  the  future,  confidence  of 
cure;  and  all  these  lead  to  that  most  intangible  but 
vitally  important  factor— the  will  to  live. 

The  practice  of  medicine  is  more  than  the  admin- 
istration of  a new  “miracle  drug”  to  a line  of  people. 
It  also  consists  of  careful,  and  sometimes  intuitive 
analysis  of  the  problem— which  may  spring  from 
some  apparently  unrelated  source. 

The  practice  of  medicine  does  not  lend  itself  to 


Given  as  an  address  by  Dr.  Kircher  at  meeting  of  the 
Idaho  Health  Association,  Boise  State  College,  Boise, 
October  25,  1968. 


mass  production  techniques.  You  can’t  repair  a 
delicate  watch  with  an  egg  beater.  Yet,  it  seems 
to  me,  this  is  what  the  politicians  and  bureaucrats 
are  trying  to  do  with  a mass  of  disorganized,  over- 
lapping and  even  conflicting  programs. 

The  public  is  expressing  growing  interest  in 
health  care,  and  this  is  as  it  should  be.  The  poli- 
ticians’ answers  to  the  public’s  demands,  however, 
are  most  distressing. 

blame  must  be  shared  by  Congress 

Sen.  Warren  Magnuson,  chairman  of  the  Senate 
Commerce  Committee,  said  Federal  health  programs 
are  “encased  in  rigid  red  tape  and  backed  by  ve- 
hement special  interest  groups.  Blame  for  this  mess 
must  be  shared  by  us  in  Congress  and  the  Admin- 
istration.” 

Testifying  last  July  11  before  the  Senate  Govern- 
ment Operations  Subcommittee  studying  health  care 
costs,  Senator  Magnuson  said  that  part  of  the  prob- 
lem “lies  with  our  failure  to  face  squarely  the  fact 
that  the  federal  government  is  directly  in  the  busi- 
ness of  providing  health  care  to  its  citizens.” 

Continuing,  he  said,  “We  have  instituted  scores  of 
new  categorical  programs,  each  designed  to  put  one 
patch  on  the  quilt.  Not  only  is  there  a lack  of  co- 
ordination, but  rigid  barriers  have  been  set  up  that 
practically  preclude  coordination.  I also  see  rigid 
regulations  laid  down  by  administrative  agencies 
which  tend  to  squelch  local  option  and  discourage 
innovations.  At  present  there  are  28  discreet  fed- 
erally financed  programs  in  child  health  with  vir- 
tually no  coordination  among  them.  I suspect  that 
each  one  has  a worthwhile  purpose,  but  can  we 
doubt  the  effect  that  such  lack  of  coordination  has 
on  health  care  costs?” 

Senator  Magnuson  went  on  to  say  that  staffing 
requirements  for  federal  health  programs  represent 
the  guild  system  at  its  worst  with  high  quality 
coming  to  be  equated  with  advanced  degrees,  or 
holding  the  same  certificates  as  held  by  those  ad- 
ministering the  grant  programs.  He  cited  the  im- 
pending death  of  hospital  nursing  schools  at  the 
hands  of  nurse  educators  with  college  degrees  as 
an  example  of  this.  He  noted  that  grants  for  com- 
prehensive health  services  for  children  and  youth, 
administered  by  the  Children’s  Bureau,  carry  regu- 
lations that  each  project  must  have  a dentist,  a 
chief  nurse  with  a master’s  degree,  a nutritionist 
with  a master’s  degree,  along  with  staff  nutritionists 
and  staff  dieticians,  social  workers  with  master’s 

continued  on  page  1226 
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"will  it  ease  the  pain?" 

Mylanta  helps  relieve  ulcer  pain  with  the  two  most  widely 
prescribed  antacids:  aluminum  and  magnesium  hydroxides. 

will  it  help  "my  gassy  stomach"? 

Mylanta  also  contains  simethicone:  for  concomitant  relief 
of  G.l.  gas  distress. 

"will  this  one  taste  O.  K.?" 


In 

aLa  peptic 
Tile  ulcer: 

antacid 


solved  by 

Mylanta 

aluminum  and  K magnesium  hydroxides  plus  simethicone 


The  prolonged  acceptance  of  Mylanta  was  recently 
confirmed  in  87.5%  of  104  patients -after  a total  of  20,459 
documented  days  of  therapy.*  *Danhof.  i.  e.  Report  on  file 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful 

(5  ml.)  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydroxide, 

dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  One  or  two  tablets  (well 

chewed  or  allowed  to  dissolve  in  the  mouth)  or  one 

or  two  teaspoonfuls  to  be  taken  between  meals  and  at  bedtime. 


Division/Pasadena,  Calif. 
ATLAS  CHEMICAL  INDUSTRIES,  INC. 
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IfNa2is 

too  much 

Serpasil-Esidrix  #2 

(0.1  mg  reserpine  and  50  mg  hydrochlorothiazide) 

TryNo.1 

Serpasil-Esidrix  #1 

(0. 1 mg  reserpine  and  25  mg  hydrochlorothiazide) 


CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 
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degrees,  a chief  speech  pathologist  or  audiologist 
with  a Ph.D.,  a graduate  physical  therapist,  a grad- 
uate occupational  therapist,  and  a project  adminis- 
trative officer,  also  with  a master’s  degree. 

Said  Senator  Magnuson,  “Now,  that’s  quite  a 
lineup.  Where  are  they  going  to  come  from?  There 
is  already  a critical  shortage  of  all  these  health  pro- 
fessionals. . . . They  must  be  lured  away  by  higher 
salaries.  So  we  rob  Peter  to  pay  Paul  through  esca- 
lation of  salaries,  with  the  taxpayers  picking  up  the 
tab. 

“If  we  are  ever  to  do  anything  about  cutting 
costs,  the  federal  government  must  encourage  flexi- 
bility' and  innovation.  We  seem  to  be  going  in  the 
opposite  direction.’’ 

too  much  of  best  is  bad 

In  prescribing  medicine,  one  must  be  cautious  in 
determining  appropriate  dosage.  Each  medicine  has 
a potential  for  harm  as  well  as  good.  Too  much  of 
the  best  is  bad.  I deplore  Washington’s  present  ap- 
proach to  health  planning  as  too  much  medicine 
that  is  unknown  in  its  effect— administered  for  an 
undefined  ailment— to  a patient  who  is  not  under- 
stood by  diagnosticians  of  questionable  credentials. 

Although  physicians— as  well  as  hospitals— are 
accustomed  to  receiving  a heap  of  blame  for  the 
rising  costs  of  health  care,  I firmly  believe  it  is 
simplistic  and  short-sighted  to  attribute  the  rise  to 
less  than  a great  number  of  causes— each  of  them 
with  great  complexities  of  its  own.  I would  like 
to  discuss  a few  of  them. 

For  one  there  is  government.  As  Senator  Magnu- 
son noted  in  his  testimony,  faulty  organization  and 
mismanagement  is  causing  the  waste  of  tremendous 
desperately  needed  resources.  In  my  practice,  I 
must  give  more  attention  to  federally  required 
paperwork  than  I care  to— and  so  do  a number  of 
other  busy  workers  in  the  health  professions. 

Magnifying  a personnel  shortage  that  borders  on 
crisis  proportions,  qualified  health  personnel  are 
being  siphoned  into  what  I will  politely  call  admin- 
istration. This  includes  physicians. 

At  least  13  Idaho  physicians  who  were  treating 
patients  a few  years  ago  are  now  engaged  in  some 
paperwork  activity  directly  or  indirectly  connected 
with  federal  grants. 

In  1966,  there  were  300,000  physicians  in  the 
United  States— 47,000  more  than  in  1963.  Of  the 
47,000  added  physicians,  5,200  were  taken  into 
federal  employment,  increasing  the  federal  total  to 
26,000.  One  agency,  the  Veterans  Administration, 
added  1,275  physicians  to  its  payroll  during  this 
period,  bringing  the  total  to  7,150. 

Social  and  economic  conditions  bear  on  the  prob- 
lem. Demand  for  services  is  steadily  mounting. 
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Population  growth,  age  and  race  distribution,  in- 
creased education  and  sophistication  of  patients, 
and  the  ability  of  the  medical  profession  to  provide 
more  and  better  services  play  a part.  Disposable 
personal  income  is  increasing,  with  more  consumers 
finding  it  easier  to  afford  health  services,  with  in- 
surance and  federal  subsidies  increasing  the  ability 
of  larger  segments  of  the  population  to  purchase 
health  care. 

The  American  Medical  Association’s  Department 
of  Survey  Research  commented,  “Due  to  increased 
demand  and  a realtively  fixed  supply  of  health 
resources,  it  became  more  difficult  to  secure  an 
appointment  with  a physician,  more  difficult  to 
enter  a hospital,  and  usual  for  physicians  to  work 
60  to  80  hours  per  week.” 

This  comment  was  made  in  connection  with  a 
survey  tracing  an  increase  in  health  care  prices  of 
66.6  percent  from  1950  to  1960.  In  that  period, 
physician’s  fees  increased  59.9  percent,  with  the 
annual  average  increase  ranging  from  a high  of  4.4 
percent  in  1952  to  a low  of  2.2  percent  in  1963. 
During  the  same  period,  hospital  charges  rose  165.2 
percent. 

The  pressure  that  comes  to  bear  on  a physician 
to  hospitalize  a patient  for  tests  that  clearly  do  not 
warrant  such  hospitalization— because  the  patient’s 
insurance  would  then  cover  it— is  surprising.  It  is 
also  distressing. 

dilemmas  contribute  to  problem 

Few  dilemmas  this  country  faces  do  not  find 
themselves  translated  in  one  way  or  another  into 
problems  bearing  on  the  availability  and  cost  of 
health  care.  There  is  the  war  in  Vietnam.  The 
physician  shortage  would  be  alleviated  if  the  phy- 
sicians overseas  were  treating  patients  at  home. 
There  is  the  gold  drain  and  a dollar  crisis  that  has 
been  with  us  for  so  long  that  I can  almost  mention 
it  now  without  wincing.  There  is  inflation.  How 
can  the  value  of  health  care  be  set  when  the  value 
of  a dollar  is  not  known  from  one  day  to  the  next? 
And  while  speaking  of  inflation  and  money  prob- 
lems, can  you  name  an  area  where  the  government 
has  more  complete  control  of  a nation’s  policies? 
It  takes  no  less  than  an  accounting  genius  to  deter- 
mine what  a dollar  actually  is.  The  government 
can  give  a grossly  distorted  picture  of  earnings  by 
reporting  an  individual’s  income  before  rather  than 
after  federal  income  tax. 

As  an  example,  one  physician  reports  that  be- 
tween 1956  and  1965  his  income  rose  68  percent, 
and  his  income  taxes  rose  133  percent.  His  take 
home  pay  rose  44  percent  in  the  10-year  period,  a 
net  increase  of  4.4  percent  per  year— not  very  differ- 
ent from  the  average  annual  increase  in  the  cost  of 
living  index. 


There  is  a welfare  jumble,  with  a multitude  of 
unproven  programs  which  overlap  and  conflict- 
programs  which  too  often  reward  indigency  and  im- 
morality—and  programs  which  too  seldom  recognize 
genuine  human  needs. 

There  are  the  problems  of  slums  and  poverty,  of 
violence  in  the  streets.  The  finest  medical  care  in 
the  world  is  powerless  to  cure  disease-ridden  slums. 
Alone,  it  is  powerless  to  cure  the  health-destroying 
aspects  of  overcrowding,  environmental  contamina- 
tion, boredom  and  discontent. 

There  is  the  farm  problem— or  is  it  the  Depart- 
ment of  Agriculture  problem?  With  an  employee 
for  every  63  farmers  in  the  nation,  one  would  think 
they  could  come  up  with  a few  solutions,  rather 
than  more  problems. 

And  then  there  is  a health  care  problem.  It 
springs  from  these  and  similar  problems.  It  does 
not  cause  them. 

physicians  not  immune 

The  physician  is  not  immune  to  economic  pres- 
sures. He  must  see  more  patients.  This  entails 
costly  equipment  and  the  services  of  trained  assist- 
ants. He  too  must  pay  six  cents  for  a three-cent 
stamp  and  a nickel  for  a penny  postcard— but  he 
does  not  enjoy  the  luxury  of  being  able  to  curtail 
services,  as  the  Post  Office  Department  regularly 
threatens  to  do. 

Mr.  Philip  Lesly,  a noted  authority  on  public  re- 
lations, and  author  of  the  Public  Relations  Hand- 
book, recently  told  members  of  the  Woman’s  Aux- 
iliary to  the  AMA  that  “We  are  living  in  what  has 
been  called  the  Age  of  Rising  Aspirations— but  that 
can  more  accurately  be  called  the  Age  of  Unreason- 
able Expectations. 

“Our  progress  in  so  many  areas,  and  the  lifting 
of  many  of  life’s  greatest  uncertainties  has  height- 
ened the  great  American  illusion  of  perfectability. 
Many  people  now  want  instant  transmutation  of 
what  should  be  into  what  must  be.  What  should 
be,  in  a society  that  has  come  so  far,  is  presumed 
to  be  an  immediate  goal— the  perfection  of  man- 
kind. . . . The  trick  is  to  guide  and  direct  this 
changing  profession  in  orderly  evolution,  to  prevent 
having  it  taken  over  by  the  most  ponderous,  the 
most  wasteful,  the  least  professional  factor  in  the 
health  care  spectrum— the  federal  government.” 

Ralph  Crawshaw,  a Portland  psychiatrist,  says 
that  discontent  grows  from  “the  constant  political 
harangue  that  everyone  can  be  healthy.  The  simple 
fact  is  that  there  aren’t  that  many  health  services 
available.  Politicians  refuse  to  face  up  to  this  fact, 
so  it  is  ignored.” 

Physicians  are  deeply  concerned  with  the  quality 
of  medical  care.  They  are  even  faulted  for  being 

continued  on  page  1229 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

* ° (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
. (e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 


Mellaril* 

(Thioridazine  HC1) 
25  mg.t.i.d. 


for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 
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more  concerned  with  the  quality  than  the  cost. 
Only  a poor  physician  would  attach  a dollar  value 
to  a life.  Care  could  be  a great  deal  cheaper.  It 
could  also  be  a great  deal  less  effective. 

To  return  to  Senator  Magnuson,  a man  with  whom 
I don’t  always  agree,  incidentally,  he  recommended, 
among  other  things,  the  formation  of  an  independent 
body  to  provide  Congress  and  the  public  with 
evaluations  of  all  government  health  programs,  simi- 
lar to  the  inspector  general  who  reports  on  foreign 
assistance  programs.  (It  may  be  of  interest  here  to 
note  that  foreign  aid  programs,  under  this  type  of 
scrutiny,  are  diminishing— something  unique  in  fed- 
eral fiscal  annuals.)  He  also  suggests  de-emphasis 
of  categorical  health  and  research  programs  aimed 
at  specific  diseases;  greater  emphasis  on  disease 
prevention,  including  attacks  on  environmental  haz- 
ards, and  a tithe  for  education  and  research  to  be 
included  in  every  program  that  provides  for  new 
services. 

“We  cannot  continue  to  expand  the  health  care 
system  without  providing  the  workers  to  give  care, 
or  methods  to  improve  the  care,”  he  said.  He  also 
suggested  the  encouragement  of  local  options  to 
achieve  greater  flexibility,  noting  that  “Guidelines 
should  be  less  pontifical  and  more  capable  of  being 
adapted  to  local  conditions  . . 

One  approach  to  the  health  care  cost  problem 


could  be  through  a program  of  tax  credits  for  health 
insurance  premiums,  designed  to  encourage  individ- 
uals to  provide  themselves  with  health  care  cost 
protection.  Such  a program  was  presented  to  the 
Republican  Platform  Committee  by  Donald  E. 
Wood,  Indianapolis,  Indiana,  chairman  of  the  AMA 
Council  on  Legislative  Activities.  He  also  urged 
establishment  of  a cabinet  level  Department  of 
Health.  Under  the  program,  said  Dr.  Wood,  all 
individuals  would  be  encouraged  to  provide  them- 
selves with  health  care  cost  protection,  with  those 
in  financial  need  receiving  the  greater  amount  of 
tax  credit  on  a graduated  basis. 

“It  is  not  necessary  to  destroy  free  incentives  in 
health  care  to  achieve  sought-for  goals;  nor  is  it 
necessary  to  throw  away  a system  that  has  given 
this  nation  a level  of  health  and  scientific  achieve- 
ment unsurpassed  in  the  world,”  he  said. 

“What  is  necessary  is  that  all  of  us— government, 
public  and  the  professions— work  together  to  find 
solutions  that  will  not  only  meet  the  needs  of  today 
but  will  assure  a system  that  even  more  successfully 
will  meet  the  needs  of  tomorrow.” 

responsibility 

A situation  that  makes  the  delivery  of  health  care 
difficult,  or  impossible  in  many  cases,  deserves  men- 
tion here.  It  centers  around  responsibility.  Present 
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for  bed . . 


but  not 
for 
sleep 


...because  psychic  tension 
may  not  stop  at  night 

The  calming  action  of  Valium  (diaz- 
epam ) helps  counteract  psychic  ten- 
sion and  reduce  overreaction  to 
stresses  during  the  day.  Often  the  t.i.d. 
dosage  schedule  is  enough  to  prevent 
build-up  of  tenseness  that  may  inter- 
fere with  sleep  at  night. 

However,  when  psychic  tension  does 
contribute  to  sleeplessness.  Valium 
can  be  especially  useful.  A tablet  at 
bedtime,  added  to  the  daytime  t.i.d. 
dosage,  can  help  your  patient  be 
ready  for  bed  and  for  sleep. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states 
manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation; 
acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal; 
adjunctively  in  skeletal  muscle  spasm  due  to 
reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  .to 
the  drug.  Children  under  6 months  of  age. 
Acute  narrow  angle  glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When 
used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures.  Advise 
against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symp- 
toms have  occurred  following  abrupt 
discontinuance.  Keep  addiction-prone 
individuals  under  careful  surveillance 
because  of  their  predisposition  to  habituation 
and  dependence.  In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully 
pharmacology  of  agents  employed.  Usual 
precautions  indicated  in  patients  severely 


depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  pre- 
cautions in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude 
ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity,  insomnia, 
rage,  sleep  disturbances,  stimulation,  have 
been  reported;  should  these  occur,  discon- 
tinue drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term 
therapy. 


Valium’ 

( diazepam) 


Roche® 

LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


Some  U.R.I.  patients  are  more 
miserable  than  others. 

That's  why  we  make  Novahistine® 
tablets  in  two  different  formulations. 

And  let  you  control  the  dosage. 


Each  Novahistine  LP  tablet  contains  phenylephrine 
hydrochloride,  25  mg.;  and  chlorpheniramine  maleale, 
4 mg.  Each  Novahistine  Singlet  tablet  contains  phenyl- 
ephrine hydrochloride.  40  mg.;  chlorpheniramine 
maleate,  8 mg.;  and  acetaminophen,  500  mg. 


With  Novahistine  LP  tablets  and  Novahistine  Singlet™ 
tablets,  you  have  the  range  and  flexibility  of  decongestant 
dosage  that  lets  you  prescribe  for  the  needs  of  the  individual 
patient.  Novahistine  LP  tablets  are  most  useful  for  relief  of 
nasal  congestion  in  patients  without  pain  or  fever. 
Novahistine  Singlet  tablets,  which  provide  analgesic-anti- 
pyretic effect,  as  well  as  decongestant  action,  are  indicated 
for  upper  respiratory  infections  accompanied  by  pain,  aches 
and  fever. 


Whether  you  prescribe  Novahistine  LP  or  Novahistine 
Singlet,  a total  daily  dose  of  3 or  4 tablets  will  usually 
provide  effective,  continuous  relief. 

Use  cautiously  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention. 

Caution  ambulatory  patients  that  drowsiness  may  result. 


•4 


PITMAN-M0  0RE  Division  of  The  Dow  Chemical  Company. 
Indianapolis 


“Upper  respiratory  infection!  I thought 


everything  was  a ‘virus’  these  days.” 
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dialog  seems  to  indicate  that  “health’’  is  a right, 
and  I do  not  conversely  submit  that  it  is  a privi- 
lege. However,  the  patient  desiring  good  health— 
whether  he  considers  care  a right  or  a privilege— has 
a very  defiinite  part  to  play  in  the  ultimate  determi- 
nation of  how  “healthy”  he  will  be.  “Health”  is 
not  a commodity  to  be  purchased  by  dollars  alone— 
whether  they  are  personal  dollars,  tax  dollars  or 
“free  dollars.”  The  forgotten  quantity  is  patient 
responsibility.  The  quality  of  health  care  would 
advance  dramatically,  and  immediately,  if  people 
would  abandon  quacks,  if  patients  would  heed 
health  advice,  if  they  would  have  prescriptions 
Rilled  and  take  them  as  prescribed,  if  they  would 
pay  attention  to  advice  on  nutrition  and  other  living 
habits.  You  would  be  amazed  at  the  number  of 
people  who  do  none  of  these  things.  Perhaps  we 
could  do  with  a little  less  talk  about  rights  and 
privileges  and  more  about  the  acceptance  of  respon- 
sibility. 

F.  J.  L.  Blasingame,  former  executive  vice  presi- 
dent of  the  AMA,  told  a group  of  county  medical 
society  executives  meeting  in  Chicago  recently,  that, 
“What  we  don’t  need  in  the  health  field  right  now 
is  an  abundance  of  more  dollars— particularly  with- 
out the  knowledge  and  guidelines  for  spending  the 


funds  wisely. 

“Putting  additional  billions  into  the  health  care 
field  without  disturbing  any  of  the  many  complex 
forces  that  work  on  medical  care  costs  only  adds  to 
an  inflationary  trend  and  reduces  further  the  pur- 
chasing power  of  these  dollars. 

“The  health  care  industry,  ranking  behind  con- 
struction and  agriculture  now,  within  10  years  will 
become  the  nation’s  largest.  This  growth,  plus  the 
affluence  of  the  American  people,  increasing  popu- 
lation, and  huge  strides  in  medicine’s  technological 
development,  are  some  of  the  factors  creating  un- 
precedented demand  at  a time  when  the  supply  of 
medical  manpower  is  falling  further  behind  in  the 
battle.” 

The  mere  expenditure  of  money  is  no  guarantee 
that  it  will  be  wisely  spent.  Hundreds  of  hospitals 
across  the  country  are  individually  installing  data 
processing  systems  even  though  a single  centralized 
facility  could  take  care  of  bookkeeping  and  patient 
records  for  all  the  hospitals  in  a large  community. 
It  would  be  cheaper,  and  could  provide  some  infor- 
mation not  now  available. 

In  New  York  City,  there  are  15  open  heart  sur- 
gery units— but  more  than  80  percent  of  the  surgery 
is  done  in  only  eight  of  them.  It  is  interesting  to 
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for  prescribing  information 


You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 


DEMETHYLCIHIjOKTETRACYOUNE 


You’ve  made  it 
one  of  your  specifics 
in  acute  bronchitis 

Your  experience  has  shown  that  H.  influenzae  and 
D.  pneumoniae  are  commonly  implicated  in  acute 
bronchitis.  And  DECLOMYCIN  is  effective  against 
these  organisms.  Although  some  strains  may  resist 
its  action,  and  other  organisms  may  also  be 
involved,  sensitivity  testing  will  prove  the 
usefulness  of  DECLOMYCIN. 

You  know,  too,  that  DECLOMYCIN  provides  rapid, 
high  and  prolonged  activity  levels  in  both  serum 
and  tissue. 

Dosage  is  convenient  — 300  mg  b.i.d.  or 
150  mg  q.i.d. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system  — Ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a rare 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney- rise  in  BUN, 
apparently  dose  related.  Transient  increase  in  urinary  output,  some- 
times accompanied  by  thirst  (rare).  Hypersensitivity  reactions -urti- 
caria, angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  during  the  latter  half 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri- 
od, infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetra- 
cycline may  form  a stable  calcium  complex  in  any  bone-formingtissue 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg.;  Tablets:  film  coated,  300 
mg.,  150  mg.  and  75  mg.  of  demethylchlor- 
tetracycline HCI.  393-8 
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DEMETHYLCHLORmRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.1,2  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


oea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest..."3 


^ethoMrbam' 

750  m<J 
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Heat  "A  very  valuable 

method  of  applying 

heat  at  home  is  a prolonged 


j | ; hot  bath... 


"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine..."4 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  ( methocarbamol,  1 Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.=  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2.-219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18.-26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  ef  a/..-  New  York  J.  Med.  62:1 985, 1 962. 


QRobaxirf-750 

^ ' (methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated6 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."7  And  there 
is  little  likelihood  of  sedation.6 
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note  that  the  ratio  of  successful  operations  is  clearly 
higher  in  the  hospitals  scheduling  the  most  of  these 
operations. 

My  feeling  is  that  health  planning  is  to  be  en- 
couraged and  assisted.  It  is  also  my  feeling  that  the 
present  approach,  with  bureaucrats  and  politicians 
enmeshed  in  a hopeless  tangle  of  conflicting  pro- 
grams and  special  interests  will  develop  if  un- 
checked into  a worse  mess  which  we  will  be  told 
requires  further  huge  expenditure,  more  programs 
and  more  bureaucrats. 

for  the  masses 

Washington  publicly  expresses  concern  about  the 
adequacy,  amount,  type,  quality,  accessibility  and 
financing  of  health  care  for  the  “disadvantaged.”  I 
fear  the  concern  so  frequently  expressed  from  lofty 
perches  for  the  “masses  of  humanity,”  and  the 
proposed  answers  too  frequently  degrade  the  in- 
dividual, who  will  supposedly  benefit  from  the 
omnipotent  analysis  of  the  problems  and  the  self- 
delusionary, impractical  answers. 

Whom  do  you  seek  and  where  do  you  put  your 
trust  when  you  require  medical  attention?  Why  plan 
for  any  less  personal,  less  complete,  medical  care  for 
the  multitudes?  Sheep  and  cattle— Yes!  Human  be- 
ings—No! 

Each  individual’s  health  problems  are  just  as 
important  to  him  or  her  as  they  are  to  you— and 
to  me. 

I am  convinced  that  the  physician  and  other 
health  workers  practicing  day-to-day  patient  care 
are  more  aware  of  and  concerned  with  the  health 
problems  of  the  disadvantaged  patient  than  any  of 
the  increasing  number  of  self-assured,  self-appointed 
“experts.” 

It  is  ironic  that  the  forgotten  people  in  today’s 
health  care  problems  are:  1.  the  less  affluent  pa- 
tient, and,  2.  the  health  care  professional  daily  en- 
gaged in  patient  care. 

" cradle-to-grave " welfare 

The  importance  of  reasoned,  calm  and  realistic 
planning  is  underlined,  I am  convinced,  by  the 
current  problem  Britain  is  having  with  her  experi- 
ment in  cradle-to-grave  welfare.  Great  Britain  is 
facing  cutbacks  in  its  National  Health  Service. 
Family  allowances,  presently  given  to  all  families 
with  two  or  more  children,  are  to  be  limited  to  low 
income  families,  according  to  a recent  issue  of  U.S. 
Netcs  and  World  Report.  A 30-cent  prescription 
charge  has  been  introduced  to  help  pay  for  the 
rising  cost  of  Britain’s  nationalized  medical  system. 
New  legislation  introduced  in  Parliament  would 
withhold  Social  Security  payments  for  the  first  three 
days  of  sickness,  unemployment  and  industrial  in- 


jury. Free  milk  for  children  in  secondary  schools 
has  been  abolished.  Social  Security  and  National 
Health  Service  contributions  have  been  increased. 
Taxpayers  in  Britain  are  reported  to  be  increasingly 
loath  to  pay  steadily  increasing  levies.  On  the  20th 
anniversary  of  socialized  medicine,  Kenneth  Robin- 
son, Britain’s  Minister  of  Health,  admitted  that 
National  Health  Service  planners  were  wrong  when 
they  concluded  that  increasing  the  availability  of 
health  care  would  not  also  increase  the  demand. 

The  lesson  was  apparently  lost  on  Medicare  plan- 
ners. Four  states  have  cut  their  Title  XIX,  or  Med- 
icaid, budgets.  Louisiana,  Maryland,  New  York  and 
Oklahoma  all  have  reduced  benefits.  Meanwhile 
government  health  care  and  health  research  pro- 
gram costs  have  more  than  doubled  during  the  past 
five  years,  reaching  $13.9  billion  during  fiscal  1988. 
Furthermore,  the  growth  of  private  health  insurance 
plans  would  indicate  that  not  all  Britons  are  sold 
on  national  compulsory  health  insurance.  The  largest 
private  plan,  British  United  Provident  Association, 
had  86,000  members  when  the  NHS  program  was 
launched  in  1948,  and  has  1.4  million  now. 

After  20  years  of  cradle-to-grave  welfare,  Britons 
are  dismayed  to  find  345,000  families  still  living 
below  the  official  subsistence  level;  added  to  these 
problems  is  the  fact  that  most  hospitals  in  Britain 
are  old  and  crowded,  and  that  physicians  are  leav- 
ing in  alarming  numbers.  There  is  a strong  feeling, 
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Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin’s  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 
or 

HISTO? 

(Histoplasmosis— “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 

Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  comoounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 

Lederle  Laboratories.  Pearl  River.  New  York  10965  4 06-8 
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When  she  gets  a bacterial  infection, 
think  of  Tetrex-F.* 


Like  the  debilitated  or  diabetic  pa- 
tient, she  may  be  susceptible  to  mo- 
ndial overgrowth. 

That’s  why  she  needs  the  extra  protection 
of  Tetrex-F  whenever  tetracycline  ther- 
apy is  indicated.  Tetrex-F  provides  well- 
tolerated  tetracycline  phosphate  complex 
for  the  bacterial  infection  — nystatin  to 
help  prevent  monilial  overgrowth. 

Tetrex-F 

(tetracycline  phosphate 
complex-nystatin) 

Whenever  monilia  may  threaten 
tetracycline  therapy 


PRESCRIBING  INFORMATION.  For  complete  informa- 
tion consult  Official  Package  Circular.  Indications : Infec- 
tions of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensitive 
organisms,  in  patients  with  increased  susceptibility  to  mon- 
ilial infections.  Contraindications : The  drug  is  contraindi- 
cated in  patients  hypersensitive  to  its  components.  Warnings: 
Photodynamic  reactions  have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight  should  be  avoided 
during  therapy.  Stop  treatment  if  skin,  discomfort  occurs- 
With  renal  impairment,  systemic  accumulation  and  hepa- 
totoxicity  may  occur.  In  this  situation,  lower  doses  should 
be  used.  Tooth  staining  and  enamel  hypoplasia  may  be 
induced  during  tooth  development  (last  trimester  of  preg- 
nancy, neonatal  period  and  childhood).  Precautions:  Bac- 
terial superinfections  may  occur.  Infants  may  develop  in- 
creased intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse  Re- 
(R)  actions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and  allergic  reactions  may 
occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue  for 
10  days  in  Beta-hemolytic  streptococcal  infections.  Admin- 
ister one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains 
tetracycline  phosphate  complex  equivalent  to  250  mg.  tet- 
racycline HQ  activity  and  250,000  units  of  nystatin.  For 
Oral  Suspension,  125  mg.  tetracycline  and  125,000  u. 
nystatin/5  ml.,  60  ml.  bottles.  A.H.F.  S.  Category  8:12 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 

Syracuse,  New  York  13201 


BRISTOL 
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OMNI-TUSS 


. . . because  OMNI-TUSS  is  indicated  for  cough 
associated  with  upper  respiratory  tract  infections, 
bronchitis,  bronchiectasis,  bronchial  asthma,  emphy- 
sema, sinusitis  and  rhinitis,  hay  fever,  or  other  allergic 
conditions.  Any  of  these  conditions  may  exhibit  the 
general  symptom  syndrome — coughing,  wheezing, 
bronchospasm,  and  tenacious  mucus— which  may 
benefit  from  the  antitussive,  bronchodilative,  antihis- 
taminic,  and  expectorant  action  of  Omni-Tuss. 

The  therapeutic  usefulness  of  Omni-Tuss  is  enhanced 
by  a unique  resin  complex  formulation  providing  the 
clinically  desirable  advantages  of:  (1)  uniform  drug 
availability  throughout  an  extended  period,  (2)  8 to  12 
hours  of  symptomatic  control,  (3)  minimal  dosage 
requirement,  (4)  minimal  side  effects. 

Economical,  efficient  b.i.d.  dosage — extremely  well- 
tolerated  by  children,  6-12,  and  adults. 


‘Omni  Tuss’  Suspension:  Each  teaspoonful  (5  cc.)  contains 
10  mg.  codeine  (Warning:  May  be  habit-forming),  5 mg. 
phenyltoloxamine,  3 mg.  chlorpheniramine,  25  mg.  ephe- 
drine,  all  as  cation  exchange  resin  complexes  of  sulfonated 
polystyrene,  and  20  mg.  guaiacol  carbonate. 

Available  on  prescription  only.  Class  X exempt  narcotic. 
Permissible  on  oral  prescription. 

Dosage:  Adults:  1 teaspoonful  (5  cc.)  ql2h. 

Children  (6-12  years):  Vi  teaspoonful  ql2h. 

Side  Effects:  Minimal,  but  when  encountered  may  include 
jitteriness,  nausea,  drying  of  mouth,  insomnia,  constipa- 
tion, which  disappear  upon  adjustment  of  the  dose  or  dis- 
continuance of  treatment. 

Precautions  and  Contraindications:  For  complete  detailed 
information,  refer  to  package  insert  or  official  brochure. 

Strasenburgh 

Strasenburgh  Laboratories  Division 
Wallace  & Tiernan  Inc.,  Rochester,  N.Y. 


continued  from  page  1236 

and  I share  it,  that  something  basic  is  wrong  with 
a system  that  distributes  benefits  to  millions  of 
relatively  well-off  people  while  benefits  going  to 
needy  families  don’t  rescue  them  from  poverty. 

planning  needed 

Britain  is  not  alone  with  rising  concern  about 
welfare  costs.  French  officials  are  trying  to  reduce 
social  security  deficits.  Italy,  Switzerland,  Sweden 
and  Germany  are  all  facing  problems  in  financing 
their  welfare  plans. 

All  this,  I think,  points  to  the  need  for  planning, 
careful  planning.  It  is  important  that  the  planning 
be  done  well.  It  is  important  that  physicians  take 
part.  Cooperation  is  needed.  Organization  is  needed. 
One  place  to  start  might  be  in  Washington,  D.C. 
The  nation  can  ill  afford  feuds  and  power  plays 
between  federal  departments.  Another  might  be  the 
application  of  a yardstick  of  common  sense  to  a 
bewildering  array  of  programs.  It  just  might  be 
possible  to  reasonably  evaluate  a volume  and  as- 
sortment of  health  programs  which  the  mind  of 
man  could  comprehend. 

The  answers,  I am  convinced,  won’t  come  easily, 
and  they  won’t  be  found  in  more  federal  takeaways 
and  giveaways.  The  outstretched  palm  is  perilously 
close  to  being  the  symbol  of  our  society,  the  salute 
of  our  times.  I think  a reversal  in  this  trend  would 
go  far  toward  answering  our  problems  in  many 
areas. 


Earlier,  I quoted  Dr.  Wilbur  as  saying:  “Mean- 
while, let  neither  the  physician  nor  the  public  be 
led  by  the  siren  song  of  those  who,  in  the  awesome 
self-assurance  of  the  ill-informed,  could  in  their 
blundering  destroy  the  health  care  available  to  the 
American  people.” 

Perspective  is  easily  warped  in  dedication  to  a 
special  interest.  Those  of  us  interested  in  making 
improvements— whether  they  be  in  health,  educa- 
tion, justice,  or  any  other  field— would  do  well  to 
look  beyond  the  trees  to  the  forest.  Our  govern- 
ment depends  upon  a self-reliant  American  people. 
The  system  which  has  been  handed  down  in  this 
nation  far  exceeds  any  other  in  the  history  of  the 
world  in  its  ability  to  solve  problems.  Monolithic 
states  have  failed  in  instance  after  instance  through- 
out history.  One  form  of  government  has  endured 
—the  American  form— and  it  must  not  be  surren- 
dered to  the  harangues  of  special  interest,  either  to 
the  left  or  right. 

I believe  we  are  seeing  some  of  the  early,  bitter 
fruits  of  tampering  with  the  relationship  of  the  in- 
dividual and  the  state. 

In  the  espousal  of  our  causes,  I would  hope  that 
we  can  acknowledge  the  importance  of  an  inde- 
pendent and  responsible  people,  a dependent  and 
responsive  government.  If  we  can  do  this,  we  will 
have  taken  a great  step  toward  preserving  for  our 
children  that  which  was  left  to  us.  ■ 
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CLASSIFIED  ADVERTISEMENTS 

All  classified  advertisements  are  set  in  the  style  of  this 
journal.  Each  line  and  partial  line  is  charged  at  $1.50. 
Copy  must  be  received  by  the  advertising  supervisor  at  the 
editorial  office  not  later  than  the  15th  of  the  month  preceding 
date  of  issue.  Proof  is  not  shown.  Copy  of  ad  as  it  appeared 
in  the  journal  accompanies  billing. 


PRACTICE  OPPORTUNITIES 


G.  P.  LOCUM  TENENS  WANTED— For  further  information 
write  Box  368,  Forks,  Wa.  98331. 


OPENING  FOR  TWO  GPS',  INTERNIST  & PEDIATRICIAN-To 

join  established  GP  in  new  Med. -Dent.  Center.  Located 
in  rapidly  expanding  community  20  miles  east  of  Seattle. 
Additional  GP’s  and  specialists  added  as  needed.  Write 
Box  12-A,  Northwest  Medicine,  500  Wall  St.,  Seattle, 
Wa.  98121. 


GENERAL  PRACTICE  OPPORTUNITY— To  practice  with  1 other 
physician  in  beautifully  situated  Cascade  town  80  miles  east 
of  Seattle  by  4-lane  super-highway.  New  clinic  building  ad- 
jacent to  17-bed  hospital.  Basic  salary,  office,  personnel 
provided  by  local  pre-paid  medical  plans  plus  opportunity 
to  use  all  facilities  for  additional  private  practice.  Excel- 
lent climate,  schools  and  recreational  opportunities  in- 
cluding hunting,  fishing  and  skiing.  Contact  Mrs.  Ann 
Lower,  Roslyn  Cle  Elum  Beneficial  Association  Hospital, 
Cle  Elum;  or  F.  J.  Rogalski,  M.D.,  Cle  Elum,  Wa.  98922. 


INTERNIST  WANTED— To  Join  7-physician  clinic  in  Central 
Washington  College  town.  Top  salary  with  partnership 
after  2 years.  Fine  clinic  facilities  and  new  hospital.  Write 
Box  27-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


SALEM,  OREGON — Applications  invited  for  1st  and  2nd  yr 
psychiatric  residencies  beginning  July  1969.  Training  ac- 
credited for  3 yrs,  each  with  separate  dynamic  program. 
Emphasis  on  community  psychiatry  with  individual  super- 
vision. $12,360,  1st  yr;  $12,840,  2nd  yr;  $13,320,  3rd.  Also 
4 NIMH  Fellowships  in  basic  psychiatric  training  plus  4th 
yr  in  community  psychiatry  available.  Write  N.  B.  Jet- 
malani,  M.D.,  Dir.  Ed.  & Research,  Oregon  State  Hospital. 
Salem,  Ore.  97310. 


GENERAL  PRACTITIONER  WANTED-Beautiful  Olympic  Penin- 
sula. Year  ’round  sports,  ocean,  mountains,  rivers.  Growing 
community  of  1,500,  surrounding  population  6,000.  Contact 
Mr.  Willard  Perry,  Administrators,  Forks  Community 
Hospital,  Forks,  Wa.,  98331.  Phone  374-6271. 


ANESTHESIOLOGIST— The  Permanente  Clinic  is  planning  to 
increase  the  Department  of  Anesthesiology  to  a 4-man  de- 
partment. Part  of  work  includes  supervising  nurse  anes- 
thesists.  Board  certified  or  board  eligible.  Partnership 
after  2 years  if  mutually  satisfactory.  Starting  income  open 
to  negotiation.  Progressive  increases  in  income,  various  in- 
surance benefits.  Norman  W.  Frink,  M.D..  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


ORTHOPEDIST— The  Permanente  Clinic  seeks  a 5th  ortho- 
pedist. Board  certified  or  board  eligible.  Partnership  after 
2 years  if  mutually  satisfactory.  Progressive  increments, 
retirement  and  other  benefits.  Starting  income  $30,000. 
Norman  W.  Frink,  M.D.,  The  Permanent  Clinic,  5055  N. 
Greeley,  Portland,  Ore.  97217. 


OPHTHALMOLOGIST— For  80-man  Permanente  Clinic  serving 
the  Kaiser  Foundation  Prepayment  Insurance  Program  of 
Oregon.  Excellent  income,  insurance  benefits,  retirement 
program.  Norman  W.  Frink,  M.D.,  The  Permanente  Clinic, 
5055  N.  Greeley,  Portland,  Ore.  97217. 


GP,  ENT,  PSYC1ATRIST  OR  INTERNIST— Wanted  for  associate 
practice  with  established  M.D.’s  in  new  medical  building, 
Crossroads  district  of  Bellevue,  15  miles  east  of  Seattle. 
Very  attractive  rapid  growing  area,  patient  potential  tre- 
mendous, recreational  opportunities  great.  Write  or  call 
collect,  L.  Clarke  Aaronson,  M.D.,  1811  - 156th  N.E.,  Belle- 
vue. Wa.  98004  (204)  746-6500. 


NEUROSURGEON— The  Permanente  Clinic  seeks  a neurosur- 
geon. Board  certified  or  board  eligible.  Partnership  after  2 
years  if  mutually  satisfactory.  Progressive  increments,  re- 
tirement and  other  benefits.  Starting  income  $30,000.  Nor- 
man W.  Frink,  The  Permanente  Clinic,  5055  N.  Greeley, 
Portland.  Ore.  97217. 


OTOLARYNGOLOGIST— For  65-man  clinic  servicing  the 
Kaiser  Health  Plan  for  Oregon.  Starting  income  $30,000; 
substantial  increases  for  10  years.  Insurance  benefits, 
retirement  program.  N.  W.  Frink,  M.D.,  The  Permanente 
Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


UROLOGIST— The  Permanente  Clinic  seeks  a 3rd  urologist. 
Board  certified  or  board  eligible.  Partnership  after  2 years 
if  mutually  satisfactory.  Progressive  increments,  retirement 
and  other  benefits.  Starting  income  $30,000.  Norman  W. 
Frink,  M.D.,  The  Permanente  Clinic,  5055  N.  Greeley,  Port- 
land, Ore.  97217. 


GENERAL  PRACTICE  REPLACEMENT-6  to  9 months  in  location 
near  Seattle.  To  allow  a period  of  foreign  service.  Good 
opportunity  to  scout  for  permanent  practice  site.  Good  off- 
call  arrangement  and  salary.  Pleasant  waterfront  home  on 
protected  harbor.  Phone  463-9145  or  write  Box  29-D, 
Northwest  Medicine,  500  Wall,  Seattle,  Wa.  98121. 


SEVERAL  SURGICAL  PRECEPTORSHIPS— For  one  or  two-year 
appointments.  Open  July  1,  1969  with  80-doctor  clinic.  If 
foreign  graduate,  ECFMG  and  immigrant  visa  required. 
American  board  credit  if  3-year  approved  residency  in- 
cluding senior  year  has  been  served.  Send  complete  cur- 
riculum vitae  first  letter.  Lewis  E.  Hughes,  M.D  ,,  Perma- 
nente Clinic,  5055  N.  Greeley,  Portland,  Ore.  97217. 


AN  ASSOCIATE  WANTED— Preferably  recent  graduate,  to 
share  complete  facilities  and  practice  with  solo  GP.  North- 
west Washington  small  town  with  general  hospital.  Write 
Box  28-A,  Northwest  Medicine,  500  Wall  St.,  Seattle,  Wa. 
98121. 


GP  NEEDED,  WEISER,  IDAHO— Excellent  climate  and  recrea- 
tional facilities.  Population  5,000,  drawing  area  15,000.  Of- 
fice space  available — new  building.  Share  expenses  and 
equipment,  if  desired.  Well  equipped  hospital.  Write  Rich- 
ard J.  Giever,  M.D.,  Weiser,  Idaho  83672. 


PERSONNEL  SERVICE 


ALLIED  PERSONNEL  OFFICES,  INC.— Is  prepared  to  place 
board-eligible  physicians  in  desired  positions.  Allied  is  a 
source  to  call  when  staffing  your  office,  clinic,  or  hospital 
with  medically  trained  or  experienced  business  personnel. 
Please  phone  or  write  either  of  our  two  offices  when  in 
need  of  doctors,  administrators,  technologists,  dietitians, 
nurses,  x-ray  technicians,  accountants,  secretaries,  clerical 
helpers.  MA  4-4793,  247  Logan  Bldg.,  Seattle,  Wash.,  AL  2- 
3157,  Medical  Dental  Bldg.,  Everett,  Wash. 
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SERVICE 


PROFESSIONAL  OFFICE  SERVICE— Billing  and  handling  of 
accounts,  insurance,  and  related  work.  Reliable,  capable, 
confidential.  Routine  office  work  handled  by  our  com- 
petent staff  at  a saving.  References.  General  Business 
Services,  Inc.,  224  S.W.  153rd,  Seattle,  Wa.  98166.  246-4313. 


APARTMENT  OWNERSHIP 


CONVESTO— Write  or  call  for  free  brochure  that  tells  why 
Convesto  is  a better  way  to  acquire  apartment  ownership 
for  growth,  profit  and  tax  savings.  1411  Fourth  Ave.  Bldg., 
Rm.  701,  Seattle,  Wash.  98101,  phone  MA  4-2742.  For  Wash- 
ington residents  only. 


OFFICE  SPACE 


PHYSICIAN'S  OFFICE— Located  at  3601  So.  McClellan  Street. 
Reception  room,  private  office  with  outside  entrance,  con- 
sultation room,  2 examining  rooms,  x-ray  processing  room 
and  ample  storage  cupboards.  Contact  Henry  Broderick, 
Inc.,  Mr.  Marvin  Bush,  Second  & Cherry,  Seattle,  Wash. 
98104. 


TO  SUBLET— Mercer  Island  office  of  975  sq.  ft.  in  estab- 
lished medical-dental  bldg.  For  details,  call  GL  4-6442. 


MEDICAL  SPACE  BROADWAY  & E.  COLUMBIA-Fully  serviced 
professional  offices  from  $2.00  to  $3  50  per  sq.  ft.  annual- 
ly. Henry  Broderick,  Inc.,  Mr.  Jack  Hayes,  MA  2-4350, 
Seattle  98104. 


OFFICE  SPACE,  BELLEVUE— Near  Overlake  Hospital.  Up  to 
2,000  sq.  ft.  in  building  with  established  group.  Part  or  all 
finished  to  your  needs.  GL  4-8111. 


OFFICE  SPACE  AVAILABLE— For  internist  and  pediatrician 
in  well-located  medical  center.  Fastest  growing  area  in 
Pacific  Northwest.  Economy  and  climate  excellent.  Other 
specialties  represented.  May  participate  in  ownership  of 
building  and  ancillary  facilities.  Write  Box  22-A,  North- 
west Medicine,  500  Wall  St.,  Seattle,  Wa.,  98121. 


NEW  MEDICAL  BUILDING— With  established  physicians  and 
dentists.  Crossroads  area,  Bellevue,  15  miles  from  Seattle. 
Excellent  location  for  quick  practice  start.  Write  or  call 
collect,  L.  Clarke  Aaronson,  M.D.,  1811  - 156th  N.E.,  Belle- 
vue, Wa.  98004,  (206)  746-6500. 


UNIVERSITY  VILLAGE  MEDICAL  CENTER-Office.  Fine  loca- 
tion for  GP,  ophthalmologist  or  orthodontist.  LA  2-2340, 
Seattle. 


ATTENTION  PHYSICIANS  & DENTISTS— 700  sq.  ft.  finished  of- 
fice space  in  new  clinic.  Present  physician  re-called  into 
service.  Private  reception  room,  etc.  Available  now.  West 
Seattle  location.  Phone  Mr.  R.  L.  Yochum,  PA  2-3860  for 
appointment  and  details. 


EQUIPMENT 


SIERRACIN  CRADLE  WARMER  FOR  SALE-Surplus,  unused, 
asking  price  $750,  but  other  bids  will  be  considered.  Addi- 
tional information,  call  Mr.  Rood,  University  of  Oregon 
Medical  School,  (503)  228-9181  Ext.  519.  Offers  should  be 
mailed  to  Property  Control  Unit,  P.O.  Box  7136,  Salem, 
Ore.  97307. 


BLOOD  PRESSURE  THE  EASY  WAY-Electronic— your  office 
assistant  can  read  pressure  without  mistake.  You'll  like  it 
too.  See  our  ad  on  page  1163  and  use  the  coupon.  Charles 
B.  Krausi,  agent,  Graham,  Washington. 


How  much  does 

the  anticostive* 
hematinic  cost? 

A • No  more  than 
costive  hematinics 
cost! 


The  anticostive  hematinic  is 

PERITINIC’ 

Hematinic  with  Vitamins  and  Fecal  Softener 


A tablet-a-day  provides: 

• Elemental  Iron  (as  Ferrous  Fumarate) 100  mg 

• Dioctyl  Sodium  Sulfosuccinate  (to  counteract 

constipating  effect  of  iron) 100  mg 

Vitamin  Bi 7.5  mg 

Vitamin  B2 7.5  mg 

Vitamin  Be 7.5  mg 

Vitamin  B12 50  mcgm 

Vitamin  C 200  mg 

Niacinamide 30  mg 

Folic  Acid  0.05  mg 

Pantothenic  Acid 15  mg 

Bottles  of  60 

* 


anticostive,  adj.  ( anti  opposed  to 
+ costive  causing  constipation.) 
Against  constipation.  Now  isn’t 
that  a good  idea  in  an  iron-contain- 
ing hematinic? 


lederle  laboratories 

A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York  10965 
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Meetings  OF  MEDICAL  SOCIETIES 


AMA  Annual— July  13-17,  1969,  New 
York  City;  June  21-25,  1970,  Chicago. 


AMA  Clinical— Nov.  30-Dec.  3,  1969, 

Denver;  Nov.  29-Dec.  2,  1970,  Bos- 
ton. 


Oregon  Medical  Association — A n n u a 1 
Meeting,  Sept.  23-27,  1969,  Portland 
Memorial  Coliseum. 


Washington  State  Medical  Association 
Sept.  14-17,  1969,  Seattle;  Sept.  13- 
16,  1970,  Spokane;  Sept.  19-22,  1971, 
Seattle. 


Idaho  Medical  Association — July  2-5, 
1969,  Sun  Valley;  July  1-5,  1970, 
Sun  Valley. 


North  Pacific  Pediatric  Society — March 
5-8,  1969,  Hilton  Hotel,  Portland. 

Pres.,  William  A.  Jaquette,  Jr.,  Mer- 
cer Island.  Wash. 

Sec.,  Leslie  Mackoff,  Seattle.  Wash 


Northwest  Rheumatism  Society — Annual 
Meeting,  Oct.  9-11,  1969,  Hilton 

Hotel,  Portland. 

Pres.,  Bruce  R.  Zimmerman,  Seattle 
Sec.,  Arthur  C.  Jones,  Portland 


West  Coast  Allergy  Societv.  Annual 
Meeting,  Nov.  13-15,  1969,  HUton 
Inn,  San  Diego 

Pres.,  Roy  R.  Matteri,  Portland 
Sec.,  Lester  W.  Mittelstaedt,  Seattle 


OREGON 


Ore.  Acad.  Ophth.  & Otolar — Cosmo- 
politan Portland  Motor  Hotel,  4th 
Tues.,  Jan.-Nov. 

Pres.,  Robert  E.  Fischer,  Portland 
Sec.,  Richard  P.  Panian,  Portland 


Oregon  Dermatological  Society  — 2nd 
Wed.  (Jan-Apr.,  Nov.).  Annual 
Meeting,  Apr.  9,  1969. 

Pres.,  David  Frisch,  Portland 
Sec.,  Troy  R.  Rollins,  Portland 


Oregon  District  Branch  of  American 
Psychiatric  Association  (Jan.,  April, 
Oct.) 

Pres.,  P.  H.  Blachly,  Portland 
Sec..  Ira  Pauly.  Portland 


Oregon  Pathologists  Association — 2nd 
Friday  (Feb.,  Apr.,  Oct.,  Dec.), 
Portland. 

Pres.,  John  L.  Lang,  Corvallis 
Sec.,  E.  W.  Landreth,  Portland 


Oregon  Radiological  Society — 2nd  Wed- 
nesday, October-April.  University 
Club,  Portland. 

Pres.,  William  N.  Murray,  Portland 
Sec.,  Clinton  B.  Sayler,  Portland 


Oregon  Society  of  Allergy — N.W’.  Al- 
lergy Forum,  May  9-10,  1969,  Dunes 
Hotel,  Lincoln  City,  Ore.  Annual 
Meeting,  September  1969. 

Pres.,  John  D.  O’Hollaren,  Portland 
Sec.,  Don  V.  Romanaggi.  Portland 


Oregon  Soc.  of  Internal  Medicine — 1st 
Wed.,  Portland.  Annual  Meeting, 
May  15-17,  1969,  Salishan,  Gleneden 
Beach,  Ore. 

Pres.,  R.  K.  Hoover,  Eugene 
Sec.,  Marvin  C.  Goldman,  Portland 


Ore.  Soc.  Obst.  & Gynec.  3rd  Fri.  (Oct., 
Nov.,  Jan.  through  May).  Heath- 
man,  Portland. 

Pres.,  Ivan  Langley,  Portland 
Sec.,  Enrique  deCastro,  Portland 


Oregon  State  Society  of  Anesthesiolo- 
gists— 3rd  Friday  (except  June, 
July,  Aug.),  Portland. 

Pres.,  Frank  Hege,  Jr.,  Portland 
Sec.,  Donald  D.  Campbell,  Portland 


Oregon  Urological  Society — Quarterly 
Meetings,  Congress  Hotel,  Portland. 
Pres.,  Emerson  J.  Collier,  Portland 
Sec.,  C.  A.  Macfarlane,  Portland 


Portland  Academy  of  Hypnosis — last 
Friday  (Sept.-May,  except  Nov.,  3rd 
Friday)  Congress  Hotel,  Portland. 
Pres.,  Paul  Metzger,  Portland 
Sec.,  Charles  W.  Watkins,  Vancou- 
ver, Wash. 


Portland  Academy  of  Pediatrics — 1st 
Monday,  Medical  Society  Building, 
Portland. 

Pres.,  Robert  J.  Meechan,  Portland 
Sec.,  Richard  W.  Olmsted,  Portland 


Portland  Academy  of  Psvchiatrv — 4th 
Tuesday,  Jan. -May,  Sept.-Nov. 
Pres.,  Grant  B.  Hughes,  Portland 
Sec.,  Kenneth  G.  Paltrow,  Portland 


Portland  Surgical  Society — 4th  Tuesday 
(Sept.-May). 

Pres.,  Thomas  R.  Montgomery,  Port- 
land 

Sec.,  J.  Gordon  Grout,  Portland 


WASHINGTON 


King  County  Acad.  Gen.  Pract. — 4th 
Mon.  (except  June,  July,  Aug., Dec.) 
Pres.,  Huber  Grimm,  Seattle 
Sec.,  Leonard  Nevler,  Seattle 


Puget  Sd.  Allergy  Soc. — 1st  Mon.  (Jan., 
Mar.,  May,  July,  Sept.,  Nov.). 

Pres.,  Samuel  H.  Tarica,  Seattle 
Sec.,  Rick  L.  Johnson,  Seattle 


Puget  Sd.  Acad.  Ophth  & Oto. — 3rd 
Tues.  (Oct.-Apr.)  Seattle;  Annual 
Meeting,  Jan.  17-18,  1969,  Olympic 
Hotel,  Seattle. 

Pres.  Barry  Brugman,  Seattle 
Sec..  D F Milam.  Jr  . Bellevue 


Seattle  Gyn.  Soc. — 3rd  Wed.,  (except 
June,  July,  Aug.,  Sept.,  Dec.);  An- 
nual Fall  Assembly,  Sept.  19,  20. 
1969. 

Pres.,  Glen  Rice,  Seattle 
Sec.,  A.  L.  Banks,  Seattle 


Seattle  Pediatric  Society — 3rd  Friday 
(Sept.-May),  Arctic  Club. 

Pres.,  James  Tucker,  Seattle 
Sec..  Janice  Keller,  Seattle 

Spokane  Society  of  Internal  Medicine 
— Annual  Meeting,  March  8,  1969. 

Pres.,  Robt.  W.  Burroughs,  Spokane 
Sec.,  Wayne  L.  Attwood.  Spokane 

Seattle  Surg.  Soc. — 4th  Mon.,  (Sept.- 
May).  Annual  Meeting,  Jan.  24-25, 
1969,  Olympic  Hotel,  Seattle. 

Pres.,  Alexander  H Bill,  Jr.,  Seattle 
Sec..  Joseph  J Koutsky,  Seattle 

Spokane  Surgical  Society — Quarterly 
Pres.,  Otto  J.  Penna,  Spokane 
Sec.,  Robert  E.  Jensen,  Spokane 

Tacoma  Acad,  of  Internal  Medicine — 
4th  Tuesday.  Ceccanti’s  Restaurant. 
Annual  Meeting,  March  1969. 

Pres.,  Robert  Rowan,  Tacoma 
Sec.,  Stuart  M.  Larson,  Bremerton 


Tacoma  Surgical  Club — 3rd  Tuesday 
(Sept.-May),  Top  O’  the  Ocean. 
Annual  Meeting,  May  3,  1969. 

Pres.,  Theodore  R.  Haley,  Tacoma 
Sec.,  Robert  W.  Florence,  Tacoma 


Washington  Academy  of  Clinical  Hyp- 
nosis— 3rd  Friday  (Sept.-June). 

Pres.,  Robert  N.  Joyner,  Jr..  Seattle 
Sec.,  Burke  Lair.  Seattle 


Washington  State  Radiological  Society 
— Quarterly,  Seattle.  Annual  Meet- 
ing, May  1969. 

Pres.,  Robert  H.  Rosenberg,  Seattle 
Sec.,  Paul  S.  Paulson,  Seattle 


Washington  State  Society  of  Allergy — 
Annual  Meeting,  May  1989. 

Pres.,  Robert  Rudd,  Bellingham 
Sec.,  Stanley  Zeitz,  Seattle 


Wash.  St.  Soc.  of  Anesthesiologists — 
Quarterly.  Seattle.  Annual  Meet- 
ing, Sept.  1969. 

Pres.,  Richard  L.  Pokorny,  Seattle 
Sec.,  William  A.  Pratt,  Spokane 


Yakima  Surgical  Societv — Last  Thurs- 
day (Sept.-May).  Annual  Meeting, 
May  1969. 

Pres.,  Albert  W.  Bostrom,  Yakima 
Sec.,  Richard  E Muzzall,  Yakima 
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Grass  Roots  Stirrings,  170 
Huldrick  Kammer  Appointed,  290 
James  H.  Seacat  Awarded,  279 
Medical  Board  Licenses  31  Physicians,  172 
Medical  Board  Licenses  40  Doctors,  448 
Medical  Board  Licenses  66  Doctors,  762 
Medical  Board  Licenses  42  Physicians,  1002 
Medical  Society  Names  President-elect; 

Service  Award  Presented,  55 
Memorial  Cancer  Lectures,  677 
Mid-Year  Meeting  of  the  House,  489 


WASHINGTON 

Abortion  Law  Amendment  Sought,  766 
AMPAC  Delegation  Interviews  Congres- 
sional Delegation,  401 
Annual  Cancer  Conference,  1015 
Beverly  Smith  Named  WSNA  Executive 
Director,  502 

Course  for  General  Practitioners..  405 
Course  on  Urology  Slated  March  7-8,  64 
Current  Concepts  in  Cancer  Program  Slated 
March  21-22,  188 

Deadline  Set  for  Memorials,  Resolutions, 
Amendments  to  Constitution,  By-Laws, 
504 


Industrial  Engineering  to  Raise  Hospital 
Efficiency,  820 
Jessie  L.  Ray  Elected,  90 
Lobbying,  Legislation  and  the  American 
Medical  Association,  923 
Nutrition  Lectures,  920 
Optimal  Health  Care  for  Everyone?  If  So, 
How  Can  This  Be  Assured?,  90 

Pacific  Northwest  Regional  Health  Sciences 
Library,  783 

"Think-In"  Develops  Program  for  Coro- 
nary Care  Education,  92 
21st  National  Conference  on  Rural  Health, 
191 


New  Dean  Appointed  for  UOMS,  575 
Noble  Wiley  Jones  Lecture,  1002 
Nominating  Committee  Solicits  Recommen- 
dations, 499 

Obesity  Regulation  Pending,  1095 
Official  Report,  Proceedings  of  the  Mid- 
Year  Meeting  of  the  House  of  Dele- 
gates, 669 

OMA  94th  Annual  Session— October  1-4, 
1968,  871 

OMA  Report  1968,  1103 
OPS — Blue  Shield  Names  New  Executive 
Vice  President,  996 
Oregon  Examination  Dates,  1096 

Proceedings  of  the  Board  of  Trustees,  49 
Proceedings  of  the  Board  of  Trustees,  Jan- 
uary 6,  1968,  281 

Proceedings  of  the  Board  of  Trustees,  Feb- 
ruary 3,  1968,  285 

Sixth  Annual  Trauma  Day,  290 
Speaking  of  Speaking,  293 

UOMS  Appointments  Announced,  1096 
UOMS  Postgraduate  Courses,  1096 
UOMS  Receives  Grant,  759 

West's  Team  Wins  Three  Round  Quiz,  56 
Wyeth  Fellowship  Award,  902 


Dr.  Bucove  Honored,  406 
Hemorrhages  and  Thrombosis,  405 
Home  Care  Counseling  Program  at  Fircrest 
School,  Miller,  L.  G.,  1011 
"Human  Malformations"  Course  Offered, 
1013 

Initiative  242,  Drivers'  Implied  Consent- 
Intoxication  Tests,  1019 
Invitation  to  the  79th  Annual  Meeting, 
Muller,  C.  D.,  720 

Laws  Heads  Harborview  Medical  Depart- 
ment, 905 

Many  Endorse  Drunk-Driving  Initiative,  413 
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19th  Annual  Strauss  Lecture,  908 
1968  Washington  Physicians  and  Schools 
Conference,  175 

1968  WSMA  House  of  Delegates,  Brief 
Report  of  Actions,  1124 
1968  WSMA  Convention  Report,  1205 
Orthopedic  Symposium,  905 
Otolaryngology  for  Non-Otolaryngologists, 
296 

Pack  Forest  Conference,  1968,  589 
Paul  Bornstein  Receives  Faculty  Award, 
405 

Physician's  Art  Winner,  906 
Physicians,  Educators  Meet  Discuss  Learn- 
ing Disabilities,  581 
Postgraduate  Symposium,  1121 
Preliminary  Scientific  Program,  WSMA  An- 
nual Meeting,  679 

Proposed  Amendment  to  Article  IV,  502 
Psychiatrist  Appointed,  1122 
Richard  J.  Blandau  Elected,  583 
RMP  Telecasts,  1012 
Scientific  Exhibit  Space  Available,  64 
Scientific  Papers  Called  for  1968  Meeting, 
64 


Scientific  Program  Slates  March  6,  7,  175 

Second  Printing,  Article  IV — Component 
Societies,  588 

Selected  Topics  in  Cancer  Program  Slated 
March  2,  180 

Seminar  Stimulates  Interest;  Need  for  Posi- 
tive Action,  178 

Specialty  Sessions  Planned  for  Annual 
Meeting,  404 

Spokane  Surgical  Society  Will  Discuss 
Gastrointestinal  Tract,  185 

Stroke  Survey  Planned  by  Regional  Med- 
ical Program,  502 

Tokyo-Hong  Kong  Excursion,  583 

Trauma  to  the  Head  and  Spine,  767 

UWSM  Receives  Grant  for  Anesthesia  Re- 
search Center,  1013 

Washington  State  Medical  Assistants  Asso- 
ciation Becomes  Reality,  907 

Washington  State  Medical  Association  An- 
nual Meeting,  1968,  722 

What's  Happening  Slated  April  4,  5,  175 

WSMA  Scientific  Exhibit  Committee  to 
Meet,  404 


IDAHO 


Ada  County  Officers,  1026 
AMPAC,  522 
Annual  Seminar,  305 

Annual  Winter  Clinics  Slated  March  1-3, 
83 

Appointed,  1139 
Athletes,  780 
Award  Donated,  1222 
Award  Presented,  1222 
Board  of  Health,  1217 

Board  of  Health  Advisory  Committee 
Meets,  73 

Board  of  Medicine,  205,  306,  594,  780 

Brigadier  General,  1027 

Bureau  Officers,  912 

Cancer  Advisory  Committee,  1217 

Cancer  Society,  1217 

Carter  V.  Beghtol  Appointed,  416 

Committee  Appointments,  912 

Continuing  Education,  1027 

Continuing  Medical  Education,  75 

Corwin  E.  Groom  Appointed,  205 

Crested  Cuspidor,  780 

Design  Winner,  780 

Dr.  Hedemark  New  President,  73 

Elected,  593 

"Fifty  Year  Club,"  780 

Hearings,  912 

Hospital  Association,  1027,  1222 
Idaho  Formula— Part  Scientific— Part  Fun, 

436 

IMA  Meeting,  780 
IMA  Represented  at  Houston,  73 
Immediate  Care  Program,  593 
Immunization,  523 
Immunology  Program,  1222 
Invitation  to  Sun  Valley  . . . , 434 
Library  Reference  Service  Now  Free  and 
Direct,  1030 

Malpractice  Discussed,  304 

Medical  Delegate,  1139 

Medical  Education  Committee,  1217 


Medical-Legal  Program,  417 
Medical  Practice  Act,  75 
Medical  Service  Bureau  Meets,  75 
Medical  Society,  1027 
Medicine  and  Religion,  593 
Mission  Aided,  1217 

New  Director,  208 
New  IMA  Officers,  780 
New  Industrial  Accident  Fee  Schedule,  73 
Newly  Elected,  75 
New  Members,  523 
New  Officers,  205,  305,  593,  1138 
Officers  and  Councilors  Meet,  305,  416, 
593,  1026,  1138 
Open  Forum,  522 
Park  Dedication,  1217 
Peace  Corps  Volunteer,  593 
Personals,  79,  306,  417 
Physician  Volunteer,  417 
Postgraduate  Education,  1027 
Practice  Re-opened,  1027 
Problems  Considered,  208 
Program  Committee,  1026,  1138 
Program  on  Immediate  Care,  75 
Radiation  Control,  1027 
Report  on  Activities,  593 
Request  Made,  1217 
Review  Committee,  780,  1027,  1138 
Scentific  Program,  208 
Scientific  Session,  1222 
Scientific  Sessions  Coming,  1222 
State  Board  of  Medicine,  79,  912,  1139, 
1222 

State  Health  Planning,  522 

Sun  Valley  Meeting— A Gala  Event,  779 

Surgeons  Meet,  593 

Symposium,  1222 

Temporary  Licenses,  523,  914,  1030 
Trial  for  Lawsuit,  522 
Usual  and  Customary  Fees,  304 
Volunteer  Physicians,  1027 
Woman's  Auxiliary,  780 
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Ovulen-2f 

Each  tablet  contains  ethynodiol  diacetate  1 mg.,  mestranol  0.1  mg. 

works  the  way  a 
woman  thinks 

by  weekdays...not  "cycle  days” 


Whether  it  be  "shopping  day,”  "bridge  day” 
or  “housecleaning  day,”  a woman  is  accustomed  to 
thinking  in  terms  of  days  of  the  week  rather  than 
in  “cycle  days.”  Ovulen-21  lets  her  remember  her 
natural  way.  Once  established,  her  starting  day 
is  always  the  same  day  of  the  week... because  it 
is  fixed  at  three  weeks  on  — one  week  off  and  is 
independent  of  withdrawal  flow. 

7be  same  Ovulen  in  the  same  low  dosage. . . 
ivitb  the  same  low  incidence  of  side  effects  and  the 
same  high  degree  of  protection  against  pregnancy. 

Note:  Ovulen  remains  available  in  the  familiar  round  Compack  for  those 
women  who  may  wish  to  continue  to  use  the  traditional  20-day  schedule. 

Be  sure  to  specify  Ovulen-21  to  assure  each  new  patient  of  the  advantages 
of  the  new  7bree  ll'eeks  On — One  ll'eek  Off  schedule.  She  might  appreciate 
your  budget-minded  authorization  for  a six-month  supply  (five  Refills). 

Indication  — Oral  contraception. 

Contraindications  — Thrombophlebitis,  thromboembolic  disorders, 
cerebral  apoplexy  or  a past  history'  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia,  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — Watch  for  the  earliest  manifestations  of  thrombotic  disor- 
ders (thrombophlebitis,  cerebrovascular  disorders,  pulmonary  embolism, 
retinal  thrombosis);  if  present  or  suspected  discontinue  the  drug 
immediately. 

British  studies  reported  in  April  19681-2  estimate  there  is  a seven-  to 
tenfold  increase  in  mortality  and  morbidity  due  to  thromboembolic  diseases 
in  women  taking  oral  contraceptives.  In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and  58  hospitalizations  due  to  “idio- 
pathic” thromboembolism,  statistical  evaluation  indicated  that  the  differences 
observed  between  users  and  non-users  were  highly  significant.  The  conclu- 
sions reached  in  the  studies  are  summarized  in  the  table  below: 


Comparison  of  Mortality  and  Hospitalization  Rates 
Due  to  Thromboembolic  Disease  in  Users  and  Non-Users 
of  Oral  Contraceptives  in  Britain. 


Category 

Mortality  Rates 

Hospitalization 

Rates 

(Morbidity) 

Age  20-34 

Age  35-44 

Age  20-44 

Users  of  Oral 

Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Non-Users 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  available  in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  magnitude  of  the  increased  risk  to  the 
individual  patient,  cannot  be  applied  directly  to  women  in  other  countries 
in  which  the  incidences  of  spontaneously  occurring  thromboembolic  disease 
may  differ. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  sudden  onset  of  proptosis,  diplopia  or  migraine. 
Withdraw  medication  if  papilledema  or  retinal  vascular  lesions  are  found. 

Since  the  safety  of  Ovulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  pregnancy  be  ruled  out  for  any  patient  who  has  missed 
two  consecutive  periods  before  continuing  the  contraceptive  regimen.  If  the 
patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of  preg- 
nancy should  be  considered  at  the  first  missed  period. 

A small  fraction  of  the  hormone  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range 
effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 


Precautions  — Pretreatment  physical  examination  should  include  special 
reference  to  the  breasts  and  pelvic  organs,  and  a Papanicolaou  smear. 

Endocrine  and  possibly  liver  function  tests  may  be  affected  by  Ovulen. 
Therefore,  it  is  recommended  that  such  tests  if  abnormal  be  repeated  after 
the  drug  has  been  withdrawn  for  two  months. 

Pre-existing  uterine  fibromyomas  may  increase  in  size  under  the  influence 
of  progestogen-estrogen  preparations. 

Because  these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

In  breakthrough  bleeding,  and  all  irregular  vaginal  bleeding,  consider 
nonfunctional  causes.  Adequate  diagnostic  measures  are  indicated  in 
undiagnosed  vaginal  bleeding. 

Carefully  observe  patients  with  a history  of  psychic  depression  and 
discontinue  the  drug  if  severe  depression  recurs. 

Any  possible  influence  of  prolonged  Ovulen  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further  study. 

A decrease  in  glucose  tolerance  has  occurred  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease  is 
obscure.  For  this  reason,  diabetic  patients  should  be  observed  carefully 
while  receiving  Ovulen. 

Because  of  the  effects  of  estrogens  on  epiphyseal  closure  Ovulen  should 
be  used  judiciously  in  young  patients  in  whom  bone  growth  is  not  complete. 

The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although 
Ovulen  therapy  may  mask  the  onset  of  the  climacteric. 

The  pathologist  should  be  informed  of  Ovulen  therapy  when  relevant 
specimens  are  submitted. 

Adverse  Reactions  — A statistically  significant  association  has  been 
shown  between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions:  thrombophlebitis,  pulmonary  embolism. 

Although  available  evidence  is  suggestive  of  an  association,  such  a rela- 
tionship has  been  neither  confirmed  nor  refuted  for  the  following  serious 
adverse  reactions:  cerebrovascular  accidents,  neuro-ocular  lesions,  e.g., 
retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating),  breakthrough  bleeding,  spotting,  change 
in  menstrual  flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma 
or  melasma,  breast  changes  (tenderness,  enlargement,  secretion),  change 
in  weight,  changes  in  cervical  erosion  and  cervical  secretions,  suppression  of 
lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  allergic  rash,  rise  in  blood  pressure  in  susceptible  individuals, 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
and  nodosum,  hemorrhagic  eruption,  itching. 

The  following  laboratory  results  may  be  altered  by  oral  contraceptives: 
hepatic  function:  increased  sulfobromophthalein  and  other  tests;  coagula- 
tion tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X;  thyroid 
function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and 
decrease  in  T3  uptake  values;  metyrapone  test;  pregnanediol  determination. 

References:  1.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. : Brit.  Med. 

J.  2:193-199  (April  27)  1968.  2.  Vessey,  M.  P.,  and  Doll,  R.:  Brit.  Med.  J. 
2:199-205  (April  27)  1968. 

Before  prescribing  see  Detailed  Product  Information. 
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Alternatives  to 
Stored  Pooled 


£ XCH  LIBRARY 
COLLEGE  OF  PHY.  OF 
Philadelphia 
19  S • 2 2 ND  ST • 
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Plasma 


PLASMANATE 

Plasma  Protein  Fraction 
(Human)  5%  U.S.P. 

Normal  Serum 
Albumin 
(Human),  5% 

Stored  Pooled 
Plasma 

Heat  Treated 
Against 
Hepatitis 
60°C-1 0 Hours 

Yes 

Yes 

No 

Reported 
Cases  Of 
Hepatitis 

No 

No 

Yes 

Contains 
Blood  Group 
Antibodies 

No 

No 

Some  Pools 

Electrolytes 

Na  - 110  mEq  L 
Cl  - 50  mEq  L 

K - 0.25  mEq  L 

Na  — 1 54  mEq  L 
Cl  - 124  mEq  L 
K — .03  to  .05  mEq  L 

Na  - 142  mEq  L 
Cl  - 103  mEq  L 
K — 5 mEq  L 

Plasma 

Proteins 

Present 

Albumin  — 88% 

Alpha  Globulin  — 7% 
Beta  Globulin  — 5% 

Albumin  only 

Albumin  — 57% 

Alpha  Globulin  —14% 
Beta  Globulin  — 1 7% 

Gamma  Globulin  — 12% 

Total 

Proteins 

Present 

5% 

5% 

4 to  414% 

Plasmanate 

Plasma  Protein  Fraction 
(Human),  5%  Solution,  U.S.P. 

Plasmanate1  is  available  in  50  ml.  vial  (pediatric 
size)  and  250  and  500  ml.  flasks  complete  with 
ready-to-use  administration  set. 
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